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Obsessive-compulsive disorder (OCD) is a brain-driven condition characterised by the 
persistent intrusion of intense, unwanted thoughts or images (obsessions), and 
repetitive, ritualistic behaviours or mental acts (compulsions) that are carried out 
in an attempt to neutralise anxiety (American Psychiatric Association, 2000). 

What is Obsessive-Compulsive Disorder (OCD)?

In addition, disgust in OCD patients seems to be more 
resistant to extinction than fear (Smits et al., 2002). 

Evidence suggests that the emotion of disgust plays an important role in the 
onset and maintenance of OCD (Stein et al., 2001; Schienle et al., 2005; Husted 
et al., 2006). 

In OCD, the brain responds too much to errors, and too little to the ‘stop’ signals. 
Norman, L.J., et al (2016)

There is a strong relationship between the emotion of disgust/
disgust sensitivity and obsessive-compulsive symptoms in both 
clinical and non-clinical populations (Tsao and McKay, 2004; 
Olatunji and Sawchuk, 2005). 

While the human amygdala plays a significant role in fear recognition (Calder, 2003; 
Phelps and LeDoux, 2005; LeDoux, 2007), the insular cortex and putamen appear to 
underlie disgust recognition (Calder et al., 2007; Mataix-Cols et al., 2008; Olatunji et 
al., 2010).



Common OCD Symptoms
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Obsession Symptoms:
- Obsessions with aggressive or violent thoughts; e.g., fear of having caused some terrible 

tragedy, such as, acting out a violent thought, started a fatal fire, stabbing, shooting, hit 
someone while driving, thoughts of murdering a spouse or child, etc.

- Obsessions about contamination and dirt: e.g., irrational fear 
of contracting a dreadful illness, spreading germs, fear of 
bodily waste and secretion, sticky substances.

- Obsessions about repetitive rituals: e.g., repeating questions 
over and over, re-writing or rereading words or phrases.

- Obsessions about order or symmetry: e.g., excessive needs to perfectly align objects, 
abnormal concern about the neatness of the environment or one’s appearance.

- Obsessions about inappropriate and unacceptable sexual content. Disturbing sexual 
imagery that might include sexual assault or inappropriate sexual acts

- Religious obsessions; e.g., blasphemous or sacrilegious thoughts, excessive fear 
about morality and right or wrong.

- Obsessions about hoarding ; e.g., inability to discard anything, fear of losing something 
or discarding something by mistake, stashing away useless trash.

- Profound worry about doing something extremely embarrassing (e.g. screaming out an 
obscenity at a funeral)



Common OCD Symptoms
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Compulsion Symptoms:
-Checking compulsion; e.g., driving around the neighbourhood to 
ensure you haven’t run someone over, repeatedly checking to see if 
the door is locked, etc.

-Cleaning and washing compulsion: e.g., 
excessive hand washing, tooth brushing, 
bathing, showering, excessive fear that items 
at home, such as dishes, are contaminated and 
require excessive washing.

-Other compulsions include; excessive list-making, counting, 
ordering, arranging, blinking or staring rituals, asking over and 
over for reassurance, excessive need to tap, touch, or rub certain 
objects repeatedly, superstitious rituals to ‘ward off’ evil. Brock, H. 
&, Hany, M.(2020)

https://www.ncbi.nlm.nih.gov/pubmed?term=Brock%20H%5BAuthor%5D&cauthor=true&cauthor_uid=31985955
https://www.ncbi.nlm.nih.gov/pubmed?term=Brock%20H%5BAuthor%5D&cauthor=true&cauthor_uid=31985955
https://www.ncbi.nlm.nih.gov/pubmed?term=Hany%20M%5BAuthor%5D&cauthor=true&cauthor_uid=31985955


Causes of OCD
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Obsessive-compulsive disorder is caused by a complex 
interplay between genetic and environmental factors. Van 
den Heuvel, O.A., et al. (2008)

-45 to 65% of the variance of OCD is attributable to genetic factors.  
Krebs, G., & Heyman, I. (2015) 

-  For example, mutations in the nMDA (N-Methyl-d-
aspartic acid ) subunit “NR2” has been linked to fears 
of contamination and compulsive cleaning.   Brock, H. &, 
Hany, M.(2020)

-Briggs & Price (2009)’s theory of Post-Traumatic OCD suggests a link between 
early childhood trauma and OCD. OCD serves a protective function for those 
who have experienced childhood traumatic events. This theory suggests the use 
of operant conditioning (Skinner, B.F., 1938) in the reinforcement of ritualistic 
behaviours to reduce anxiety (Briggs & Price 2009).

