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Riassunto

In this article we present a patient with obsessive-compulsive disorder (OCD), treated with cognitive-
behavioural therapy (CBT). The patient was afraid of behaving immorally and of being despised 
by others or by himself because of his behaviour. We focused on his acceptance of the possibility 
that one could be despised instead of focusing on intrusive thoughts and compulsive behaviour 
(originating from his fear), as is the usual approach in CBT. We expected a decrease in the OCD 
symptoms and reduced vulnerability to future relapses by reducing the patient’s efforts in guilt and 
scorn prevention. 
The outcome confirmed our hypothesis. Although dysfunctional behaviours (i.e. rumination and 
avoidance behaviour) were not treated directly, they decreased spontaneously during treatment. This 
outcome was maintained after a one year follow-up. 

Parole chiave: Obsessive-compulsive disorder, acceptance of threat, fear of being despised, 
imagery exposure and in vivo exposure.
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INTRODUCTION

Most of psychopathology and psychological suffering, like «normal» behavior, is re-
lated to the assumption that one’s goals, desires or personal value are threatened. This, in 
turn, leads to emotional consequences and (although not always intentional) to specific 
behaviors, aimed to avoid or prevent such a threat (Mancini & Gragnani, 2005). 

What danger is a patient with obsessive-compulsive disorder (OCD) escaping from?
Clinical observations and empirical and experimental data suggest OCD may be 

conceptualized as a goal-oriented behavior, aimed to prevent guilt and contamination 
(Rachman, 2006; Rachman, 2002; Salkovskis & Forrester, 2002; Wilson & Chambles, 
1999). This in turn is related to the fear of being criticized or «morally despised» (Mancini 
& Perdighe, 2010; Mancini, 2002; 2005; Mancini, D’Olimpio & D’Ercole, 2001). Last 
but not least, a patient’s effort «not to go through a certain experience» makes him more 
vulnerable to psychological illness. 

In line with this, clinical intervention should focus on this fear, in order to help the 
patient accept the risk of acting immorally. This treatment should have two consequen-
ces: in the short term, it should decrease OCD symptomatology, while, in the long-term, 
it should reduce proneness to guilty feelings. This, in turn, should lead to a decrease in 
obsessive thinking. When patients start accepting and taking more risks, prudential thin-
king diminishes, and cognitive functions are more easily oriented toward positive issues.

Here, we describe a patient with OCD, treated according to the previously mentioned 
treatment strategy. The patient’s major fear was to be criticized and despised due to his 
immoral behavior. Consistently, instead of focusing on intrusive thoughts and compulsive 
behaviors (as usual in CBT), the aim of this treatment was to reduce the patient’s fear, 
encouraging the acceptance of the possibility of «being morally despised». Hence, the 
psychotherapist helped the patient to increase his tolerance versus inner and external cues. 
Through this intervention, the patient learned to be less centered on his morality. This in 
turn, was expected to decrease OCD symptoms and reduce vulnerability to future relapses.

In summary, this case provides evidence of the efficacy of a specific cognitive-be-
havioral intervention, focused on the acceptance that a feared event might become true. 
During treatment, the patient’s disposition of feeling morally despised decreased, also 
reducing vulnerability toward those mechanisms contributing to OCD onset and main-
tenance. Particularly, we stress that, although we did not directly intervene on patient’s 
symptomatology (rumination1 and avoidance behaviors), treatment fostered a progressive 
and spontaneous release of dysfunctional behaviors (oriented towards the disorder’s core). 

1 In this article the word «rumination» has the same meaning as in the DSM-IV definition of 
Obsessive Compulsive Disorder.
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In other words, the patient learned to reduce the behaviors previously associated with the 
avoidance of «feeling morally despised», as, after treatment, he judged these feelings still 
painful, but more acceptable and as part of everyday life.

