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This article reports the results of two experiments, each investigating a different eye movement desen-
sitization and reprocessing (EMDR) protocol for obsessive-compulsive disorder (OCD) and each with two
young adult male participants with long-standing unremitting OCD. Two adaptations of Shapiro’s (2001)
phobia protocol were developed, based on the theoretical view that OCD is a self-perpetuating disorder,
with OCD compulsions and obsessions and current triggers reinforcing and maintaining the disorder.
Both adaptations begin by addressing current obsessions and compulsions, instead of working on past
memories; one strategy delays the cognitive installation phase; the other uses mental video playback in
the desensitization of triggers. The four participants received 14-16 one-hour sessions, with no assigned
homework. They were assessed with the Yale-Brown Obsessive Compulsive Scale (Y-BOCS), with scores
at pretreatment in the extreme range (mean 5 35.3). Symptom improvement was reported by partici-
pants after 2 or 3 sessions. Scores at posttreatment were in the subclinical/mild range for all participants
(mean 5 8.5). Follow-up assessments were conducted at 4-6 months, indicating maintenance of treat-
ment effects (mean 5 7.5). Symptom reduction was 70.4% at posttreatment and 76.1% at follow-up
for the Adapted EMDR Phobia Protocol and 81.4% at posttreatment and at follow-up for the Adapted
EMDR Phobia Protocol with Video Playback. Theoretical implications are discussed, and future research

is recommended.
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bsessive-compulsive disorder (OCD)is a psy-
chological condition associated with anxiety
and stress, experienced by about 1 in every
60adults, 1.6% of the world population (Kessleretal.,
2005).ltcanaffectchildrenasyoungas6or7yearsold
andoftenfirstappearsinadolescence(Heyman,Mataix-
Cols, & Fineberg, 2006). There appears to be no dif-
ferenceintheincidence of OCDformenandwomen.
Some research shows that OCD runs in families and
thatageneticpredispositionmayplayaroleinthede-
velopmentofthedisorder(Brady,2003;Nauert,2006).
TheWorldHealth Organization (2011) haslisted OCD
in the top 20 most disabling illnesses in the world.
OCD s characterized by the presence of recurrent
obsessionsand/orcompulsionsthatinterferesubstan-
tially with daily functioning (American Psychiatric
Association,2000).0bsessionsare”persistent...intrusive
andinappropriate...and causemarked anxietyordis-
tress” (AmericanPsychiatric Association, p.457).They
can take many forms such as unwelcome thoughts,

images,impulses,anddoubts.Examplesofobsessions
include a focus on order and symmetry, thoughts
about contamination, fears of harming self or others,
and doubtsabout whetheranactionwascompleted.
Compulsionsare”repetitivebehaviorsormentalactsthe
goalofwhichistopreventorreduceanxietyordistress”
(AmericanPsychiatricAssociation,p.457).Examplesof
compulsionsincludeexcessivecleaning,handwashing,
ordering,checking,counting,andmentalcompulsions.
Theyareoftenperformedinanattempttoalleviatethe
intrusive obsessionsand reduce thefear, butactually
increase anxiety (Heyman et al., 2006). A diagnosis of
OCDrequiresthattheobsessionsand/orcompulsions
consumelargeamountsoftimeandimpingeonimpor-
tant day-to-day activities.

Research suggests that OCD may be related to
problems in communication between the front of
the brainand the much deeperstructureswhere se-
rotoninisusedasamessenger (Atmacaetal., 2011).
Itcouldbearguedthatareducedlevelofserotoninis
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acontributingfactorinthedevelopmentofOCD,and
antidepressantmedicationsareoftenusedinitstreat-
ment (e.g., Khouzam, Emes, Gill, & Raroque, 2003).

Treatment of Obsessive-Compulsive
Disorder

In 1966, Victor Meyerreported on hissuccessful treat-
ment using exposure and response prevention with
two individuals with washingrituals. Since that time,
thistreatmenthasbeen established as the therapy of
choiceforOCD(e.g.,NationalCollaboratingCentrefor
MentalHealth,2006). With many randomized clinical
trialsshowingitsefficacy,ExposureandResponsePre-
ventionTherapy(EX/RP)remainsthemostcommonly
provided treatmentfor OCD (Deacon & Abramowitz,
2004; Fisher & Wells, 2005; Franklin & Foa, 2011). A
meta-analysisofOCDtherapieswasconductedbyRo-
sa-Alcazar,Sanchez-Meca,Gémez-Conesa,andMarin-
Martinez (2008). They reported that EX/RP, cognitive
restructuring therapy, and a combination of the two
wereeffectiveinreducingsymptomsandshowedsimi-
lar effectiveness. They noted that EX/RP’s simplicity
makesitthetreatmentof choiceforOCDandthatfur-
ther research is needed for cognitive therapy.

EX/RP involves exposing the individual to the
feared situation and preventing the use of compul-
sionstoreducehisorheranxiety,withbothinsession
activities and daily homework (Foa & Kozak, 1997;
Steketee, 1996; Steketee & White, 1990). This cycle
ofexposureandresponsepreventionisrepeateduntil
theindividualisdesensitizedtotheobsessionalanxi-
etyandnolongerperformingritualizedcompulsions.
Franklin and Foa (2011) described current EX/RP
treatments as typically including:

prolonged exposure to obsessional cues, pro-
ceduresaimedatblockingrituals,andinformal
discussions of mistaken beliefs that are often
conductedinanticipationofexposureexercises.
Exposures are most often done in real-life set-
tings (in vivo) and involve prolonged contact
withspecificfearedexternal(e.g.,contaminated
surfaces) orinternal (e.g.,images of having sex
withreligiousfigures)stimulithatthepatientre-
ports as distressing. (pp. 232-233)

Although EX/RP therapy can be highly effec-
tive for about 50% of people who complete EX/RP
treatment, there are a number of recognized draw-
backs (Maher et al. 2010). Individuals with OCD find
EX/RP therapy challenging foranumber of reasons.
They may find it too frightening to face their worst
fears; EX/RP is hard work, requiring homework

completion;individualsmaynotbereadytochange
long-standinghabitualbehaviors;and,EX/RPtherapy
maynotbeaseffectiveforindividualswhoexperience
obsessions without compulsions.

