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“This is more than a book—it’s a must-have resource for Christian mental health professionals and anyone on an OCD journey! Justin brilliantly weaves clinical insights and an abundance of practical tools with a rich understanding of Scripture. This is one of the best resources I’ve come across for Christians seeking to overcome anxiety with spiritual life that really makes sense—rooted and grounded in truth, freedom, and tangible grace.”

Joe Padilla, Co-founder of Mental Health Grace Alliance




“This book offers a rare integration of faith and evidence-based practice, giving Christians with OCD both practical tools and spiritual guidance. With clarity and compassion, it lights a path toward freedom, hope, and lasting change in ways that can improve your life.”

Jonathan S. Abramowitz, PhD, Professor of Psychology, University of North Carolina at Chapel Hill




“In The Christian’s Guide to Overcoming OCD, Justin Hughes provides a cogent integration of evidence-based strategies and Biblical principles to help believers who struggle with OCD. Romans 8:1 (NKJV) notes that ‘there is therefore now no condemnation to those who walk according to the spirit, not according to the flesh,’ and Justin does a masterful job providing hope for the believer who struggles with OCD by destigmatizing these symptoms that often leave many Christians feeling condemned. If you are a Christian who struggles with symptoms of OCD, this is a must-have treatment guide.”

Kevin Chapman, PhD, licensed Psychologist, Author of Mastering Our Emotions, and Director of The Kentucky Center for Anxiety and Related Disordersii




“I’ve been waiting a lifetime for a book like The Christian’s Guide to Overcoming OCD. You will be left feeling seen, heard, and empowered.”

Valerie Andrews, IOCDF Lead Advocate




“Justin Hughes has written a thoughtful and compassionate book sure to resonate with any Christian struggling with OCD. His book provides valuable, up-to-date information on this disabling condition, all through the lens of a devout Christian. Facts about OCD and its treatment are punctuated by relevant quotes from scripture, opportunities for reflection and prayer, vignettes from his work with Christian patients, and tips for navigating through misconceptions and barriers commonly experienced by Christians with OCD. I urge any OCD sufferer, perhaps especially those who question the compatibility of medical science and Christianity, to read this book.”

C. Alec Pollard, PhD, Professor Emeritus of Family and Community Medicine, Saint Louis University School of Medicine, and founding Director, Center for OCD & Anxiety-Related Disorders, Saint Louis Behavioral Medicine Institute
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The Christian’s Guide to Overcoming OCD

Struggling with unwanted intrusive thoughts or repetitive compulsions? This definitive guide offers a compassionate and practical roadmap for Christians seeking healing from obsessive compulsive disorder (OCD). Discover the nuts and bolts of evidence-based treatment, including cognitive behavioral therapy (CBT) and exposure and response prevention (ERP), while deepening your faith.

OCD is a treatable illness, not a lack of faith. Through a Christ-centered approach, this book helps you understand the OCD cycle and its subtypes, including scrupulosity, where faith concerns become obsessions. With practical exercises and biblical insights, you’ll learn how to change your relationship to fear, doubt, and uncertainty.

The Christian’s Guide to Overcoming OCD gives you the tools you need to stop the cycle of shame and isolation and find hope and lasting recovery through a whole-person approach that addresses the mind, body, and spirit. This is an essential resource that invites anyone with OCD—or those who love them—to embrace a life of freedom, purpose, and a deeper connection with God.

Justin K. Hughes, MA, LPC, is a therapist and author specializing in OCD and anxiety. A CBT practitioner trained in psychology and theology (Dallas Theological Seminary), he bridges mental health and faith.
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“Have mercy on those who doubt.” (Jude 1:22)
viii
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Disclaimer

The examples used in this book involve composites of very real symptoms and suffering, despair, and hope. The information doesn’t identify any specific individual. You can take comfort in the fact that the themes, challenges, and breakthroughs are very real.

Scripture quotations are from the ESV® Bible (The Holy Bible, English Standard Version®), © 2001 by Crossway, a publishing ministry of Good News Publishers. ESV Text Edition: 2025. The ESV text may not be quoted in any publication made available to the public by a Creative Commons license. The ESV may not be translated in whole or in part into any other language. Used by permission. All rights reserved.