CASE STUDY PRESENTATION

John is 35 years old, being the oldest of two brothers. After high school, John entered 
the Army, where he still pursues a career. John has been married for five years. He descri-
bes his wife as: «the perfect woman, who had fallen into his arms, like an angel falling 
from the sky». John is very happy about his relationship. Throughout their eight years of 
relationship, they never had a fight or an argument. However, he also sometimes feels a 
bit disappointed because his wife is not very propositive. «Sometimes I wish we could do 
more frivolous things… like going dancing. But she is calmer and more mature than I am, 
and prefers to go for a walk in the countryside…». However, John also feels bad because 
of these feelings of dissatisfaction and knows perfectly his wife’s needs are much more 
«appropriate» to their age. «She is totally right! We are not adolescents any more!».

John had never been to psychotherapy before. After having searched on the internet 
for psychological support, John inquired if he could benefit from intervention at the Unit 
for treatment of anxiety and mood disorders of the School of Cognitive Psychotherapy 
(SPC) in Rome. He asked for help because he did not understand what was going on with 
him. He felt attacked by threatening thoughts, that he did not feel as his. He was afraid of 
becoming schizophrenic. 

After assessment and SCID I interview, John had a diagnosis of obsessive-compulsive 
disorder (OCD) and a comorbid Depressive Disorder (DSM-IV-TR, American Psychiatric 
Association, 2002). In order to measure his symptoms and to monitor treatment efficacy, 
John completed the following tests at the beginning and the end of treatment, and at one-
year follow-up: Beck Depression Inventory II (Ghisi et al., 2006); Yale-Brown Obsessive 
Compulsive Scale (Goodman et al., 1989); Padua Inventory-Revised (van Oppen, Hoekstra 
& Emmelkamp, 1995).

IMPORTANT LIFE-EVENTS RELATED TO OCD VULNERABILITY

John always suffered because of the overprotective and restraining behavior of his pa-
rents. «They never allowed me to have a scooter, and I could never do what all the others 
were doing. I could not go to out at night, or could not go dancing. This always made me 
feel different». John‘s mother is a simple and submissive woman, who always submitted 
to his father. Conversely, John’s father is very strict, being hypercritical and authoritarian 
at home, but weak and submissive with strangers. «He used to be very authoritarian only 
with us. With us he was a lion, but outside he was a lamb!». John described his father as 
being very rude to his mother, who suffered and cried a lot. He could not remember of a 
tender and sweet moment between his parents, and was often afraid they would get divor-
ced. His father was never home, and when he was, they spent very little time together. «He 
always said he was tired, and just went to bed… we never did anything together, even on 
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Sundays. I always had the feeling we were a hindrance to him, a kind of duty!». John also 
felt his father never appreciated him. «He always told me to shut up, showing a scornful 
and angry face. Like if he was thinking: «what a stupid child I have». On the other hand 
he always took the opportunity to praise the behavior of other people. In those moments 
I really felt trembling of rage. It could run down my back, from my ears to the tip of my 
toes». All these events made John very vulnerable to criticism and scorn.

Although he knew he would disappoint his father, after graduating, John decided to 
embark in an Army career. As his father did not have the opportunity to study, he wanted 
John to pursue his studies. «He never tried to understand my reasons, and just wanted me to 
do what he said. I had only duties and obligations!». When John first left his parents’ home 
and enrolled in the Army, he finally felt serene and free to do whatever he wanted to do. 

One year later, at the age of 22, he had his first intimate relationship with a girl. John 
describes her as being very different from him. «She was a free spirit, a rebel! She did 
all the things I could never do, like going dancing or staying out late at night». However, 
their relationship was very stormy, and there were many family quarrels. John remembers 
his mother crying and his fights with his father. «I did things I would never had thought I 
could do! And she was so jealous. She used to follow me, and made a scene for whatever 
reason!». After two years, John left her. He was feeling very guilty and thought it was his 
fault that his parents were suffering. He also thought he was no longer the «good guy» he 
thought he was, and that his parents expected him to be.