Assessment of Obssesive-Compulsive
Disorder

TheYale-BrownObsessiveCompulsiveScale(Y-BOCS;
Goodmanetal., 1989)isconsideredthegoldstandard
measure of OCD. It was developed as a clinician-
administered measure, designedtoratetheseverity
and types of symptoms. The Y-BOCS uses a 10-item
scale, with each item rated from 0 (no symptoms) to
4(extremesymptoms).Theresultsofthequestionnaire
arecategorizedtoprovideascoreforcompulsionsas
wellasobsessions,andtheseareaddedtoprovidethe
total Y-BOCS score. A total score of 0-7 is considered
subclinical; 8-15is mild; 16-23 is moderate; 24-31is
severe; and 32-40 is extreme.

The percentage of reduction in Y-BOCS scores is
commonlyusedtoevaluateimprovement.The per-
centage of reduction is calculated by dividing the
differencebetweenpretreatmentandposttreatment
scores by the pretreatment score. Many OCD clini-
caltrials have used percentreduction cutoffsonthe
Y-BOCStodeterminetreatmentresponse, with cut-
offsindicatinggoodsymptomresponseinmedication
trials at 20%-40% symptom reduction and cutoffs
in cognitive behavior treatment (CBT) trials at 50%
reduction (Tolin, Abramowitz, & Diefenbach, 2005).

Eye Movement Desensitization
and Reprocessing

Eyemovementdesensitizationandreprocessing(EMDR)
is a therapy in which a structured approach is used
toaddresspast, present,andfutureaspectsofdisturb-
ingmemories.Shapiro’s(2001)adaptiveinformation
processing (AIP) model, which provides the theory
forEMDRtreatment, conceptualizes psychiatricdis-
orders as a manifestation of unresolved traumatic
or disturbing memories. EMDR is recognized as an
empiricallybasedtherapyforthetreatmentof post-
traumaticstressdisorder(PTSD),withapproximately
20 randomized clinical trials supporting its efficacy
for PTSD. Various meta-analyses (e.g., Bisson &
Andrew, 2007/2009; Bradley, Greene, Russ, Dutra, &
Westen, 2005) have found that EMDR is equivalent
in effectto cognitive behavioralapproachessuchas
exposuretherapyandcognitiverestructuringtherapy
in the treatment of PTSD. EMDR, exposure therapy,
andcognitiverestructuringtherapyareallidentified
asfirst-line approaches for PTSD treatmentin many

Journal of EMDR Practice and Research, Volume 6, Number 1, 2012
EMDR Treatment of OCD



internationalguidelines(e.g.,NationalCollaborating
Centre for Mental Health, 2005; U.S. Department of
Health and Human Services, 2011).

EMDR is administered according to a standard
eight-phaseprocedure(Shapiro,1995,2001).Treat-
ment starts with history taking, preparation, and
memoryassessmentphases.Iftheclienthasdifficulty
identifyinganetiologicalmemory,thetherapistcan
guide the client in a “floatback” technique to recall
earlier events with similar affect and/or cognition
(Browning, 1999). Afterthis, theclientfocusesonas-
pectsofthetargeted memorywhilesimultaneously
engaging in eye movements for about 24 seconds,
afterwhichassociationstoothermaterial(e.g.,mem-
ory, affect, cognition, perceptions) are elicited. This
procedure is repeated multiple times throughout
thesessionandtypically,theseassociationsbecome
moreadaptiveduringthesession.Whenthememory
is desensitized (reflected in a rating of 0-10 on the
Subjective Units of Disturbance [SUD] scale), the
procedure continues with a focus on reprocessing
relatednegativecognitionstostrengthenaselected
positive cognition. The memory is considered to be
reprocessedwhenitnolongerelicitsanyaffectiveor
somaticdistressandwhentheclientindicatesthatthe
positive cognition has high validity, as rated on the
Validity of Cognition (VOC) scale.

Targetedmemoriesaresequentiallyordered,across
sessions, in which the aforementioned procedures
are applied according to a three-pronged protocol
(Shapiro,1995,2001).First,thedistressingpastmem-
oriesthatareconsideredetiologicaltothedisturbance
areresolved. Afterthis, thefocusshiftstoprocessing
current triggers, which are environmental stimuli
stillelicitingdistress.Finally,thetreatmentaddresses
futureaspectsofthedisorderbyincorporatingaposi-
tive template for adaptive future action.

EMDR Treatment of Anxiety Disorders

Shapiro(2001)developedspecializedapplications
of EMDR for anxiety disorders and phobias (Luber
2009a, 2009b; Shapiro, 2001, p. 228). Both appli-
cations sequence targets according to the three-
pronged protocol, with past memories processed
first, followed by current triggers, then by future
action;eachincidentisfullyprocessedaccordingto
thestandardprocedure.Duringthefuturetemplate
procedureinShapiro’'sEMDRPhobiaProtocol(Luber,
2009b),thetherapistaskstheclientto“runamental
videotape” (p.173)oftheimaginedfutureactionto
“incorporateapositivetemplateforfear-freefuture
action” (p.171).

AlthoughEMDRIisestablishedasaneffectivetreat-
mentforPTSD, therehasbeenmuchlessresearchon
itsapplicationwithanxietydisorders(Shapiro,2001).
In their comprehensive review, de Jongh and ten
Broeke(2009)positedthatthestrongresearchbasefor
CBT ofanxietydisordersmayhavelimitedinterestin
theexplorationandinvestigationofEMDRandother
possibletreatments.Also,withitsfocusontraumatic
memories, EMDR may not have been considered a
viabletreatmentforanythingotherthanPTSD,even
thoughdisturbingeventsmayhaveplayedacatalytic
partintheinitialonsetofsomedisorders.Forexample,
anxietydisordersoftenbeginfollowingastressfullife
event (de Silva & Marks 1999; Kleiner & Marshall,
1987), and McNally and Lukach (1992) stated that
many patientswillalsosufferPTSD-likesymptomsas
adirectresultoftheirfirstpanicattack.DeJonghand
tenBroekesuggestedthatEMDR may beeffectivein
treatinganxiety disordersinwhich thereisaspecific
disturbing or traumatic etiology—for example, the
treatment of dog phobia following a dog bite.

