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KEY POINTS

� Acceptance and commitment therapy expands on traditional cognitive behavioral models
of obsessive-compulsive disorder.

� Compulsions and avoidance are conceptualized as experiential avoidance.

� Acceptance and commitment therapy frames exposure and response prevention as
valued action that facilitates new learning.

� Acceptance and commitment therapy provides cognitive strategies such as defusion and
acceptance that can help people recontextualize their relationship with obsessions.
INTRODUCTION

Obsessive-compulsive disorder (OCD) is a chronic and debilitating mental health con-
dition characterized by persistent and intrusive thoughts (obsessions) and repetitive
behaviors or mental acts (compulsions) aimed at reducing distress or preventing
feared events.1 Traditional cognitive-behavioral therapies (CBTs), particularly expo-
sure and response prevention (ERP), have demonstrated efficacy for treating OCD.2

However, some individuals do not respond adequately to ERP, and others find the
exposure-based approaches aversive. Acceptance and commitment therapy (ACT)
offers a promising alternative or adjunctive treatment of OCD.
Over the past few decades, effective treatments for OCD have been developed and

have continued to evolve to better meet the needs of those suffering with this problem.
CBT, specifically ERP, remains the gold standard and core of most modern forms of
OCD treatment. The umbrella of CBT is broad, and ACT even with its unique approach
to ERP comfortably fits under it. However, ACT is built on a theoretic foundation that
does lead to some distinct differences from traditional cognitive-behavior therapies
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Abbreviations

ACT acceptance and commitment therapy
CBTs cognitive-behavioral therapies
ERP exposure and response prevention
OCD obsessive-compulsive disorder
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with regard to conceptualization, technique, and treatment emphasis. Modern forms
of CBT rightly borrow empirically supported techniques from other theoretic ap-
proaches; thus, it is not unusual to find ACT methods and theory interwoven into mod-
ern CBT protocols. For the sake of clarity, in this article, ACT will be contrasted with
more traditional forms of CBT to help highlight theoretic and technical differences in
the respective approaches. For example, the emotional processing model argues
that intrusive thoughts and the fear associated with them can be minimized over
time through a habituation process.3,4 On the other hand, the inhibitory learning model
deemphasizes habituation and instead emphasizes new learning.5,6 Furthermore,
cognitive models stress the importance of cognitive change and the use of behavioral
experiments to facilitate that change.7 From an ACT perspective, intrusive thoughts
are not something to be controlled or fixed, but rather something that can be learned
to make space for. Instead, the goal of ERP in ACT is to learn to engage in valued be-
haviors whether intrusive thoughts or any other internal experiences are present or
not. Therefore, ACT theory generally aligns with the inhibitory learning model insofar
as the new learning facilitates an increase in meaningful, values-consistent behavior.

THE TRADITIONAL COGNITIVE BEHAVIORAL APPROACH

A simplified cognitive behavioral model of OCD highlights the ways in which people
get stuck in unhelpful patterns of behavior that cause impairment and suffering
(Fig. 1). In this model, obsessive thoughts are triggered by environmental or internal
stimuli that for some are apparent (ie, clearly linked to environmental stimuli) but for
others are perceived as occurring spontaneously without any discernible trigger.
Obsessive thoughts are intrusive and unwanted. They are perceived as dangerous,
unacceptable, and/or repugnant. Moreover, they are often values-laden, as though
the thoughts reveal something terrible about one’s character or true self that does
not align with their own sense of who they are (ie, they are egodystonic).
Once present, obsessive thoughts are misinterpreted, leading to excessive fear and

distress that is out of proportion to the situation. Interpretations come in various forms.
The most common of which include overestimation of threat, inflated responsibility for
Fig. 1. Simplified cognitive behavioral model of obsessive-compulsive disorder.
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others, intolerance of uncertainty, feeling that things must be a certain way, or a belief
that one’s thoughts are dangerous and important (ie, literally true). These misinterpre-
tations lead to distress, generally in the form of fear and anxiety, which fuels the belief
that the thoughts must be addressed or dealt with in some way. Attempts are then
made to either control or reduce the obsessive thoughts through the use of avoidance
and/or compulsions or ritualistic behavior. The unfortunate reality of the use of com-
pulsions and excessive avoidance is that they generally work to quell the fears and
provide relief, at least to some degree. Yet, this relief is temporary at best and comes
at the cost of having never actually encountered the counterfactual situation wherein
the compulsion is not used and the imagined catastrophic scenario did not occur. This
process results in the person not obtaining new information about the scenario that
might reduce the power of the intrusive thoughts. Rather the short-term relief serves
to instead further solidify the belief that compulsions and avoidance are important
and necessary to avoid threat or danger. Thus, this model illustrates the vicious
cyclical pattern that people with OCD can find themselves trapped in.
Importantly, this model identifies places to intervene to disrupt the cycle of obses-