After a while, he left for three months to follow another course. Compared with his 
first separation from his parents, this time he felt very anxious. He felt confused, dizzy, 
especially when he was in crowed situations, and had tachicardia. Two years later, he 
met his actual wife. «I knew it was her! She was so calm, tender, intelligent, and so well-
mannered…I knew even my parents were going to love her!» John said. After three years 
they got married. Before the wedding John felt very anxious and worried. He felt the weight 
of this responsibility and was afraid he himself would become like his father was (toward 
him and his mother), toward his wife and his future family. 

ACTUAL SYMPTOMATOLOGY, DISORDER ONSET AND LIFE-COURSE

John suffered a lot, especially due to his continuous and exhausting ruminations, la-
sting for days. His main fear concerned the possibility of hurting his wife. He was afraid 
he could stop loving her and break up or that he could even harm her physically. John 
complained about his low quality of life caused by his continuous avoidant behaviors. He 
tried very hard to stop doubting and was afraid that, with time, he would have gone crazy, 
loosing his wife and his job. «I abandoned all my hobbies, like modeling, kart races and 
poker game with my friends… I think what is happening to me is really absurd! Maybe 
I am getting crazy». 

The activating event happened three months before John searched for treatment. In 
autumn, John and his wife were returning to Rome, after a weekend in the mountains at his 
wife’s parents house. While he was taking a shower he suddenly imagined himself killing 
his wife with a knife. He was terrorized by this thought he felt so alien to him. «I was 
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feeling so good and relaxed after our weekend. So I just thought I was going crazy and I 
could have done this for real. I felt like I was a monster, a totally miserable person». After 
this episode, John started ruminating about the validity of his thoughts. He suffered about 
the idea that he could hurt her, and could start crying (every time the had these thoughts). 
He thought that having these thoughts meant he really loved her, and this of course would 
mean he would never hurt her. When John was almost sure he had aborted this thought, sud-
denly he started doubting again. It was enough to hear or read about a violent news-story 
to trigger his doubts again. To prevent his doubts, John started avoiding many situations 
(i.e. newspapers, news, sharp-pointed objects, especially knifes, etc.).

Due to a generalization effect, these trigger situations got worst and spread to many 
daily life situations. John was afraid he could hurt his wife or stopping loving her, and 
break up the relationship. These thoughts started popping into his mind in many different 
situations, such as: when he was feeling bored or tired, when he was not doing anything 
in particular, after arguing with his wife and even when he felt physically attracted to 
other women or made comments about them; while doing his hobbies; and when he felt 
the need to be alone. All these situations triggered his obsessive rushes. «If I feel bored 
when I am with her or if we have little discussions, or if I feel sexually attracted to other 
women, or I want to be alone or to do my hobbies and stay with my friends. This means I 
am not in love with her anymore. And if this is true, she will find out and this will be very 
painful for her. I might even break up our relationship shattering all her dreams. I would 
really be a very bad person!». 

CASE FORMULATION AND MODEL OF MAINTENANCE OF THE DISORDER

How did John develop the idea he could hurt or make his wife suffer, causing his 
disorder? From his life-story one can assume that he was afraid of being judged as a 
despicable person. «If I would hurt someone or cause others suffering, especially if it is 
a nice person like my wife, I would feel like a monster. I would never forgive myself and 
nor would others. Particularly my father would not! I remember his face when my brother 
told him he had broken up with his girlfriend… in my case it would be even worse becau-
se I am married». The core of John’s problem was not his wife suffering, but the fact he 
might be accused of being responsible for that, and that he did not do anything to avoid 
her suffering. As a consequence, John thought he deserved being scornfully criticized for 
his immoral behavior. 

In order to understand what impeded John to stop his dysfunctional behavior and what 
brought him to seek treatment, we created a model (according to Mancini, 2002) of his 
disorder. Cognitive factors contributing to OCD onset and maintenance are schematized 
in figure 1. 

Every time John entered into a triggering situation (event), he felt terribly anxious and 
was afraid he could be responsible for his wife’s suffering. He focused on the threatening 
idea (hypothesis) that feeling bored would have meant he did not love his wife, making 
her suffer and destroying all her dreams concerning their marriage. In John’s view, this 
possibility was unforgivable, especially for his father, and should be condemned (first 
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EVENT

Feeling bored, psychologically or physically tired or in a bad mood when being with his wife; 
Feeling bad or angry with his wife;

Feeling sexually attracted to other women or making comments about them;
Desire to be alone and to do his hobbies.