There is some preliminary support for EMDR’s
effectiveness in the treatment of anxiety disorders.
Limited research on EMDR treatment of panic dis-
order has showed some good effects (e.g., Feske &
Goldstein, 1997; Goldstein &Feske, 1994). However,
research on panic disorder with agoraphobia has
yieldedmixedresults(e.g.,Fernandez&Faretta,2007;
Goldstein, de Beurs, Chambless, & Wilson, 2000),
with the suggested possibility that more work may
beneededinthepreparation phaseof EMDR, sothat
anxiouspatientscanbettertolerateexposuretotheir
fearsduringtraumaprocessing.Inarandomizedclini-
cal trial evaluating EMDR treatment of test anxiety,
MaxfieldandMelnyk(2000)foundthatincomparison
to a waitlist control, a group of university students
treated with a single session of EMDR showed sig-
nificantimprovement,withmaintenanceofeffectsat
follow-upandareductioninscoresontheTestAnxiety
Inventory from the 90th to the 50th percentile.

Several case studies have reported the successful
EMDRtreatmentofspecificphobias(e.g.,deJongh,van
den Oord, & ten Broeke, 2002). Recently, a large ran-
domizedclinicaltrial (deJongh, Holmshaw, Carswell,
&vanWijk,2010) compared EMDR (with self-initiated
in vivo exposure) to trauma-focused CBT (imaginal
exposure, with elements of cognitive restructuring,
relaxation,and anxiety management)for 184 people
sufferingfromtravelfearandtravel phobiafollowing
roadtrafficaccidents.Participantsinbothgroupswere
encouragedtoconfrontanxiety-provokingstimulibe-
tweensessions.Themeannumberofsessionswas7.3,
andbothtreatmentsresultedinequivalenteffects,with
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significantdecreasesinsymptomsofanxiety,depres-
sion,andposttraumaticstress,andavoidanceoftravel.

EMDR and the Treatment of
Obsessive-Compulsive Disorder

Althoughtherehavebeenanecdotalreportsandoc-
casionalconferencepresentations(e.g.,Allemagne,
2009) on the treatment of OCD with EMDR, little
researchhasbeendoneonthisapplication.Bae,Kim,
and Ahn (2006) presented two clinical OCD casesin
whichtheywereunabletodemonstrateanymeasur-
able success with EMDR. The participants were two
men, diagnosed with chronic OCD, who had shown
noresponsetopharmacologicalorpsychotherapeutic
interventions. Bae et al. provided Parnell’s (2007)
modified EMDR protocol with both patients, identi-
fyingandresolvingfeedermemories,inaccordance
with Shapiro’s (2001) AIP theoretical model thatad-
dressingetiological events withEMDRwilldecrease
the client’s symptoms. OCD symptoms were un-
changed by treatment.
BohmandVoderholzer(2010)describedresearch
byBekkers,whoin1999reportedsignificantsymptom
reductionin4outof5compulsivepatientstreatedwith
EMDR. B6hm and Voderholzer cautioned however
that Bekkers performed EX/RP simultaneously with
EMDR, “inunreported sequences, makingitdifficult
to clearly assign the effects to a single therapeu-
tic element” (Bbhm & Voderholzer, 2010, p. 176).
Bekkers reportedly described EMDR'’s contribution
as the accessing of emotion and creating insight,
with associative links between affect, compulsions,
and their apparent purpose. EMDR was reportedly
viewed by Bekkersnotasastand-alonetherapy, but
as a helpful adjunct in EX/RP therapy.
BohmandVoderholzer(2010)investigatedtheef-
fects of EX/RP 1 EMDR for three adults diagnosed
with OCD while receiving 8-12 weeks of inpatient
treatment. The first two patients received a course
of either EMDR or EX/RP and then a course of
the alternative treatment. This design allowed for
the evaluation of the incremental effects of each
treatment. The Y-BOCS (Goodman et al., 1989) was
administeredatpretreatment,aftercompletionofthe
first course of treatment, and at posttreatment. The
first participant was a 34-year-old man with check-
ing compulsions. He received 6 weeks of EMDR,
addressingtraumaticexperiencesofabandonment
duringchildhood,butapparentlywithoutaddressing
current triggers or future action with EMDR. There
was a reduction in his Y-BOCS score from 36 to 32.
This was followed by administration of EX/RP, with

areductionin his Y-BOCS score from 32 to 9. Effects
were maintained atfollow-up,and hereported that
the benefit of EMDR was increased insight into his
compulsions, with resultant ability to tolerate the
exposure therapy.

Thesecond participantwasa 24-year-oldwoman
with aggressive and sexual obsessions. She first en-
gaged in 7 weeks of EX/RP, with a reduction in her
Y-BOCS (obsessive thinking only) score from 16 to
12.This was followed by administration of 4 weeks
of EMDR, focusing first on a traumatic fall in child-
hood, and thenonanobsessiveimage. After EMDR,
her Y-BOCS (obsessive) score had dropped from
12 to 8. Although at follow-up, the Y-BOCS score
hadincreased to 11, she described much improved
function.Thethirdparticipantwasa27-year-oldman
withorderingandcheckingcompulsions,withafear
oflosing some possessions.Hereceived 10 weeks of
alternate sessions of EMDR and EX/RP. He reported
notraumaticeventsinhishistory.HisEMDRsessions
didnotfollowstandardprocedures.Instead,astrategy
that the authors called “the EMDR absorption tech-
nique (resource building)” (Bbhm & Voderholzer,
2010,p.180)wasapplied,inwhichheengagedineye
movementswhilesimultaneouslyimaginingsuccess-
fullyresistingthecompulsivebehaviors.HisY-BOCS
score decreased from 35 at pretreatment to 16 at
posttreatment,witheffectsmaintainedatfollow-up.
BohmandVoderholzer(2010)recommendedtheuse
of EMDRas anaugmentation method with EX/RP to
assist clients in emotional mastery.