-Gershuny et al. (2003) suggest that there is an overlap between the 
symptomatology of both OCD and PTSD. They argue that OCD symptoms are used 
to cope with, reduce, and avoid the trauma-related symptoms and memories.

https://pubmed.ncbi.nlm.nih.gov/?term=van+den+Heuvel+OA&cauthor_id=19024062
https://pubmed.ncbi.nlm.nih.gov/?term=van+den+Heuvel+OA&cauthor_id=19024062
https://www.ncbi.nlm.nih.gov/pubmed?term=Brock%20H%5BAuthor%5D&cauthor=true&cauthor_uid=31985955
https://www.ncbi.nlm.nih.gov/pubmed?term=Hany%20M%5BAuthor%5D&cauthor=true&cauthor_uid=31985955


Other Facts About OCD
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• Roughly 90% of those with OCD have coexisting mental health 
diagnoses, most commonly are anxiety disorders. Fenske, J.N. & Petersen, K., 
(2015)

• About 50% of those with OCD have the onset of symptoms in 
childhood and adolescence. It is not common to have OCD initially 
present after the age of 40. Goodman, W.K. et al., (2014)

• Obsessive-compulsive disorder is the fourth most common mental 
disorder, after phobias, substance abuse and depression, and is 
nearly as common as asthma and diabetes. Nymberg, J.H. &   Van Noppen, B. 
(1994) 

• OCD is associated with intense shame, which translates to long 
delays in accessing treatment. Van den Heuvel, O.A., et al. (2008)

•  Bowen, R. et al. (2018) found a strong link between OCD and self-
mutilation, regardless of symptoms of depression or mood 
instability.

https://pubmed.ncbi.nlm.nih.gov/?term=Nymberg+JH&cauthor_id=8154402
https://pubmed.ncbi.nlm.nih.gov/?term=Van+Noppen+B&cauthor_id=8154402
https://pubmed.ncbi.nlm.nih.gov/?term=van+den+Heuvel+OA&cauthor_id=19024062
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The Brain Regions Implicated in OCD 



Brain Regions Implicated in OCD
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Using functional brain scans (fMRIs, DTI, and SPECT), OCD 
has been observed to be linked to the cortico-striato-
thalamo-cortical (CSTS) circuits. Nakao, T., et al., (2014); Fenske, J.N.,& 
Schwenk, T.L. (2009);  Bhikram, T., et al. (2017)

• Orbito-prefrontal cortex (OPFC)
• Striatum (caudate nucleus and putamen)
• Anterior cingulate cortex (ACC)

• Thalamus

These regions are:

• Amygdala

• Insula



Orbito-Prefrontal Cortex (OPFC) 
Eduardo, A.S. , et al. (2010): Gremel, C.M, & Costa, R.M. (2013)
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• The OPFC is involved in error-
detection, safety-signalling, fear 
extinction, and reactive inhibition. 
Tanaka, S.C., Balleine, B.W., & O’Doherty, J.P. (2008)

• The OPFC overheats (hyper-
metabolism) in people with OCD.  
Breiter, H.C. & Rauch, S.L. (1996); Saxena, S., & Rauch, S.L., 
(2000)

• OPFC over-activation decreases the levels of serotonin, 
dopamine, glutamate, and GABA in the striatum. Eduardo A 
Schilman et al., (2010)

https://www.ncbi.nlm.nih.gov/pubmed/?term=Schilman%20EA%5BAuthor%5D&cauthor=true&cauthor_uid=20072118
https://www.ncbi.nlm.nih.gov/pubmed/?term=Schilman%20EA%5BAuthor%5D&cauthor=true&cauthor_uid=20072118