The Christian’s Guide to Overcoming OCD: Step-by-Step Tips and Evidence-Based Practice, and any associated material (hereafter known as Content), was created for informational purposes only. Content is not intended as a substitute for professional advice, treatment, or diagnosis. Always seek the advice of your personal health provider who is qualified to treat you, and ask them questions you may have regarding medical or other conditions. Never disregard professional medical advice or delay in seeking it because of this Content. Content is provided on an “as is” basis. External content, including in Appendix D, is taken at your own risk.Page x (blank)
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Series Editor’s Foreword

The Christian’s Guide to Overcoming OCD: Step-by-Step Tips and Evidence-Based Practices is a workbook on the cutting-edge integration of culturally informed care and evidence-based practice. Justin Hughes has done a masterful job of synthesizing the interventions and strategies that we know work and tailoring these principles in a way to make them work for you. The author is the leading expert on the topic of OCD and the Christian faith. This book represents the new gold standard and is a practical and hands-on guide to his powerful approach to care.

Anecdotally, OCD seems to go after the areas of our lives that we care the most about. People of faith may find themselves struggling with deeply disturbing intrusive thoughts which can cause feelings of shame and doubt. What is someone to do when the content of their obsessions feels sinful? How does one learn to be unencumbered while not losing their faith? What if someone has had trouble facing their fears in the past?

Religion and spirituality can be a source of strength, solace, and resilience. Yet how does one utilize these spiritual resources in a way that is edifying as well as practical? Justin Hughes is uniquely able to guide fellow members of the faithful through this difficult path. If you or someone you know is struggling with OCD, check this book out; it could be the very thing that leads to liberation.

This book is a labor of love that represents many years of careful planning. Justin Hughes has a writing style that is deeply personal and personable. Journeying through the workbook feels like working with a guide who intimately knows this process and can help you avoid common pitfalls and sticking points. While the focus of the book is on “how do we make strategies xviithat we know are effective work for people of a Christian faith,” this book also represents the latest advancements in OCD treatment in general. It is written in a manner that is suitable for self-help, and therapists will also benefit from seeing how expertly framed the core concepts are. This book should be on the shelf of every OCD therapist!

Scott Waltman, PsyD, ABPP, 

Clinical Psychologist,

Editor, Modern Integrative CBT Book Series
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Foreword

When Justin asked me to write the foreword for The Christian’s Guide to Overcoming OCD, I felt deeply honored—and honestly, a bit emotional. For years, I’ve walked alongside Christian individuals and their families navigating the painful and confusing journey of OCD, especially when it becomes entangled with their faith (i.e., scrupulosity). This book is exactly what so many of them have needed.

While there are many excellent resources on OCD available today, Justin has written something truly special. With clarity, compassion, and deep respect for both clinical practice and biblical truth, he offers readers a path toward healing that doesn’t ask Christians to compromise their faith. Instead, he shows how treatment can be an act of faith. That’s no small thing. Too often, Christian clients feel forced to choose between getting help or staying faithful to their convictions. Justin gently and wisely shows that this is a false choice—one that can be replaced with hope, truth, and real progress.

Justin writes not only as a skilled therapist but also as a fellow follower of Christ. His tone is warm and genuine. He weaves together Scripture, case examples, and insights from faithful Christians throughout history, some who have wrestled with OCD themselves. And while he honors the spiritual dimension of the struggle, he doesn’t water down the treatment. He brings the best of Cognitive-Behavioral Therapy (CBT)—especially Exposure and Response Prevention (ERP)—into a context where faith is respected and integrated.

Over the course of clinical practice and ministry, I’ve seen the damage that can occur when OCD in Christians is misunderstood. Well-meaning believers sometimes offer advice that unintentionally deepens shame and isolation of OCD sufferers. Likewise, therapists unfamiliar with a Christian worldview may, in the course of OCD treatment, ask clients to do things that violate their xixconsciences, leading to spiritual distress and dropout from treatment. But, I’ve also seen the beauty and freedom that emerge when faith and evidence-based treatment work hand in hand. Justin’s book is a bridge, a guide, and a source of comfort for those who feel alone in their struggle.