Current Study

The literature shows that clients treated with EX/RP
havea60%-80%reductionin OCD symptoms.About
25%ofclientschoosenottoengageinthisformofther-
apy when they realize that they will have to confront
theirfears.Consequently,whenfourpatientswerere-
ferredforalternativeOCDtreatment,itwasdecidedto
develop a treatment approach using EMDR. All four
caseshad previouslybeentreated by health care pro-
fessionals for OCD and had failed to engage success-
fully with the CBT practitioner. It was not possible to
saywhetherthiswasasaresultoftheclientbeingun-
preparedtochangeorwhetherthetreatmentwasnot
optimallyapplied;whateverthecause,theparticipants
were still struggling with severe OCD symptoms and
unwilling/unabletoparticipateinfurtherCBTtherapy.
Theyhadeitherdroppedoutoftreatmentorhadbeen
deemed as unsuitable for EX/RP or cognitive therapy
bytheirindividualtherapist.Indeeditwasreported by
thereferringsourcethatthe OCDsymptomsinallfour
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casesappearedtohavebeenexacerbatedbytheprevi-
ous use of EX/RP and/or cognitive therapy.

It was hypothesized that EMDR could provide a
viableandrealistictreatmentoptionforthosesuffer-
ingfromOCDandthatprocessingtheoverwhelming
fearsandritualizedbehaviorsattheepicentreof OCD
could decrease symptoms of OCD. These hypoth-
eseswerebasedonresearchfindingsthataprobable
trauma in the client’s past may be directly linked to
the onsetof OCD. They were also based onthe main
theoretical principle of the EMDR AIP model that
positsthatresolvingdisturbingmemorieswillresolve
related symptoms (Shapiro, 2001).

Additionally,ithasbeenthetherapist'sexperiencethat
OCDismaintainedbycurrentthoughtsandbehaviors.
Heviewsitasaself-perpetuatingdisorder,composedof
multiplelinkedcomplexbehaviors,thoughts,andevents,
occurringinthe presenttime.ltwashypothesizedthat
thispatternofself-perpetuating,self-reinforcingbehav-
iorcouldbeeffectivelyaddressedbyfirstprocessingthe
currenttriggers,obsessions,andcompulsions,priorto
targeting historical traumatic events.

TwoadaptationsofShapiro’s(2001) phobiaproto-
colweredevelopedbytheauthor,theAdaptedEMDR
Phobia Protocol and the Adapted EMDR Phobia
Protocol with Video Playback. These were tested in
thisstudy.Eachexperimentprovidedthetreatmentto
twoindividualswhohadnotbenefitedfromprevious
CBT treatment for OCD.

Experiment 1
Method

Treatment. Thetherapistwastheauthor,andheis
aqualified counselor with advanced training in CBT
andatthetimeofthisstudy,hadbeentrainedin,and
using EMDR for over 2 years. Sixteen sessions were
provided to each of the participants.

As with standard EMDR, a full client history was
taken,thusprovidingthetherapistwithinsightintothe
client’sissues. Thenin the preparation phase, the cli-
entswerepreparedasperstandardEMDRprocedures
withacalmplace,andwiththeadditionofanimaginal
nurturingfigure,strengthfigure,oraprotectionfigure
if needed. The stop signal was taught, and a dry run
ofthetherapywasconductedusingaminorissuewith
littlesubjectivedistress.Thehistorytakingandprepa-
ration phases were completed in two sessions.

The EMDR processing phases were administered
using the specialized EMDR protocol developed by
theauthor:TheAdaptedEMDRPhobiaProtocol.Inthis
adaptation,targetsaredesensitizedinthefollowing
sequence: starting with the current triggers (OCD

compulsionsandobsessions),followedbythefuture
template (imagining successful future action), and
then by past-related disturbing memories (if any).
Following desensitization of all targets, the positive
cognition is developed and installed.

Assessment. The Y-BOCS was administered by
theauthorat pretreatmentand posttreatment. The
follow-upadministrationwasconductedbyaninde-
pendentnontreatingpsychologistat4-6monthspost-
treatment.Theparticipants’contactwiththetherapist
had stopped at the end of treatment.

Participants. As described previously, two men
with current OCD diagnoses were referred for treat-
mentbecausetheyhadnotrespondedtopreviousCBT
treatment of OCD. James was 28 years old; Michael
was 24 years old. Note that client information has
been altered to protect the participants’ identities.

Case 1—James

James was a 28-year-old university graduate, who
lived with one of his parents. His obsessions were
aboutinfectionandthespreadofdisease;hisrelated
compulsionsincluded checks for sexually transmit-
ted infections (STI) every 4 months. Other compul-
sionsincluded excessivehand washing; notdirectly
touchingdoorhandles, lightswitches,ortoiletseats.
Inaddition, he was unable to touch another person
withoutfeelinginfected.Thislattercompulsionwas
agreatconcern since he aspired to have a girlfriend
andeventuallyafamily.Duringhistorytaking,James
reported thathisOCDwould consumealmostevery
momentofhisday.Afloatbacktechnique(Browning,
1999)wasusedtoidentifypossibleetiologicalevents.
It was discovered that his fears were probably initi-
atedbycommentsmadearoundthetimeoftheinitial
advertisingcampaignassociatedwithHIVand AIDS;
hewasabout13or14yearsofageandwastoldtobe
carefulaboutwho and whathetouchedsoasnotto
catch AIDS. Although this early event, which could
becalledthe”presentingissue,”wouldbeconsidered
the primary targetin standard EMDR therapy, it was
decided to administer the Adapted EMDR Phobia
Protocol,andtotargetthiseventafterallthetriggers
were processed.
Anactiveavoidancelistoffearedstimuliwasmade
of eachaspectofhis OCD,and thisbecamethelist of
triggerstobetargeted.Eachtriggerwastreatedasa
singleevent.Thefirst OCD stimulus to be processed
was his fear of catching germs from touching door
handles:thetargetimagewas“themillionsofgerms
livinginthedirt”; hisemotion was fear, with abodily
sensation of being nauseous. After the disturbance
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related to thiseventwasreducedto 0, the next OCD
stimulus to be processed was skin-to-skin contact:
the targetimage was of him trying to kiss a woman
hewasattracted to; hisemotionwasanoverwhelm-
ing fear of catching anillnessif they touched, with a
bodily sensation described as a rock in his throat.
After desensitization of all his current triggers
(fearedstimuli),Jameswasabletoestablisharelation-
shipwithayoungwoman.Holdinghandsthatwould
have beenabsolutelyoutofthe questionatthestart
of treatment was now easy for James. However, he
was anxious about the idea of kissing and sexual in-
tercourse, and the future template was conducted.
Following this, the early warning about HIV/AIDs
wasprocessed,addressinghisfearsaboutbeingcareful
aboutwhomandwhathetouchedsoasnottocatch
AIDS.Onthe10thsession, thepositivecognitionwas
developedandinstalledaccordingtostandardEMDR
procedures. This cognition stated,” | am safe.”
After completing 10 EMDR sessions and install-
ing the positive cognition, James reported he had
been able tokiss his girlfriend and indeed had gone
on to have sexual intercourse. Previous to EMDR,
this would have been cause for a severe abreaction
andtheneedforskintobe scrubbed clean; bedding
burnt; and a trip for tests by both of them to ensure
no infections had been shared. At follow-up, James
reported thathe was nolonger using hand sanitizer
and was now able to feel comfortable with physical
contactwithinarelationship.James’sY-BOCSscores
showedsubstantialdecreases,fromtheextremerange