FIRST EVALUTATION

«My feeling might mean I am not in love with her anymore, I can make her suffer, I can 
leave her, shattering all her dreams… I can even hurt her physically...

This might be terrible, I could never forgive me for that, and so would others…
Particularly my father, he would condemn me forever!»

SECOND EVALUATION

«All these doubts and ruminations I have are killing me… They last for days, leave me 
exhausted and then come back again… I am getting crazy! Where is the old me? I feel glo-
omy, nervous, sad, and guilty about her… I am also ruining her life and if I will keep on 

doing like this she will leave me!»

SECOND LEVEL SOLUTION ATTEMPTS 

Additional avoidant behaviors
Hobbies (modeling club, kart races and poker game with friends)

Reading newspapers and listening to the news (they could talk about  
domestic violence or marital crisis)

Additional ruminations
More intense ruminations in order to suppress doubts

FIRST LEVEL SOLUTION ATTEMPTS 

Ruminations
Monitoring and confronting the feelings he has with and without his wife 

Imagining his pain if his wife would not be there anymore 
Making comparisons between what he thinks about his wife,  

and what he thinks about other women

Avoidant behaviors
Feeling bored or doing nothing when being with his wife 

Starting quarrels or fights with his wife 
Being with other women

Figura 1 Maintenance model of OCD.
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evaluation). At this point, typical obsessive thinking started (Mancini, Gangemi & Johnson-
Laird, 2007): John started to confute his hypothesis «all this is absurd! This simple thou-
ght is enough to make me feel so bad that I must love her!». However, soon enough, his 
reassurance seeking behavior would not be enough, and John would start doubting again. 
He thought this possibility could not be excluded, as it might simply be a first sign that 
he was no longer in love with his wife anymore. To contrast these thoughts he starts to 
think of anything that might demonstrate he is still in love with his wife, concerning times 
where she is and where she is not present (i.e. «Well, the other day I saw a woman in the 
street, and I thought she was beautiful. This might mean I don’t feel attracted to my wife 
any more»). He finally tries to prove to himself these thoughts are unfounded, desperately 
trying to prove their impossibility. 

To additionally remove doubts and ruminations, John avoids quarrels with his wife, or 
situations with her where he could get bored. He even avoids staying with other women! 
These first attempts (ruminations and avoidant behaviors) to solve his doubts help John to 
reduce his anxiety. However, this in turns leads to a second evaluation, where his initial 
attempts of ruminations and avoidance are criticized. This second evaluation causes distress 
and bad mood, undermining his psychological health and his relationship with his wife. 
John becomes very nervous, for days, at the time. His wife notices and worries about him. 
This severe self-criticism further reinforces his ruminations and avoidant behaviors (second 
level attempts), exhausting him (physically and psychologically) and fostering a vicious 
circle where his fears get confirmed («I feel so tired, I don’t feel anything anymore, so this 
means I am not in love with her anymore!»).

THERAPEUTIC TREATMENT 

After the first assessment phase, specific goals were established. Main aims of treatment 
included: 1) Understanding the disorder, its onset and what caused it, in light of John’s life 
history; 2) Reducing anxiety and suffering, caused by his doubts; 3) Reducing the patient’s 
compulsive behaviors (i.e. ruminations and avoidant behaviors), which meant to calmly 
tolerate those situations (i.e. feeling bored with his wife, having small quarrels with her, 
going back to his hobbies) when he would start doubting. 

John’s major fear was to be responsible and guilty, ultimately being judged as immoral 
by himself and others. So, first aim of treatment was to promote the acceptance of the 
possibility that he could be morally despised. As a consequence, we expected all those 
behaviors aiming to reduce his feelings of guilt to be extinguished, or at least to become 
less automatic. 