The Striatum: Caudate Nucleus  
Gillan, C.M. & Robbins, T.W. (2014)
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• Caudate nucleus is the automatic transmission for the 
thinking part of the brain involved in impulse control over 
excessive/irrational habit formation (as in OCD). (Claire M. 
Gillan, et al. (2014)

• Hyper-activation in the caudate nucleus is one of the most 
consistent neurobiological markers of OCD symptoms. 
Whiteside, S.P., Port, J.D., & Abramowitz, J.S., (2004)



The Striatum: Putamen 
Gillan, C.M. & Robbins, T.W. (2014)
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• Increased putamen volume has been linked to the repetitive 
pattern of thinking underlying the OCD symptoms.  
Yasutaka K., et al. (2016)

• Putamen is the automatic transmission for the part of the 
brain responsible for inhibiting excessive movement (mind/
or body) and negative habit formation. de Wit S, Watson P, Harsay 
HA, et al (2012); Tricomi, E. et al (2009)
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Anterior Cingulate Cortex (ACC)
This is the region of the brain known as the gear-shifter and the OCD 
box. It is involved in cognitive flexibility, self-sensing and 
consciousness

McGovern RA and Sheith SA, (2017); Hong, J.S, et al (2016)1

https://www.ncbi.nlm.nih.gov/pubmed/?term=Hong%20JS%5BAuthor%5D&cauthor=true&cauthor_uid=30129775
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SPECT Brain Imaging Study on Overactive 
Anterior Cingulate Gyrus (ACG)

www.amenclinics.com 

http://www.amenclinics.com
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The Insula
The insula is the seat of interoception (a sense of the internal state of the body). 
Interroception is the process by which we integrate sensory inputs from our five senses (sight, 
sound, smell, taste, and touch) and sensory input from our inner organs and attach meaning 
to them in conscious awareness. This is the nueral-circuit that helps us to have; a feeling, a 
knowing, or a state of being.

• It is involved in the perception of pain, love, cravings, smell, and the enjoyment of 
music. It also plays a role in a variety of homeostatic functions related to basic 
survival needs, such as taste, smell, visceral sensation, and autonomic control.

• Brain imaging studies have shown that OCD individuals show increased insula activation 
to disgust-inducing images compared to non-OCD controls. (Berlin, H.A, et al., 2017)

• OCD individuals also show increased activation of the left anterior and posterior 
insula, which positively correlate with their OCD symptom severity, anxiety 
severity, frequency of feeling disgust, and odour intensity

• OCD individuals have a negative affect and cognitive 
bias towards disgust (emotional or environmental) and 
experience all stimuli of disgust, as being more 
unpleasant than healthy people. The insula has been 
implicated in this bias. (Calder et al., 2007; Mataix-Cols 
et al., 2008; Olatunji et al., 2010)
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Thalamus

Dysregulation in the regional cerebral blood flow (rCBF) in the right 
thalamic centre has been observed in high OCD symptoms. Lacerda, A.L., et al 
(2003)

The thalamus is the relay system (receptionist), transmitting 
the sensory information to the cortex and is involved in 
motor, arousal, and mood functions. Jürgen K. Et al., 2012 , in The Human 
Nervous System (Third Edition)

https://www.ncbi.nlm.nih.gov/pubmed/?term=Lacerda%20AL%5BAuthor%5D&cauthor=true&cauthor_uid=12850251
https://www.sciencedirect.com/book/9780123742360
https://www.sciencedirect.com/book/9780123742360
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Amygdala

Overactive amygdala pathway has been observed in 
obsessive-compulsive disorder. Ullrich, M., et al. (2017)

The amygdala is the fear and anxiety centre in the brain 
(chief security officer) involved in the activation of the fight/
flight response. Simon, D. et al, 2014; Thorsen et al, 2018.



The O.C.D.  
Framework for Recovery
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The O.C.D. Recovery Framework
•Orienting response

•Challenge response 
•Design response



The O.C.D. Recovery Framework

The Orienting Response



The O.C.D. Recovery Framework
• The orienting response
This is about embracing the positive interpretations of 
your OCD:
1. OCD is a brain-driven condition related to bio-chemical 
imbalance in the brain.
2. Refuse to shame, flaw or condemn yourself for a 
condition that you’re not responsible for. You are 
not insane, it is a neuro-wiring issue.