tothemildrange, withtreatmenteffectsmaintained
at follow-up (see Figure 1).

Case 2—NMichael

Michael was a 24-year-old man, who was unable to
maintain employment.He had worked inanumber
of different jobs and had been unemployed for the
past4years. Michael’s OCD revolved around obses-
sionalthinking.Healsohadanordering/sequencing
compulsion;hehadtohaveeverythinglineduponhis
deskandwouldalignobjectsonotherpeople’sdesks.
Timewasalsoabigissueforthisclient: Startand fin-
ishtimeshadtobeprecise.ltwasdecidedtoadminis-
ter the Adapted EMDR Phobia Protocol.

During Phase 1 history taking, Michael reported
that both his parents, with whom he still lived, had
some OCD traits. His mother had a different day for
every job in the house and would not deviate from
herschedule.Hisfatherorganizedeverythingbothat
workandathome:“Aplaceforeverythingandevery-
thinginitsplace.”Michaelidentifiedafewpastissues
thatcouldbeworkedon,butnoneappearedlinkedto
his OCD. The floatback technique was used, but no
precipitating incidents were recalled.

TheEMDRAnxietyProtocolwasusedwithMichael.
Treatment started with desensitizing all the current
OCD events causing distress. The first OCD event
to be processed was his fear that if things such as
papers or pens were notin exact order, he would be
disownedbyhisfamilyandunacceptableloneliness

40
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Post Treatment
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FIGURE 1. James’s Y-BOCS scores.

Note.Y-BOCS5 total Y-BOCS score; C5Y-BOCS score on compulsions symptoms subscale; O 5 Y-BOCS score on obsessive

symptoms subscale.
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wouldfollow.DuringtheEMDRsessions, processing
elicited anumberofforgotten memories, providing
insightintomanyaspectsofhisobsessionalbehavior
patterns.Astreatmentprogressed,itbecameobvious
tothetherapist, the client,and other people that his
obsessional thinking patterns were also subsiding.

His core obsessional belief was the need to dem-
onstratetohisfatherthathewasgoodatsomething.
Thisobsession was targeted only afterallother OCD
eventsweredesensitized.Priortothis,itwasobserved
that Michael had developed clarity of thinking and
thattheobsessionshadlosttheirstrength.Although
the need to process this area seemed unnecessary
at the time, the protocol was followed. Since this
was the last eventto be processed, the full standard
procedure was applied. Theimagerepresenting his
obsessionwashisfather'sdisappointmentwhenhis
schoolreportstatedhecouldnotconcentrateonany-
thing;thenegativecognitionandpositivecognition
were “lam useless” and “lam proud of me”; hisemo-
tionwas“lost.”Processingofthistargetelicitedtrails
of memoriesaround aneedtoremindhis parentsto
dothings, tothinkthingsthroughforpeople,andto
be aware of his and their actions.

At follow-up, Michael reported he was now em-
ployed in a charity shop and that he was enjoying
workinginthisdisorganizedworkplace.Hehadbeen
able to talk to his family who had been able to ex-
press how proud he was that he was now settling
down. Michael’s Y-BOCS scores showed substantial
decreases, fromtheextremerangetothemildrange,

withtreatmenteffectsmaintainedandinthesubclini-
cal range at follow-up (see Figure 2).

Experiment 2
Method

Treatment. Thetherapistwasthefirstauthor,and
heisaqualified counselorwithadvancedtrainingin
CBT, and at the time of this study, had been trained
in EMDR for over 2 years. Fourteen sessions were
provided to each of the participants. History taking
andpreparationphasesfollowedstandardEMDRpro-
ceduresasdescribedpreviouslyinExperiment1.They
were completedintwo sessionsfor Case 3, whereas
Case 4 required four history taking sessions.

Theparticipantsreceivedtreatmentaccordingto
thespecializedEMDRprotocoldevelopedbytheau-
thor:The AdaptedEMDRPhobiaProtocolwithVideo
Playback.In this OCD protocol, targets are fully pro-
cessed in the following sequence: starting with the
currenttriggers(OCDcompulsionsandobsessions),
followedbypastrelateddisturbingmemories(ifany),
andthenbythefuturetemplate(imaginingsuccessful
future action).

Assessment. The Y-BOCS was administered by
the therapist at pretreatment and posttreatment.
The follow-up administration was conducted by an
independentpsychologistat4-6 monthsposttreat-
ment.Theparticipants'contactwiththetherapisthad
stopped at the end of treatment.

40
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FIGURE 2. Michael’s Y-BOCS scores.

Note.Y-BOC5 total Y-BOCS score; C5 Y-BOCS score on compulsions symptoms subscale; O 5 Y-BOCS score on obsessive

symptoms subscale.
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Participants. As described previously, two men
with current OCD diagnoses were referred for treat-
ment because they had not responded to previous
CBT treatment of OCD. Robin was 19 years old; Alex
was 26 years old. Note that client information has
been altered to protect the participants’ identities.