Our protocol was not based on traditional CBT techniques, aimed to explicitly, reduce 
the frequency of intrusive thoughts and compulsive behaviors. Conversely, our aim was to 
reduce his sensibility to his painful thoughts (i.e. «I could be morally despised» or «I could 
feel guilty») resulting from his behavior. We wanted to help John to tolerate the inner and 
external signals, that were somehow related to the possibility of being morally despised. 
In conclusion, we aimed to let him become more capable of accepting his unpleasant fear 
of being judged (very common in people). 
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First phase: reconstruction and sharing of the model of the disorder

In this first phase we had three main goals: 1) To promote and facilitate therapeutic 
alliance; 2) To motivate John to treatment, giving him explanations about his problem and 
showing him there was a way to heal it; and 3) To plan the therapeutic process. 

To reach these goals, starting from his symptoms and salient recent events, we created 
a model of John’s disorder onset and maintenance. We then created a personal profile of 
his disorder, identifying the triggering events of his obsessive symptoms. John’s mental 
states, and his cognitive processes and mechanisms were identified and explained within 
a vicious circle explaining his disorder. Finally, to allow a better comprehension of his 
problems, we explained how the fear of feeling guilty due to irresponsible behavior, was 
contributing to OCD onset and maintenance. We did this through homework, asking the 
patient to read literature, book chapters and articles related to his problem. 

John discovered that the core of his problem was not related to his intrusive thoughts, 
but, to his fear of behaving immorally, and, as a consequence, of being despised. With 
this knowledge, he became able to recognize and out spell every single sequence of his 
OCD. He knew when and why symptoms were going to occur, and which negative conse-
quences his ruminations and avoidant behaviors were going to have. Being aware of the 
mechanisms underpinning his disease, John became more motivate for treatment. He also 
clearly understood why treatment necessarily had to focus on his primary fear, instead of 
his ruminations and avoidant behaviors. 

Second phase: helping the patient to accept higher levels of threat

How could we increase the patient’s acceptance of higher risk levels, and, thus, his 
exposition to feared threat?

In our view, there are several factors contributing to patient’s resistance to the accep-
tance of threat. First of all, the more one thinks one has the responsibility and the power to 
prevent danger, the more one feels (morally) responsible to prevent it (Mancini & Gragnani, 
2005). Trough the manipulation of the «utility and costs of solution attempts» and the 
perceived responsibility in case of omission, we expect to reduce response prevention. 
This in turn, would increase levels of acceptance and exposure behaviors. 

In this phase, we used specific techniques to help John decrease his prudential behavior. 
This allowed him to: 1) Realize how useless and counterproductive his attempts to reduce 
his fear of feeling guilty were; 2) Consider the costs of his threat-prevention attempts; and 
3) Gain insight on his tendency to feel responsible for thereat prevention, helping him to 
consider the possibility he was not supposed to prevent threat. 

In particular, to cope with the first two points, we created a list of Trigger Stimuli 
(Dèttore, 2003). Here, John’s everyday life dysfunctional behaviors were listed into four 
columns (see table 1). Within the first column we included his dysfunctional behaviors, 
and in the second one, their consequences on his wife’s wellbeing. In the third column 
we listed the alternative behaviors John could adopt to avoid her to suffer, and, finally, 
in the fourth one, the negative consequences of dysfunctional behaviors. When all the 
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disadvantages of his preventive behaviors were clarified, John discovered he was already 
assuming the risk for being responsible of being despised daily. More importantly, he was 
doing this to protect some more important life goals. Finally, in order to prevent possible 
harm, he might have caused a real one.

Table 1 – Example of the Risk Triggers List

Risk behaviors Possible harm Preventive

activities

Disadvantages of preventive

activities

Talk He could say 
something that 
could offend or 
hurt his wife 

Keeping 
silent

My wife could be preoccupied because 
of my silence; She could feel rejected 
and suffer for that;
I cannot express my feelings and ne-
eds to her.

Walking around 
the house

Break objects she 
likes

Stay still My wife could be preoccupied;
Feeling angry to her because she is 
not propositive.