sions / distress / compulsions / short-term relief. The first is the use of cognitive
strategies to challenge or reinterpret the misinterpreted meaning of obsessive
thoughts. The second is ERP to practice staying in the distressing situations without
avoiding or relying on compulsions or rituals that, depending on the rationale, is
done either to help the individual habituate to the fear or to gain new insight or learning
regarding the situation and their abilities.

EXPOSURE AND RESPONSE PREVENTION

In short, given the current state of evidence, ERP is the treatment of choice for OCD.2

In fact, it is one of the better technologies therapists have in their toolbox for all types
of fear or anxiety-related distress. In general, dropout rates for ERP are low, effect
sizes are large, and client satisfaction is high.2,8 This is why any ACT conceptualization
and treatment plan for a client with OCD worth its salt will include within it the compo-
nents of ERP. In this way, ACT comfortably sits under the broad CBT umbrella,
leveraging the power of exposure to foster valued action and ultimately reduce
suffering. That said, there remains much scope for progress. Only about half the peo-
ple who receive CBT for an anxiety disorder, including OCD, report a clinically signif-
icant response to treatment.9 While ERP is a powerful clinical tool, further research
and innovation are needed to better tailor approaches to those who are not maximally
benefiting from the gold standard treatment. ACT’s approach to ERP and OCD treat-
ment more broadly offers a perspective that might help in this endeavor.

WHAT ACCEPTANCE AND COMMITMENT THERAPY BRINGS TO THE TABLE

Any experienced exposure therapist knows that ERP can work wonders for clients;
however, getting them to fully engage with the therapy is often half the battle. ACT
builds on this CBT model in several important ways that have the potential to increase
engagement or help clients who are stuck to take a new perspective on their intrusive
thoughts and the value of exposure exercises (Fig. 2). In this model, ERP is embedded
within ACT’s processes of change to foster psychological flexibility and meaningful,
valued action. In this way, psychological flexibility processes are used to encourage
and enhance exposure exercises. As a process-based, contextual behavioral
approach, ACT should be applied in a flexible and personalized manner. There is no
prescribed order to introducing the following ACT processes. Rarely will they exactly
follow the pattern displayed in Fig. 2, as idiographic functional analysis will reveal the
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Fig. 2. Acceptance and commitment therapy model of obsessive-compulsive disorder.
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need for different approaches for different clients at different times. That said, the
model in Fig. 2 provides a general roadmap for the ways in which the components
of ACT might enhance more traditional CBT approaches to OCD treatment.

Experiential Avoidance

ACT conceptualizes compulsions, avoidance, or any other strategy done for the pur-
pose of reducing distress as experiential avoidance. This serves to define compul-
sions and avoidance strategies functionally rather than topographically. It is
common for people to get stuck trying to understand whether their behavior is, in
fact, a compulsion or avoidance or if it is simply something found to be appetitive.
For example, reassurance seeking, mental compulsions, and other subtle negatively
reinforced behaviors can easily be overlooked by clients and therapists if they do
not fit into the prototypical definition of a compulsion that the client or therapist has
in their mind. When placed in the frame of experiential avoidance, however, clients
can instead consider whether any behavior at any given moment is moving them
away from or toward the things that really matter to them. The inclusion of the
“Away” and “Toward” arrows in Fig. 2 illustrates this process.