Case 3—Robin

Robinwasa 19-year-old man, livingwith hismother.
He had a complex history, which required an EMDR
history taking assessment of four sessions. When
Robin was 13 years old, there was a violent family
breakup, which was followed by an exacerbation of
preexisting OCD symptoms. His OCD becamemuch
more apparent and restrictive at that time and had
continuedwithoutanybenefitfrompriorattemptsat
CBT treatment.

Robinhadafearofshakinghandsortouchingbare
flesh,and he constantly worried about electric plugs
and running water. He unplugged all devices when-
ever he left a room and checked that all taps were
turned off and not dripping. Sink and bathtub plugs
werewoundaroundthetapinaclockwisedirectionso
thatthey could notfalland block the drain. All doors
werelockedandhecheckedthisbycountingtheclicks
ofthekeyinthelockandcheckingthehandle20times
with each hand. If he was interrupted at any stagein
hisritualshewouldhavetorestartthewholeprocess.
Heestimatedthatitcouldtakeabout1.5hoursforhim
tobeabletoleave hishome.He carried hand gelthat
he would use around 20 times a day.

The Adapted EMDR Phobia Protocol with Video
Playback was provided. Robin chose to start work
with hisfearof shaking hands, whichhe sawashold-
ing him back from gaining any future employment.
The video playback technique was used to look at
the first memory when Robin was afraid of shaking
hands.Heplayedthevideoinhismind,andwhenhe
became aware of feeling stress, he stopped. At that
point, he identified the image, negative cognition,
positive cognition, VOC, emotion, SUD, and body
sensation.Standardprocedureswereusedtoprocess
thememory.Thevideoplaybackwasusedtomonitor
desensitizationandtoidentifyotherincidents.Within
threeEMDRsessions, Robinwasabletoshakehands
withcertainpeople,withthesubsequentuseofhand
gel.Thisthenchangedtoshakinghandswithoutthe
use of hand gel.

Afteraddressing hisfearof shaking hands, his ob-
session with electric sockets, water taps, and sink
plugswasaddressedinthesamemanner.Heplayeda
mentalvideoinofhisroutineofcheckingeverything,

and when he felt some form of stress or anxiety, he
signaled the therapist, who then followed standard
EMDRproceduresforprocessingtheevent.Oncethe
stress or anxiety had subsided for that moment, he
continuedhisvideoplayback.Onceagainwithinthree
orfoursessions,hereportedsignificantimprovement.
He was now able to have a quick visual check and
leavethehouse, withouttheneedtophysically plug
and unplug electric sockets or turn on and off taps.
His obsession about checking during door locking
took more sessions but also resulted in substantial
improvement.Ratherthanhavingtocounttheclicks
of the key in the lock and checking the door handle
20timeswith each hand, he was now able to simply
lock the doorand check the door handle twice with
each hand.

Robin discovered a touchstone event during the
processing of his OCD around the violent family
breakup he had undergone. While Robin and his
motherhadbeentryingtofleethefamilyhome,they
found their exit barred by alocked door. The target
imagethatcametomindwashisterrifiedexpectation
thathisfatherwouldreturnhomeandconfrontthem
astheytried toleave.His negative cognition for this
eventwas“lamtoblame.”Hispositive cognitionwas
“lamfree.” The emotion that Robin attached to this
memory was panic, with an SUD of 5;and hefeltitin
hisbladderneedingtourinateprofusely.Thiswasthe
finalissue to be processed, and it was fully resolved
with the standard protocol.

At follow-up, Robin reported he was no longer
checking electric outlets or taps and sink plugs and
that he nolongerfeels the need to use hand gel. He
hasfoundaninterestinopenwatercanoeing.Robin’s
Y-BOCS scores showed substantial decreases, from
theextremerangetothesubclinicalrange,withtreat-
ment effects maintained atfollow-up (see Figure 3).

Case 4—Alex

Alex was a young man aged 26 years, living on his
own, unemployed for most of his life since leaving
school. He had recently separated from his partner
andyoungchildandwasmaintainingregularcontact
with the child and had limited contact with his part-
ner. Afull history was completed. Application of the
floatbacktechniquerevealedthatthevastamountof
his OCD began at age 13 years when he discovered
that the man whom he had always known as his fa-
ther was not his biological father.

Alex’s OCD impacted many different aspects of
his life, from cleanliness of his own body, spending
anhourcleaningandbleachingabathtuborshower
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FIGURE 4. Alex’s Y-BOCS scores.

Note.Y-BOC5 total Y-BOCS score; C5 Y-BOCS score on compulsions symptoms subscale; O 5 Y-BOCS score on obsessive

symptoms subscale.

before he could useit, tohavingto cleanandbleach
thetubafterhehadusedit.Hecarriedhismostprized
personal possessionsaroundwithhimandstoredall
his clothes and personal possessions in plastic stor-
age boxes during the night. While he was obsessed
with forming friendships and building a social life
for himself, he was obsessed with not being able to
trust people and measuring people against his high
standards.

The Adapted EMDR Phobia Protocol with Video
Playback began with processing OCD triggers. The
first OCD event processed with EMDR was the com-
pulsion to clean and bleach his bath tub or shower.
Alex responded well, with the aid of the video play-
backtechnique, resultinginadramaticreductionin
the cleaningand bleaching behaviors.Henolonger
cleaned the bath/shower before use, unless it has
beenusedbyanother,andhispostbath/postshower
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cleaning time was reduced from 60 minutes to 5 or
10 minutes.

The next target was his fear of losing his prized
possessionsandhiscompulsivebehaviorofcarrying
themaround with him. Again the OCD protocol was
usedsuccessfully.Hebeganbyleavingsmalleritems
athome, and then larger items, such as TV and ste-
reo, which hewould previously have transported to
his parents’ home if he needed to leave his home.

The next target was his obsession with forming
friendshipsandthetrustissues.Thiswasprocessedby
playing a mental video playback of the last time he
had met someone he felt could have been a friend.
The image was about allowing this person into his
homeandthendiscoveringheorshehadstolenfrom
him. The image was strong and vivid; the emotion
attachedwasofloss,almostlikethatofbereavement,
with a bodily sensation of emptinessin the pit of his
stomach.Finally,treatmentfocusedonhisdisturbing
memories about his father.