After the Trigger Stimuli list, we used the two-chairs technique (Perls, Hefferkine & 
Goodman, 1971; Mancini & Gragnani, 2005). In this technique, patient was required to 
list all costs of perceived threat and all benefits of safety-seeking behavior, while sitting on 
the first chair. Afterwards, he was asked to move to a second chair, and, this time, to list all 
costs of excessive prudence and all those benefits deriving from safety-seeking behaviors 
reduction. The procedure ended asking John to let the two parts argue the one against the 
other, while alternatively moving from the one chair to the other. This was done to facilitate 
integration between the two opposite parts. This technique allowed us to confront the costs 
and benefits of the patient’s prudential behavior, consequently leading to possible threat 
acceptance. Result of this confrontation was then summarized into a flash card John could 
read every time he felt threatened/exposed. 

Finally, to handle his sense of responsibility to prevent threat, we used a modified 
version of the Double Standard technique (van Oppen & Arntz, 1994; Mancini, 2005). 
In this way it was possible to modulate John’s high moral standards. The therapist asked 
the patient how guilty he would feel if the threatened event would come true (therapist: 
«Imagine you were not in love with your wife anymore, causing her a lot of suffering… 
how responsible would you feel for that?»). Then, the therapist asked the patient to ima-
gine the same thing was happening to a loved one, asking him how responsible he thou-
ght this person would be for this. Afterwards, the therapist asked John to imagine how 
three common friends would evaluate his behavior and the behavior of his loved one. He 
would have to imagine how these three friends would answer the exact same questions: 
«how responsible would you think they would judge you for what you did?» and «how 
responsible would you think they would judge your loved one, for what he did?»). Finally, 
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again, John was confronted with his first evaluation. The therapist asked: «Imagine you 
were not love your wife anymore, causing her a lot of suffering… how responsible would 
you feel for that, now?». In this way, the patient realized how he was applying different 
evaluation standards for himself and for others. John realized he was applying very rigid 
moral standards towards himself, but not to others in the same condition. This helped him 
to consider and criticize his asymmetrical evaluation standards, and to understand how 
this was contributing to the maintenance of his disorder.

At this point of treatment, John had clearly understood how his disorder was structured. 
He understood it was based on the attempt to prevent the fear of being morally despised, 
and knew how counterproductive and useless his preventive behaviors were. In light of 
this, he was now able to accept higher levels of threat, lowering his prudential behaviors. 

Third phase: threat acceptance trough exposition

Previously described techniques were all applied within the psychotherapeutic setting, 
far from real-life threatening situations. In this phase, the core of John’s treatment, we 
helped the patient to face his fears within real-life. The main goal of this phase was to 
confront him with higher-level risk situations, in order to increase his fear of being morally 
despised, with the hope this would in turn decrease his OCD symptoms. 

In order to reach our goal, we used imagery and in vivo exposure. First of all, a list of, 
hypothetical or realistic, threatening situations was created. Within the imagery exposure 
technique, John was asked to close his eyes and to let the therapist lead him throughout the 
threatening experience. The therapist described the scene in every single detail in order to 
trigger John’s deepest fears. John was told not to do anything to prevent his feelings of guilt 
and responsibility (i.e. apologizing or avoiding critics and blame). Therapist instruction 
was to focus on what he was feeling and, even if very painful, not to do anything to get 
rid of his feeling. In this way the patient could focus on his sense of guilt. More in detail, 
the therapist asked him to describe in every detail his emotions and to localize them. John 
was also instructed to focus on the other person’s facial expression. What was the other 
person saying and doing? How did he/she make him feel?

Two different scenarios were used, a real and a new one. In the first one, John was 
driving his car with his father who was yelling at him and criticizing him in a very scornful 
way because of his way of driving and the route he had chosen. In the second exposure 
exercise, the therapist and John created an ad hoc scenario, starting from the patient’s 
doubt of not being in love with his wife anymore and of his fear of making her suffer. This 
procedure was then given to John as homework and was repeated every day. In this way he 
found out that his feelings of guilt and his distress caused by fear of being despised were 
somehow bearable and transitional. 