Values

Values can serve as a powerful motivator for lasting behavior change. At their core,
values can be leveraged to help clients find reasons to engage in exposures by making
the long-term benefits of behavior change more salient. For example, a client may
learn to approach exposure as “although doing so may be scary, leaving my house
will allow me to do things I enjoy like shopping at my favorite store again.” However,
the real power of values is in their ability to transform the functions of stimuli, turning
something that was previously perceived as aversive or unwanted into something
appetitive or desired. This occurs when a stimulus previously paired with fear and sub-
sequent avoidance behavior (eg, holding a knife in the presence of a loved one) is also
paired with an identified value, such as “being a loving partner.” With time and
continued practice, holding a knife in the presence of a loved one can be framed as
being a loving partner because it allows the client to spend quality time together
with their partner cooking or washing dishes. Furthermore, the act of holding a knife
in the partner’s presence can be tied to the broader function of spending time together
even when afraid or experiencing an intrusive thought. With practice, this can turn the
act of holding in a knife in their presence (ie, an exposure) into a behavior that is
actively sought out because it helps the person move toward what is truly important
to them. This is in contrast to the reasoning of holding the knife as simply something
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they have to get through in order to then live the life they want. ACT encourages valued
action and living, first and foremost, which naturally will require exposures to occur.

Defusion

Defusion teaches people a new way of relating to their thoughts. In cases of OCD, re-
lationships with intrusive thoughts are particularly relevant. Seeing intrusive thoughts
as simply part of a never-ending thinking process and nothing more—not right or
wrong, safe or dangerous—opens up previously unconsidered behavioral possibil-
ities. Notice that in the ACT model (see Fig. 2), “defusion” replaces “cognitive chal-
lenging” from the CBT model (see Fig. 1). Whether this distinction is important or
not might depend on individual client preferences and needs. Regardless, from an
ACT perspective, defusion stands as an important theoretic distinction between it
and traditional CBT. In ACT, thoughts are not something to directly contended with.
They do not need to be evaluated for their accuracy or truth. Instead, thoughts are
considered under the framing of “away” and “toward” moves and used to guide action
only when they are in the service of valued behavior.

Acceptance/Willingness

Acceptance or willingness functions as a response of sorts to the common refrain of,
“if I can’t avoid or ritualize, what do I do then?” The distress associated with not
engaging in compulsions or avoidance can be framed as a crossroads or choice point.
The path of experiential avoidance is well-trodden, familiar, and might lead to some
form of temporary relief. It is, however, exceedingly narrow, leading to an ever-
shrinking world with few options or the ability to engage in purposeful and meaningful
action. The other path, acceptance, opens possibilities and allows for the develop-
ment of a broad behavior repertoire wherein valued action can occur, with or without
distress or intrusive thoughts.

Awareness

Present moment awareness speaks to 2 opposing ends of an attention spectrum that
are relevant to many with OCD. The first is the mindless or habitual engagement in
compulsions with little or no thought or awareness. The second is hypervigilant-like
attention to one’s environment, thoughts, or physical sensations. In both circum-
stances, present moment awareness exercises can help people become more adept
at noticing when their attention is moving them in “away” directions and to instead
place their focus, with intention, on their values and behaviors that would be consis-
tent with them in the given moment.

CLINICAL LESSONS LEARNED

Below are lessons I have learned over the past decade working with a wide variety of
people with OCD and supervising trainees doing the same. As an admittedly broad
and heterogeneous category, OCD presents unique challenges for clinicians, who if
they are not careful and thoughtful about their approach, can be led down tantalizing,
yet less helpful treatment paths. This list is not intended to be comprehensive, but
does highlight some of the unique aspects of working with OCD from a functional
contextual perspective.

It’s all About the Function

OCD comes in all sorts of shapes, sizes, and flavors. Existing research provides evi-
dence for categorizing OCD symptoms into 4 main subtypes (contamination,
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responsibility for harm, unacceptable thoughts, and “not just right” experiences).10

Beyond that though, relationship OCD, sexual orientation OCD, perinatal OCD,
“pure obsession” OCD, scrupulous, sexual, or violent unacceptable thoughts OCD
and many other OCD “types” have been documented in the literature. While these
descriptive categories can provide some grounding for psychoeducation and normal-
izing the variety of experiences that people with OCD can have, they do little to help us
understand the actual behavior, the associated dysfunction, and the relevant contex-
tual factors that are maintaining the problem. These categories are topographic in na-
ture, meaning they simply describe what the behavior looks like. Process-focused
therapies like ACT are much more concerned with the function of any given behavior
and less concerned with what it looks like on the outside. Place your emphasis on the
“why” of the behavior, not the “what.” Ask yourself, “Why is this behavior happening?”
“How is it being influenced?” and “In what contexts does it occur?”