I’m grateful to count Justin as a colleague and friend. I deeply appreciate his clinical expertise, his heart for Jesus, and his care for those he serves. My prayer is that this book will reach those who need it most—Christian individuals suffering with OCD, their loved ones, their pastors, and the counselors walking alongside them. May it bring clarity where there’s confusion and courage to push through the uncertainty.

Thank you, Justin, for writing this book. Reader, I am thankful you are opening these pages. You are not alone.

The steadfast love of the LORD never ceases; his mercies never come to an end; they are new every morning; great is your faithfulness.

~Lamentations 3:22–23

Ted Witzig, Jr. PhD, 

Clinical Psychologist and Pastor
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Introduction
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For reasons not entirely clear, I love people with Obsessive Compulsive Disorder (OCD). People with OCD kept showing up in my early career. The person you know with OCD (or yourself) may be a testament to how thoughtful, intentional, conscientious, and kind they are at their core, despite being impaired by an illness that may mask much of such positive qualities. I think God often works this way—gently and persistently over time.

I remember vividly one of my first OCD clients. He came into my office after I graduated from Dallas Theological Seminary and participated in intensive treatment. He was that familiar archetype—friendly, analytical, and curious to learn. With minimal experience treating OCD, I handed The OCD Workbook to him. The description of the OCD Cycle, featured in Chapter 1 of this book, hit home—he thanked me profusely as he felt validated and understood. Receiving such a positive response for such simple help planted an early seed that blossomed into my career passion.

For several years, I “learned the ropes” of general mental health and addiction treatment in an array of inpatient and outpatient settings. Clients with OCD and anxiety stood out—and unknowingly invited me deeper into learning how to help them. So I sought the training and supervision of an expert. I put my name on a long waitlist to enter the highly esteemed Behavior Therapy Training Institute (BTTI), sponsored by the International OCD Foundation (IOCDF). In 2016, I was accepted and gladly registered for this three-day 2intensive at Massachusetts General Hospital and flew with my wife to Boston. Afterward, I told Emily, “I think I’d like to make this my career focus.” The incredible people and highly successful treatments were mesmerizing. I had found my clinical “love.”

I completed all the training I could find, including additional supervision, consultation, and continuing education. Today, around 95% of my current cases involve a diagnosis of OCD. I call it “the disorder of disorders,” as any human concern is implicated in OCD. Additionally, I have a unique opportunity to speak into the lives of Christians seeking help for their OCD, anxiety, and mental health. This realization is what led me to write this book.

Often, Christians experience an incredible shame that they haven’t improved, despite their faith. Many confuse their struggles with a faith issue. Yet, OCD is not a faith problem. Instead, illness allows for increased faith and growth in one’s relationship with God. Faith through suffering is God’s will for us (Phil. 4:11; 1 Thess. 5:16–17). I witness this book’s purpose daily: solid faith in Christ can correspond with the fantastic benefits of psychiatric treatment.


Overview

Prominent arguments in defense of therapy and medication for Christians are often relatively weak, biblically and theologically. Usually, they argue practicality—e.g., “If you are suffering enough, why not do something to help you get better?” or “Christians with cancer get treatment; you can too!” While this line of reasoning can be helpful, many need to understand more deeply why therapy and medication don’t threaten their faith and don’t mean they lack trust in God. I admire Christians ready to continue suffering if alleviation means compromising their faith. Fortunately, faith and treatment can coincide.



How to Use This Workbook

Here are a few tips and considerations to help you get the most out of this workbook:


	Write in it. You will benefit most if you write words down. Second best are digital notes.

	Advocate for yourself. My first rule in therapy is: “Be assertive for what you need.” You will get further if you are honest about where you are—good, bad, or neutral. Jesus displayed radical openness with the Father (English Standard Version Bible, 2001, Matt. 7:7–12; Luke 18:1–8).3

	○Identify what you believe—or don’t. Think, feel, pray, and trust God.

	○Many differences in theology exist. I commit to sticking closely with Christian orthodoxy (generally accepted positions). Yet, we all have biases and traditions, and even the closest of camps respectfully disagree on points of theology. Please be patient with anything you find challenging. We all fall short of God—may you discern His will for your life!