Thiswasfollowed by thefuturetemplateinstalla-
tion in which Alex was able to successfully imagine
satisfactoryandrewardingemploymentandenjoyable
socialinteractionswithtrustworthyfriends.Hethen
went on to picture himself having input and being
involved with his son’s life.

Atfollow-up, Alexreported thathewasnolonger
carrying his possessions around with him and that
hewasabletotalkto people withoutfeelingthathe
had to repeat himself. His Y-BOCS scores showed
substantialdecreases,fromtheextremerangetothe
subclinical/mildrange, withtreatmenteffectsmain-
tained at follow-up (see Figure 4).

Discussion

What is striking about this study is the fact that all
four participants described experiencing symptom
improvement within the first two or three sessions.
These individuals had suffered with disabling OCD
for many years and had attempted various other
CBT therapies without achieving any relief. After
14-16 adapted EMDRindividual sessions, each par-
ticipantreportedsignificantsymptomimprovement
and a large decrease in distress, with the effects of
treatmentmaintainedat4-6monthsfollow-up.Each
youngmanalsomadesubstantialchangesinlifefunc-
tionandactivities,reachingandmaintaininganum-
ber of important personal goals.

The percentage of symptom reduction reported
inthisstudyiscomparable tothatreported with EX/
RP.ParticipantsreceivingtheAdaptedEMDRPhobia
Protocol reported symptom reduction of 70.4% at

posttreatmentand 76.1% at follow-up. Participants
receiving the Adapted EMDR Phobia Protocol with
Video Playback reported symptom reduction of
81.4% at posttreatment and 81.4% at follow-up.
However, unlike EX/RP, EMDR treatment does not
requireanyhomeworkandtheconfrontationoffears
is manageable and not overwhelming.

Conceptualization of OCD and
Its Treatment

Shapiro(2001)viewscurrentsymptomsanddisorders
asthe manifestation of unprocessed past traumatic
events, and her standard EMDR procedures are de-
veloped on the assumption that processing these
earlyeventswilleliminatethepresentingsymptoms.
Unfortunately,forthoseworkingwithcomplexissues
such as OCD, this straightforward approach often
seems insufficient. Some clients deny early events;
forothers, processing early eventsdoesnotseemto
change entrenched ritualized OCD behaviors. It is
often difficult for therapists to discovera method of
dealingwithissuesthatseemtohavelittleornofoun-
dation in either trauma or logic.

AlthoughOCDmayhaveoriginatedinearlyexpe-
riences, itappearsto beaself-maintaining disorder.
TheauthorhypothesizesthatOCDisbestunderstood
as a series of self-perpetuating and interlaced trau-
matic events, or as a complex multiple event. Each
currenttrigger—eachobsessionandcompulsion—is
viewedasaseparaterecent“traumaticevent,”which
linkswithotherrelatedevents,andwith pastmemo-
ries, to reinforce and perpetuate multidimensional
disturbingpatternsofthoughtsandbehaviors.OCD
isnotonecontinuousevent,butinsteaditisanumber
ofinterlacedeventsthatbothsupportandreindoctri-
nate each other.

Consequently,itisrecommendedthattreatment
startsbyaddressingthecurrentevents.Therapeutic
interventionsthatbeginbyaddressingpastincidents
willalmostalwaysbeunderminedbythemorerecent
OCDevents.OCDtreatmentismostsuccessfulwhen
it focuses on first reducing the power of present ex-
periences. By dealing with individual triggers from
thepresent,theunderlyingeventsoftenbecomeap-
parent;theycanevendissipatewithoutbeingdirectly
addressed. Related past incidents and touchstone
eventsarerevealednaturallyduringprocessingofthe
currenttriggers,andtheirmeaningandrelevancein
thepresentlifeisapparentanddiminished.The past
distressingmemorieslosetheirstrengthand power
and are more amenable to processing after the cur-
rent OCD events are resolved.
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The Adapted EMDR Phobia Protocols

Two different adaptations of the EMDR Phobia
Protocol were used. In both protocols, the current
triggers(OCDcompulsionsandobsessions)werethe
first targets addressed with EMDR processing.

In the first experiment, using the Adapted EMDR
PhobiaProtocol,theparticipantsbroughtupanimage
ofthecurrenttriggerandidentifiedthemostdisturb-
ing part as in standard EMDR protocol, but with no
cognitionsidentified.Processingbeganwithafocus
ontheimage, emotion,and bodily sensation.When
onecurrenttriggerwasdesensitized, thefocusturned
tothe nextcurrenttrigger, until alltriggers were de-
sensitized.Thefuturetemplatewastheninstalledand
thenpastmemoriesweredesensitized.Afteralldesen-
sitizationwascompleted, thepositivecognitionwas
installed.Insomerespects,thisprocedurecanbeun-
derstoodastreatingalltriggers,fears,andmemories
asonecomplexmultipleevent,witheachaspectrep-
resentingapartofthewhole,and desensitizing that
wholetargetbeforemovingtocognitiveinstallation.
In this protocol, the cognitive workis left to the end
becauseofthepotentialfortheobsessivethoughtsto
disrupt the emotional and somatic processing.

Itisexpectedthatthisadaptationmightbemostef-
fectiveforthoseclientswhoseobsessionsseemtobe
overpoweringandwherethereisaconcernthatde-
stabilizationandlossofgainswouldoccurbymoving
into the cognitive phases of EMDR before complet-
ingdesensitizationofalltriggers.Usingthisprotocol
desensitizesthetriggers,reducinganxiety,sothatthe
clientdecreaseshisorherengagementintheobses-
sionsandcompulsions,makingsuccessfulbehavioral
changes.Thisseemstoreducethe powerofthecore
obsessions(negativecognition),defusingitspotency
before the client is required to directly confront it.
Researchisneededtoinvestigatethesehypotheses.