Don’t Be Afraid of the Content

In a similar vein, by its very nature, the content of intrusive thoughts is often discon-
certing, explicit, repugnant, taboo, and so forth. From an ACT perspective, thought
content has no bearing on the physical world. It does not define or provide any insight
into the person experiencing it. It does not have the ability to control one’s behavior.
So, while they are often evocative, intrusive thoughts should be treated with no more
reverence or concern than any other thought. This can be especially difficult for ther-
apists working with people who experience thoughts related to sexual perversions,
incest, pedophilia, violence, suicide, blasphemy, or other challenging or uncomfort-
able content. A therapist’s reactions to this content can lay the foundation for treat-
ment. Are these thoughts treated in an overly careful way and with reverence, like a
bomb that might explode at any moment, or is the therapist able to model defusion
and distance from the thoughts, willingness to have them in the room, and meaningful
action in their presence?

Consider the Effect of Shame

Perhaps you are not afraid of the content of a client’s intrusive thoughts. Perhaps you
have no compunction about irreverently shouting the content of the thoughts from the
rooftop. Perhaps you have heard it all and nothing phases you anymore. That is all well
and good, but it is one thing to model psychological flexibility in the presence of intru-
sive thoughts, it is another to model genuine understanding and compassion for your
client. Not only do clients need to practice building a new relationship with their
thoughts but also they often need to learn and practice a new way of relating to them-
selves. More often than not, clients have not shared the content of their intrusive
thoughts with anyone. They often carry guilt and shame about having these thoughts
and wonder about what the thoughts might say about the person they are. In cases like
this, part of treatment might involve intentional practice of self-compassion alongside
ERP and valued action. Acceptance and defusion processes might be especially rele-
vant to help clients to not over-identify with their thoughts and to compassionately
make space for them.

Therapist Experiential Avoidance

Therapists, even experienced ones, are often reluctant to engage in ERP because of
their own discomfort or fear. Theymight fear causing harm or doing an exposure incor-
rectly. Or they might simply wish to avoid the natural discomfort that comes from
engaging with difficult thought content. If you find yourself avoiding bringing intrusive
thought content into the room or engaging in in-session exposures, consider your own
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experiential avoidance and then work to change your behavior just as you encourage
your clients to do.

Head Verses Heart

I often say to my trainees working with clients with OCD, “they know it here (pointing to
my head), but not here (placing my hand over my heart).” For whatever reason, I find
that people with OCD symptoms also tend to be the intellectual, philosophic sort. They
like to learn new information, play with ideas in their minds, endlessly discuss the nu-
ances of their thinking and behavior, and pontificate about the origins and meaning of
their OCD symptoms. I find that spending significant time on this type of content is
generally a trap. It is intellectually stimulating, but ultimately leads down never-
ending and vacuous rabbit holes. I’ve never seen anyone think their way out of
OCD, and I certainly have seen people try. To really learn something in your bones
and in your heart requires experience and practice. Therapy should be a place of
learning by doing. Exposures are probably the best examples of this, but experiential
work can include anything where the actual challenging content is brought into the
room and intentionally engaged with in new ways.

All Roads Lead to Exposure

Everything you do should be in the service of values-based action andmore often than
not, that action is going to involve exposure, in one form or another. The empirical ev-
idence is clear. Exposure gives us the most bang for our buck, it is where the rubber
meets the road, it is where the magic happens. In other words, exposure is the most
efficient and effective way to help our clients make meaningful and lasting changes to
their lives and free themselves from the excessive suffering caused by the vicious cy-
cle of OCD.
Therefore, I believe we do our clients a disservice when we linger on processes of

change that are less relevant and less impactful than exposure, especially when it is
done in the service of experiential avoidance. To be clear, this does not mean that
the therapist should only talk about and promote exposure in sessions. In fact, they
may spend multiple sessions working through creative hopelessness, defusion,
acceptance, values, and other ACT processes without even mentioning exposure.
However, all this hard work is unlikely to lead to meaningful change if it does not
include eventual exposure to the obsessive thoughts and associated distress without
engaging in experiential avoidance strategies (ie, avoidance, compulsions, and rit-
uals). Whether they are framed as exposure exercises, valued action, or something
else, ERP should be a top priority.
It goes without saying that exposure is difficult. Almost by definition it is frightening