This third phase terminated with an in vivo exposure to all triggering situations. The 
therapist and John created as list of guilt/reproachful triggering situations (some were 
derived by De Silvestri, 1999), graduated their intensity. These included:

• Getting into a coffee shop, asking for a glass of tap water, drinking it and then leaving 
the place without saying «thank you»;
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• Getting into a clothing store, trying on different clothes and leaving without buying 
anything;

• Getting into a crowded newspaper shop and asking the newsagent to change 50 Euros. 
Getting back ten minutes later and ask for the same request;

• Interrupting a conversation between two strangers;
• Getting into a crowded bus and stepping on somebody’s foot without apologizing. 

This procedure allowed John to prove to himself he could tolerate the anticipatory an-
xiety related to his fear of behaving immorally, thus being criticized by others. Additionally, 
by acting out the last two exercises, John concretely confronted himself with people that 
actually felt despised, realizing that, although it was a painful feeling, he could bear it and 
it was only transitory. 

Fourth phase: vulnerability to ocd and relapse prevention 

In this phase the therapist helped John to reduce his vulnerability to his OCD symptoms. 
First we identified past traumatic life episodes, where John had felt guilty and despised. 
Then, the Imagery With Rescripting (IMR, Arntz & Weertman, 1999; Young, 1994) tech-
nique was used. This technique was used to allow John to: 1) to take a critical look at what 
has happened, also considering behaviors, thoughts and emotions of other people; 2) help 
him to recognize and legitimize the emotions, the thoughts and the needs he was feeling 
in that specific moment; 3) encourage changes in order to offer him the feeling that he was 
able of taking care of himself. Through this procedure, the patient was helped to recall a 
typical traumatic childhood memory, and, guided by the therapist, he was asked to examine 
the episode from different perspectives. First the patient was asked to observe the scene 
from a child perspective (i.e. describing his feelings, his thoughts, his needs, etc.), in a 
second phase John was asked to enter the same scene as an adult, and to intervene in order 
to modify events. Finally, in the third and last phase of the exercise, the patient was asked 
to enter the scene as a child, directly interacting with himself as an adult.

The specific episode concerned the patient, at age 5-6, trying to help his father keeping 
up the house. John reminded of himself as a child, being extremely anxious and afraid 
because his father was very nervous and strained. In particular, the patient remembered 
when he had accidentally droped an utensil that his father had given to him, and that he still 
remembered his face. «I still remember his face! He looked as if he was so disappointed 
and despised me... he just didn’t say a word and turned his back. For me, this was really 
the top of despise. It was like if an insurmountable barrier had appeared!» he said. 

In the last phase of the treatment, the patient was introduced to the relapse prevention. 
The first step was to normalize relapses, using a the «workplace» metaphor. The main cha-
racter of this metaphor was a man who, after going to the same workplace and walking the 
same identical way for years, had just changed his office. Suddenly, one morning, without 
even knowing, he found himself very close to his old workplace. The man was very surpri-
sed and asked himself how this could have happened! Trying to solve this issue with the 
patient, it was possible to help John to understand how numerous variables can contribute 
to make old thoughts, old emotional styles and previous behaviors automatically re-emerge 
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in the present. In a second step, the therapist helped John to identify those variables that 
could induce future relapses (i.e., stressful life events, having a baby, increased duties 
and responsibilities, negative emotional states), identifying all possible coping strategies.

TREATMENT OUTCOME

Treatment lasted for 34 weeks, with one session, lasting about one hour, per week.
In the table beneath, we report John’s scores at the beginning and at the end of treat-

ment. Data show full remission in the OCD (Y-Bocs: 25 pre-treatment, 0 after treatment 
e 1 at one-year follow-up; PI-R: from 53 at pre-treatment to 2 at the end of therapy and 3 
at follow-up) and depressive symptoms (BDI II from 17 at pre-treatment to 0 at the end of 
therapy and at follow-up), and no relapses at one-year of follow-up. 