3. Blame it on your OCD; it is not your fault, it is your OCD.
4. Daily remind yourself that OCD is a brain-driven issue that 
you can’t transform through self-shaming or self-blaming. 
Rather, it requires self-compassion and patience.



The O.C.D. Recovery Framework
Additional Useful Orientation

• OCD often serves as a coping behaviour against overwhelming unresolved 
traumatic emotions buried in the subconscious mind. That is why OCD and 
anxiety symptoms escalate during stressful and difficult times

• Our obsessive thoughts/urges/images instruct the anxiety centre (the amygdala) 
to up-regulate our sympathetic nervous system (the fight-or-flight system).

• This bio-chemical instruction further increases our somatic symptoms of 
anxiety. As the anxiety increases, dissociation (compulsive behaviours) also 
increases to serve as stress-induced analgesia (pain relief).  Dissociation helps 
inhibit the amygdala-driven anxiety and psychic pains (Röder, C.H. et al., 2007)

• Most compulsive behaviours are thought to be left brain dissociation to help 
us reduce our exposure to the negative emotional pains processed in the right 
brain. Dissociation stimulates endogenous opioids, such as endorphins, that 
helps numb both physical/psychic pain and reduce anxiety, restoring a form 
of control and self-regulation (Mickleborough, M.J.S. et al 2017)

• Therefore, you are not wired for having OCD; it is your brain’s adaptive 
response to protect you from overwhelming psychic emotional pain in the 
subconscious mind.

https://www.ncbi.nlm.nih.gov/pubmed/?term=Mickleborough%20MJ%5BAuthor%5D&cauthor=true&cauthor_uid=20964954


The O.C.D. Recovery Framework
Cooperating With Your OCD Via Positive Affirmations

• You can send cues of safety to the NS and reduces your baseline cortisol level through regular positive 
affirmations practice (Creswell, D.J. et al., 2005)

• Excess cortisol increases inflammation. High inflammation increases the release of pain perception 
hormones (such as, substance P) that will inevitably trigger a subconscious need for more dissociation 
( i.e. more OCD symptoms) so that you can activate more endogenous opioids for pain relief (Johnson M.B.  
et al., 2017).

Affirmations for Positive Orientation
I am aware that my OCD is part of my psychic protectors. I am not weird for having OCD, it is my brain’s way of protecting me 
from overwhelming subconscious emotional pain. Therefore, I love and accept myself unconditionally. I refuse to shame myself 
for a condition that I am not responsible for. Therefore, my self-hate is no longer mine, it belongs to the past. My inner critics are 
no longer mine, they belong to my past. My low self-esteem is no longer mine, it belongs to my past. My self-mutilation 
tendency is no longer mine, it belongs to the past. My fear and anxiety are no longer mine, they belong to my past. My toxic guilt 
and shame are no longer mine, they belong to the past. I am now releasing them today ‘I am a human being, and not a human 
doing. I am a fully fledged person that has a past. But in spite of my past, I now embrace a future of resilience, responsibility and 
empowerment. I no longer need my psychic protectors to protect me, as though I was still that lost, helpless, vulnerable child 
that requires constant protection and micro-management. I am now a fully fledged human that have the ability to self-protect 
and self-regulate. I embrace my own healing process and full restoration. I embrace the courage to resist the residual body-
memory to obsess with my old obsessions and carry out my old compulsions. They no longer have any negative protective roles 
within my psyche. I am totally free. I’m fully alive. I refuse to blend with my inner critics to undermine the progress and autonomy 
that I achieve today. I refuse to collaborate with the inner aggressors within, that represent the trauma and pains of my past to 
destroy my pathway to change and transformation. I am an embodiment of calm, relaxation, strength and happiness. I process 
my emerging repressed emotions that life might bring towards me in the future, before they take up a negative protective role 
within my psyche. I am constantly in awareness, and at the centre of consciousness, leading and governing my own psyche. 
This is my new natural state - healing, self-regulation, emotional regulation, creativity and expansiveness. I am fully alive and 
totally free.’