and uncomfortable for clients (and therapists too). ACT processes have the power to
loosen the hold that obsessions have on our clients. They empower clients to change
their perspective and relationship to their fears and distress, enabling them to engage
in valued behavior even when their mind tells them that it is impossible, too much, or
too dangerous. So yes, use ACT processes in your work. Take advantage of their abil-
ity to help your clients better engage in exposures and more importantly take valued
action that is uncomfortable and challenging, but that leads toward meaning and pur-
pose and not simply away from what hurts.

EMPIRICAL SUPPORT FOR ACCEPTANCE AND COMMITMENT THERAPY

Research on ACT for OCD demonstrates a breadth of methodological designs, topics,
and sample demographics. These include case studies and single-case experimental
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designs, randomized controlled trials, specific examination of death anxiety11 and
scrupulosity,12–14 treatment of adolescents,15,16 and Internet-based17–19 and group
treatments. Moreover, the sample diversity within ACT for OCD research is impres-
sive, as trials have been conducted across the world including, Brazil,20 China,21

Iran,11,22,23 Korea,17,24,25 and the United States.26,27 Of note, a recent scoping review
found 18 published RCTs of ACT for OCD done in Iran, many of which were published
in Persian and largely unknown in the broad scientific literature.28

Taken as a whole, findings suggest that on average ACT is similarly effective as tradi-
tional CBT. A recent meta-analysis demonstrated that ACT had large effects on OCD
symptoms (standardized mean difference 5 �1.19 [95% CI 5 �1.87, �0.51]).29 A
recent RCT examined whether adding ACT to ERP would enhance treatment effects.26

Results showed similar effects on average between those treated with ERP alone and
those treated with ERP plus ACT. Additional analyses demonstrated that anxiety,
depression, and psychological flexibility significantly moderated outcomes in the ERP
plus ACT condition compared to the ERP only condition, highlighting potential consid-
erations for personalizing treatment (Ong CW, Blakey SM, Smith BM, et al. Moderators
and processes of change in traditional exposure and response prevention (ERP) versus
acceptance and commitment therapy-informed ERP for obsessive-compulsive disor-
der, Manuscript Submitted Publication. 2018). It appears that ACT and ERP share
similar processes of change and that further research is needed to examine differential
effectiveness based on client characteristics.
Overall, across many varied studies, ACT alone or combined with more traditional

CBT methods appears to produce largely similar effects as gold standard ERP. While
more study is clearly needed, ACT can generally be considered a strong treatment
option for adolescents and adults provided in individual, group, or Internet-based
formats.

SUMMARY

OCD is a significant problem that affects many people across the world. While much
progress has been made in the development of psychological treatments, there re-
mains a need for further progress as many people still do not benefit from the gold
standard intervention (ie, ERP). As the broad umbrella of CBT continues to evolve
and incorporate empirically supported techniques and interventions, the specifics of
the ACT model or treatment package may not apply to all. However, a process-
based approach to OCD treatment will likely benefit from considering ACT concepts
and processes related to psychological flexibility as it has been implicated in the main-
tenance of the disorder. Furthermore, ACT’s theoretic perspective on OCD, intrusive
thoughts, experiential avoidance, and valued action above all provides a workable and
user-friendly model that has the potential to inform process-based case conceptual-
izations and treatment plans. There is much research and work to be done to better
personalize and improve our treatments and understand how they work. The future
of process-based approaches like ACT for OCD is promising.

CLINICS CARE POINTS

� Experience is king. Whenever you can—do more, talk and philosophize less.

� Consider, is this specific client behavior moving them away from, or toward, meaningful and
purposeful action (ie, values).

� Reflect on your own experiential avoidance with your client. Are you avoiding certain topics
or exposures because they cause you discomfort?
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� Be flexible and adapt your intervention to the individual needs and readiness of your clients.
Some will be ready to jump into exposures on day one. Others will benefit from targeting
other processes first.
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