Inthe second experiment, the mental video play-
backof therecenttrigger providesamethod forthe
clienttoexperiencethetrigger,emotions,andbodily
sensation withinasafeand protected environment.
In standard EMDR, the targeted event is reassessed
numeroustimesthroughoutasessionbyaskingthe
clienttoreturntotheincidentandreportwhatthey
notice. In this protocol, the client is asked to return
tothevideoplaybackandtorunthemovieagainand
again,stoppingwhenevertheynoticeanydisturbance.
SubsequentprocessingusesthestandardEMDRpro-
cedures to continue desensitization and cognitive
installation until the trigger is fully resolved when,
duringvideoplayback,theclientreportednodistress
andfullendorsementofthe positive cognition. This

process is repeated with the next trigger. When all
currenttriggersare fully processed, EMDRis used to
process pastmemoriesandthentoinstallthefuture
template.

It is expected that the Adapted EMDR Phobia
Protocol with Video Playback might be most effec-
tive for those clients whose OCD obsessions and
compulsionsarecomplex,involvingmultipleactivi-
ties.ltbreakstheanxietydownintosmallmanageable
pieces, so that the client only has to focus on one
small step at a time. The video playback allows for
detailed desensitization of every aspect of the OCD
event,eliminatingfearsandempoweringtheclient.
Researchisneededtoinvestigatethesehypotheses.

The Treatment of Severe Anxiety

Inaresearch study investigating EMDR in the treat-
mentofpanicdisorderwithagoraphobia(Goldstein
etal.,2000),theresponseofparticipantswaslessthan
optimal. The researchers speculated that the poor
responsemayhavebeencausedbytheparticipants’
need for more extensive preparation because they
may have had difficulty tolerating the intense affect
that can be elicited during EMDR (Shapiro, 2001).
Itis possible that the single session provided for his-
tory taking and preparation in that study was insuf-
ficient for this purpose.Inarecentsingle case study
withawomanwithpanicdisorderwithagoraphobia,
FernandezandFaretta(2007)providedthreehistory
taking plus three preparation phases, which were
followed by 12 processing sessions, resulting in re-
mission of the diagnosis. They attributed her ability
toengageinsuccessfulin-session processingtothe
in-depth preparatory work.

Inthisstudy, history takingwas completedintwo
sessions for three participants, with the fourth par-
ticipantrequiringfoursessionsbecauseofacomplex
history. Unlike Fernandez and Faretta (2007) who
taughttheirclient“self-controltechniques”(p.51),no
specificstrategiesweretaughtinthisstudyforanxiety
management. The preparation provided was the
standardintroductionto EMDR, using the safe/calm
place procedure and a dry run with an insignificant
target.

Itisimportanttonotethattheparticipants’anxiety
was managed in the adapted EMDR protocols de-
veloped by theauthor.These procedures titrate the
anxiety, makingitmanageableandtolerablein ses-
sion.Eachfearfulelementoftheparticipants’current
triggers, obsessions, and compulsions, was broken
down into small and manageable pieces and sys-
tematically targeted and desensitized through the
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treatmentprocess.Thiswasaverytolerable process
anddidnotelicitextremeanxiety.Insteadthepartici-
pantsexperiencedrapiddesensitizationofthetargets
withsubsequentreliefandreprocessingoftherelated
material. As a result of this effective procedure, the
participantsdescribedthedevelopmentofasenseof
mastery, and changed their related behaviors with
notable remission of symptom:s.

Limitations of the Current Study

Nodefinitiveconclusionscanbedrawnfromthispre-
liminary research. Limitations of this study include
the casestudydesign.Thereisalwaysthe possibility
ofidiosyncraticrespondingbasedonindividual per-
sonality,background,andlifeevents.Thisisaprelim-
inary study, and results may not generalize to other
clients. However, the case study design allows for
a careful examination of individual responseandan
examinationoftreatmentprocess.ltshouldbenoted
thattheseparticipantshadlong-standingOCD,which
had not responded to prior CBT treatment; thatim-
provement with the OCD protocols was apparent
afteronly two or three sessions; and that the results
were maintained at 4-6 months follow-up.

Two different adaptations of the EMDR Phobia
Protocol were developed and tested in a case study
design.Theadaptationswerebasedonthetheoretical
view that OCD is a self-perpetuating disorder, with
OCD behaviorsand currenttriggersreinforcingand
maintaining the disorder. Itis not possible to deter-
minefromthisstudyifbothapproacheswereequally
effective, orif one approach was more suitable than
the other for a specific type of presentation. Future
research is needed to investigate these questions.

Standard EMDR procedures and protocols
were modified to accommodate this view of OCD.
Treatment began by addressing the current obses-
sions and compulsions, instead of working on past
issues, even though the latterapproachis standard
EMDRprocedure.Variousothermodificationstothe
standardproceduresweremade,includingdelaying
the cognitive installation and the use of the mental
video playback.

Another limitation of this study is that the first
author was the therapist, who also conducted the
Y-BOCS assessments at pretreatment and at post-
treatment. However, the participants all came into
treatment with a diagnosis of OCD from an inde-
pendentreferringprofessional, whofurtherreported
thatthe participants’OCD symptomshad notremit-
tedwithpriortreatment.Thefollow-upassessments
were conducted by independent assessors.

Future Research

Futureresearchisneededtoinvestigatetheeffective-
nessofthetwoadaptationsintroducedinthisstudy:
theAdaptedEMDRPhobiaProtocolandtheAdapted
EMDR Phobia Protocol with Video Playback. It is
hopedthatthisresearchcanilluminateandclarifythe
most effective EMDR approach to assist clients with
disorders, such as OCD, where function is impaired
bytheself-perpetuatingpatternofobsessivethoughts
and compulsive behaviors.

Itispossiblethattheseprotocolsmightbesuitable
for otherdisorders, where the link to priortraumais
tangentialandnotparticularlyrelevantandwherethe
current symptom manifestation takes on a life of its
own,becomingself-reinforcingandself-perpetuating.
Some examples of this may be social phobia and
panicdisorderwithagoraphobia, wheretheclient’s
avoidanceoffearfulsituationsreinforcestheanxiety.
The protocols might be helpful with otherdisorders
thatareconsideredtobeonthe OCDspectrum,such
as body dysmorphicdisorder.Itis also possible that
depressivesymptomssuchasruminationandbehav-
ioralwithdrawalmayrespondtotheseprotocols.ltis
recommendedthatresearchbe donetoinvestigate
these possibilities.
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