• This affirmations script should be read aloud with conviction for at least 90 days.
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The O.C.D. Recovery Framework
The Challenge Response



The O.C.D. Recovery Framework
• The challenge response
This is the resolution to fight back. OCD must be challenged, 
otherwise it deepens its bio-chemical roots.
4 Phases of the Challenge Response:

1. Use the 15 minutes rule

2. Process unresolved negative emotions.

3. Desensitise the fear of the OCD

4. Use the arm band method



3 Phases of the Challenge Response:

1. Use the 15 minutes rule
• Delay for 15 minutes before completing your urges/compulsions. Daniela Simon 

et al. (2014)

• During your time-delay, re-direct your energy towards doing some 
parasympathetic activities that you enjoy, such as, going for a walk, 
singing, playing with a pet, exercising, creativity, etc. Daniela Simon et al. (2014)

• Gradually increase your time-delay as your resilience improves.

• Whenever you break your 15 minutes rule, refrain from beating yourself up about 
it. Just resolve to uphold it next time. Every setback should be seen as an 
opportunity to practise self-compassion.

• Some people might not be able to start with the 15-minute time delay, in which 
case they can choose what time works best for them to start. The idea is to 
establish a structure to delay the gratification of completing one’s compulsion.



3 Phases of the Challenge Response:

2. Process unresolved negative emotions.
• As already discussed, OCD can be a coping behaviour for deep-

seated repressed emotions. This is why counselling and 
psychotherapy can help (Briggs and Price (2009).

• Studies have found links between OCD and PTSD. As OCD 
symptoms increase in traumatised individuals, their PTSD 
symptoms decrease, and vice versa (Gershuny et al. (2003) 

• A ‘good enough’ therapist provides a secure-base and emotionally 
attuned relationship that provides the safety needed for the clients to 
make sense of their past and walk through their unresolved negative 
emotions (Winnicott, D. W. 1967)

• As the nervous system senses more cues of safety through positive 
therapist-client relationship, it starts to recruit the autonomic safety 
system that will gradually down-regulate the autonomic defence 
system that requires excessive primitive coping behaviours. 
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BEHAVIOUR: Key recovery tips: 
• Ritual prevention (starting with the 15 minutes 

rule)
• Challenging other negative avoidance 

mechanisms
• Self-compassion in relapse
• Desensitising the fear of one’s obsession & 

compulsion through controlled exposure

PHYSIOLOGY:Key recovery tip: 
Somatic/body-oriented therapies such as, 
exercise, massage, tai-chi, yoga, laughter, 
dancing, swimming, singing, etc.

AFFECT: Key recovery tips: 
• Regular relaxation techniques, such as 

meditation, mindfulness, breathing, etc., to 
reduce excessive sympathetic (fight/flight) 
activity

• Social connection/support

COGNITION: Key recovery tips: 
• Awareness that these obsessive thoughts 

are irrational, caused by biochemical and 
brain wiring issues, and that they neither 
come from the REAL you nor represent 
your values.

• Regular exposure (imaginal or in-vivo) 
without judgment, shame or guilt.

• Daily self-compassion practice

CONTEXT: Key recovery tips: 
• Safety
• Secure attachment relationship
• Therapy to process traumatic/repressed 

emotions
Cognition

Obsessive/irrational intrusive 
thoughts

Physiology
Physical symptoms as a result of 

negative feelings

Affect
Negative emotional feelings as a result 

of the obsessive intrusive 
thoughts

• Unwanted thoughts of hurting others/
self

• Unwanted/taboo thoughts of a sexual 
or religious nature

• Fearful thoughts of bad things 
happening

• Fearful thoughts of germs, getting sick 
or dying, etc.

• Fearful thoughts of behaving in a 
socially unacceptable manner, etc.

Behaviour
Compulsive coping habits

Headache, fatigue, faintness, heart 
palpitations, sweating, dizziness, nausea, 
panic attacks, dissociation (derealisation, 
depersonalisation), etc.

Feeling anxious, ashamed, guilty, stressed, 
depressed, scared, helpless, defeated, sad, 
overwhelmed, suicidal, etc. 