In order to ensure that John’s changes were not accidental, nor due to low measurement 
reliability, we calculated the Reliable Change Index (RCI; Jacobson & Truax, 1991) for 
all psychological measures. As shown in Table 2, both changes across treatment (pre- and 
post-) and between pre-treatment and follow-up revealed a significant statistical difference 
for all measurements (for p < .05), confirming patient’s improvement. Additionally, these 
changes are considered as clinically significant, as both obsessive and depressive symptoms 
completely disappeared after treatment. 

Table 2 – Scores across the three phases of treatment. CS (Clinical Significance) refers 
to the conversion from a pre-treatment (CS T1) clinical condition to a post-treatment /
follow-up (CS T2) not pathological condition.

Test

Pre-

treatment

(T0)

After-

treatment

(T1)

One-year 

Follow up 

(T2)

Cut-off
Cs

T1 t2
Rci t1

Rci 

T2

BDI II 17 0 0 12 yes yes -2.77* -2.77*

Y-BOCS 25 0 1 16 yes yes -6.99* -6.71*

PI-R Total 53 2 3 53 yes yes -4.58* -4.49*

Impulsivity 1 0 0

Wash 5 0 1

Checking 6 0 0

Rumination 26 1 1

Precision 15 1 1

* RCI Reliable Change Index > ± 1.96 refers to a statistically significant difference, for p < .05, between pre- 
and post-treatment (T1), and between pre-treatment and follow-up (T2).
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Thus, according to Kazdin (1999) characterization, we can conclude that John’s tre-
atment was clinically and statistically successful, at the end of treatment, as well as after 
1-year follow-up. 

At the end of treatment, John referred that he felt very satisfied. He reported a signifi-
cant decrease in the symptoms (ruminations and avoidant behaviors) and an enhancement 
of his quality of life. These improvements were related to his increased tolerance and ac-
ceptance of the possibility of being responsible for other people suffering, and, in turn, of 
being morally despised because of this. As a consequence of a reduction in his prudential 
behavior, his reassurance and seeking ruminations had disappeared. Through a spontaneous 
generalization effect of his exposures, John also reduced his avoidant behaviors. At the end 
of treatment, the patient was no longer afraid of his quarrels with his wife, or about feeling 
bored with her. In this way, their relationship became more spontaneous and satisfying. 
John also started cultivating his hobbies again and learned to express his own feelings in 
many different contexts (i.e. in social and work environments), without being afraid of 
getting despised or criticized. 

To conclude, we report here a part of John’s writing about his treatment experience.

[...] when one falls at the mercy of OCD, as in my case, one starts feeling in danger 
just by an imaginative threat, which is considered as extremely realistic, and nearby 
and likely to occur. The first thing I did was to look for all those elements that could 
reassure me, keeping me as far as possible away from threat. However, OCD is 
much more astute, and for every assurance, it could find a new reason for doubting. 
This vortex of uncertainty can last for hours and days, exhausting me emotionally 
and physically.

Conversely, the most effective strategy is to reduce its «fertile breeding», facing 
those fears, and accepting those risks and their consequences. The acceptance pro-
cess allowed me to face even the most tremendous fears, with the knowledge I can 
cope with their most terrible consequences. An interesting part of my psychotherapy 
included my exposure exercises. When I was supposed to imagine the scene, I tried 
to depict it as worst as possible, with other people being particularly unkind to me. 
We face what could have been the worst consequences, although gathering that, after 
a first moment of embarrassment and regret, or criticism, life would have go on. 

We also went back to those episodes that were particularly important for the 
onset of my disorder, embedding my fears. 

I started to see them trough the eyes of an adult, and not of a kid or an adolescent. 
To conclude, the most important thing that I have learned is that it is totally use-

less and counterproductive to avoid potential embarrassing and harmful situations. 
The important thing is to accept the risk they could happen, and to learn to cope 
with them. This confidence, automatically decreases the level of perceived threat of 
an event as one feels more able to cope with its consequences».
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