• Excessive checking/re-checking
• Excessive washing/cleaning
• Ordering or arranging things
• Superstitions about lucky/unlucky words or 

numbers
• Mental compulsions; such as chanting, 

reviewing, etc.
• Excessive reassurance seeking
• Frequent apologising or confessing
• Excessive tapping or touching
• Hoarding, etc.

Insecure attachment, illness, accident, early 
abuse, trauma, divorce/separation, loss, 
isolation, genetic predisposition, epigenetic 
factors (e.g. in-utero stress) etc.Context

(Genes or Environment)

The OCD Cycle
@copyright - www.mindbodybreakthrough.net



4 Phases of the Challenge Response:

3. Desensitise the fear of the OCD (via exposure & 
response prevention (ERP))

• Several studies have shown that patients’ OCD symptoms improve when they 
were exposed to feared stimuli while crucially refraining from performing their 
compulsions (Meyer, V. 1974; Foa, E.B et al 2016)

• Exposure & Response Prevention (ERP) brings about significant improvement which 
was maintained for many individuals with OCD up to two years post-treatment 
(Marks, I.M. et al 1975)

• Mowrer’s two-factor theory of fear and avoidance asserts that an 
individual experiencing a conditioned fear will subconsciously develop an 
avoidance, such as rituals and other coping behaviours, to alleviate the 
anxiety (Mowrer, O.H. 1939).

• Paradoxically, these ritual and avoidance behaviours reinforce 
individuals’ fear and strengthen both obsessions and compulsions.

• ERP aims to break this cycle of symptoms by eliminating rituals and 
avoidance, thereby teaching individuals with OCD how to tolerate distress 
without engaging in counterproductive behaviours (Foa, E.B. et al 2012). 



3 Phases of the Challenge Response:

Breaking Down the ERP Steps
• Therapist provides psychoeducation about OCD and its treatment and collects information 

about the patient's symptoms
• The client and therapist work together to identify external (situations, objects, 

people, etc.) and internal (thoughts and physiological reactions) stimuli that 
trigger the client's obsessive thoughts and subsequent distress and compulsions

• They work together to identify the specific content of the client's obsessions and 
compulsions and identify the feared outcome if the rituals are not performed. For 
example, one client might repeatedly wash his hands to disinfect them, thereby 
preventing a feared outcome of contracting an illness and dying. Another client, 
however, might wash her hands because she is disgusted by the physical sensation of 
the dirt in her hands and will therefore keep washing them until they “feel right.” 

• The client and therapist then work collaboratively to construct a fear hierarchy, ranking 
different situations in order from least to most distressing (known as the subjective units 
of distress or SUDs)

• Over the subsequent treatment sessions, both in vivo and imaginal exposure 
techniques are used, helping the client to learn that their feared outcomes do not 
occur, as well as learning to tolerate distress and uncertainty without engaging in 
compulsions.

(Meyer, V. 1974; Foa, E.B et al 2016)



4 Phases of the Challenge Response:

Key techniques in the ERP therapy
• In vivo exposure (i.e. exposure in real life) involves helping the clients confront cues that 

trigger obsessive thoughts. Triggers may include objects, words, images, or situations. For 
example, touching water faucets in a public toilet might trigger germ obsessions. Triggers are 
presented in a hierarchical manner, beginning with the moderately distress-provoking ones 
and progressing to more distressing triggers.

• Response prevention involves instructing the client to abstain from the ritual that they 
believe prevents the feared disaster from happening or reduces the distress produced by the 
obsession (e.g , washing hands after touching the floor, etc). By practising response prevention, 
the client learns that the anxiety and distress decrease without ritualising and that the 
feared outcomes do not happen.

• Imaginal exposure involves asking the client to imagine in detail the distressing thoughts 
or situations. It is also used primarily to help clients confront the disastrous consequences 
that they fear will happen if they do not perform the rituals. For example, imaginal 
exposure may involve the client imagining contracting a sexually transmitted disease 
because they did not wash their hands sufficiently after using a public toilet and 
consequently being shunned by friends and family.

• Processing involves discussing the client’s experience during or/and after the ERP session, 
and how this experience confirms or disconfirms the client's expectation (e.g , you touched 
the floor and you did not wash your hands for about 1 hour; is your level of distress as 
high as in the beginning of the exposure? How strong are your urges to wash? Are they as 
strong as you expected? If not, what have you learned from this experience?)



4 Phases of the Challenge Response:

4. Use the arm bands method Brock, H., et al. (2020)
• This is about taking the edge off the intensity of the OCD by increasing the brain levels of 

serotonin. This helps individuals with OCD to better engage with and benefit from therapy.
• Depending on the severity of the OCD, medication may be necessary to help alleviate the destress. 

Approximately 70% of patients can experience significant symptom relief with appropriate psycho-
phamarcology. The selective serotonin reuptake inhibitors (SSRIs) are the mainstay of pharmacological 
treatment. These are typically used at higher doses and for longer periods than in depression. 
(Pittenger & Bloch 2015)

• The use of SSRIs in children and adolescents differs in some ways from their use in adults. Although 
randomised, placebo-controlled trials clearly demonstrate benefits of SSRI in children with OCD, 
concerns regarding side effects are more substantial. Moreover, the added benefit from higher doses 
of SSRIs, which is clear in adults, has not been demonstrated among children. (Soomro, G.M. 2012)

• Research has also suggested that SNRIs are highly effective in the treatment of SSRI-resistant 
OCD, with response rates of 76% in some studies (Hollander E, et al. 2003).

• From a supplement perspective, Vitamin D levels were found to be lower in OCD patients 
and had a negative correlation with their symptom severity. Studies have also found 
lower levels of vitamin B12 in OCD patients (Esnafoğlua & Yamanb 2017)

• Research also shows that the therapeutic effect of 5-HTP compared to fluoxetine (Prozac) is 
actually equal. Antidepressant effects are experienced in as little as two weeks with 5-HTP 
(Jangid et al., 2013) Recommended dosage starts with 50 mg of 5-HTP and titrate slowly every 
2 weeks up to a maximum of 200 mg per day. Side effects of 5-HTP may include nausea, 
irritability, and anxiety. (Greenblatt J.M 2017)

https://www.ncbi.nlm.nih.gov/pubmed?term=Brock%20H%5BAuthor%5D&cauthor=true&cauthor_uid=31985955
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The O.C.D. Recovery Framework

The Design Response



The O.C.D. Recovery Framework
• The design response
This is about using the Hebbian law on neuro-plasticity 
rewire the brain for greater cognitive and emotional control.

The Hebbian law:
“The neurones that fire together wire together.” 

Donald Hebb (1949: Kevin Fox and Michael Stryker (2017)

• Design a new internal blueprint for living by writing down positive 
affirmations that assert that you are in control of your OCD. 
Starting with ‘I’ or ‘I’m’, write down your affirmations as though 
the wishes have been fulfilled.

• Then use daily meditation and visualisation to reprogram the 
subconscious mind for your new blueprint. Regular breathing 
and meditation exercises also reduce the cortisol levels and the 
amygdala over-activation.

https://www.ncbi.nlm.nih.gov/pubmed/?term=Fox%20K%5BAuthor%5D&cauthor=true&cauthor_uid=28093560
https://www.ncbi.nlm.nih.gov/pubmed/?term=Stryker%20M%5BAuthor%5D&cauthor=true&cauthor_uid=28093560


EEG Demonstration Of The Hebbian Law On 
Neuroplasticity
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https://www.youtube.com/watch?v=6caWX9pKi1s


Q&A Session
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For Additional Online Anxiety 
Recovery Courses & Materials
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Please Visit: 
www.mindbodybreakthrough.net 

http://www.mindbodybreakthrough.net
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Keep in Touch
• Facebook/Instagram: mindbody breakthrough 

        #mindbodybreakthrough or #mbbevents

• Twitter: waleoladipo1

For in-house seminar/general enquiries, please email: 
enquiries@mindbodybreakthrough.net

Join the MindBody Breakthrough Network

YouTube Channel: search Wale Oladipo

Join our Mental Health Discussion group on our FB page

434343

mailto:enquiries@mindbodybreakthrough.co.uk


“There are no constraints on the human 
mind, no walls around the human spirit, 
no barriers to our progress except those 

we ourselves erect.”  

—Ronald Reagan, 40th U.S President 
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