	Engage with others for more profound growth. Avoid falling into the trap of being 100% dependent on your brain and yourself. If you only rely on yourself, you’re missing a key component of God’s purpose in your life.

	Find what connects rather than what doesn’t. Space doesn’t allow me to tell every story, and finding differences is easy. OCD often leads to feelings of complete aloneness. Look for what connects you to others.

	Use this book for self-help only. It’s not a replacement for therapy or treatment with a professional. Nor is it a replacement for God’s guidance in your life. Evidence reveals that self-help offers some excellent benefits, especially from a Cognitive Behavioral Therapy (CBT) lens. Going to a therapist may not be necessary in all cases, but it is undoubtedly ideal for those with diagnosable OCD. Here is a two-fold test to determine if self-help is suitable for you once you’ve started:
	1. Do you understand the book’s contents, and can you state in your own words how the concepts relate to you?

	2. Do you consistently put into practice the skills and techniques offered in this workbook and see positive objective changes?




	If you answer “no,” see Appendices A and D. Self-help alone is usually insufficient for a complex disorder. It is one of the reasons that this educational guide offers an abundance of other resources at every turn.

	Identify when you need a professional. If you don’t know, see Appendix A. This book will not serve many people well who are very severe or have highly complex cases—in fact, the opposite can happen. I do not want anyone to misunderstand a complex disorder by using self-help for more than it supports.

	Recognize your current needs. It’s okay if going through this workbook is not a fit—good job seeing that! It is okay if you feel lost reading. The workbook is a primer, yet it contains challenging topics. Chapter 3 provides step-by-step guidance to help you assess your readiness on a spectrum and determine what best suits you.

	Current science is always that—current. Some things in this book will stand the test of time. Others will not. I note information that is still uncertain scientifically (e.g., the cause of OCD, experimental treatments). Remaining open-minded helps us all.4

	This resource is not a substitute for personal spiritual direction. The book is deeply devotional, theological, and clinical, and is based on prayer and the study of Scripture, church history, and the teachings of believers. However, I am not your pastor/spiritual director, and everyone needs direct spiritual leadership in their life (Heb. 13:17).



Consider whether you do the following:


	Follow Jesus. That’s what being a Christian is about—trust and obedience to Christ. You can get good treatment either way, but the good news of the Gospel is the most important treasure. Appendix D offers resources for further guidance.

	Read God’s Word. Listening to what He says is crucial to know God and His plans for you. Read the Bible! (Josh. 1:8; Matt. 4:4; 2 Tim. 3:16–17).

	Have Christian community (Heb. 10:25). This involves being part of the Church worldwide, which is much more than just attending church. Be with others who know Jesus and are spiritually mature (1 Pet. 1:5–9).

	Pray. Nothing fancy is needed if you don’t know where to start. Simplicity is even better (Matt. 6:6–13).



To help you incorporate some of these items into your life, I invite you to reflect on Scripture and a quote at the beginning of each chapter. A Cease Striving Devotional is provided at the end to prompt reflection, meditation, prayer, worship, and rest. Faith Questions delve into common queries Christians have.

I am praying for you, dear reader: Lord, for all who need hope and healing for their OCD, I pray that you would grant them a profound experience of your love—and the ability to cast off the chains of OCD in any way it holds them back from your grace and kindness. Thank you, God, that you hear us and love and care about every hair on our heads. In Jesus’ name, Amen.
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Chapter 1 OCDThe Formerly Untreatable Illness
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The LORD is good to those who wait for him, to the soul who seeks him. It is good that one should wait quietly for the salvation of the LORD. 

(Lam. 3:25–26)



Hands shaking, forehead beading with sweat, Bruce pleaded with God to help him. “God, I believe in you—I think. Do these doubts and feelings of uncertainty mean that I don’t? It seems like I do, but I’m not sure. I might have unconfessed sin. I am sure of it. Lord, are my handwashing compulsions evidence that I lack fruit from your Spirit? I believe in you, Jesus, help me!” He proceeded with no resolution. In fact, he felt worse after praying. Things seemed to spiral—“I cannot live like this.” He was afraid of himself.

As Bruce shared in our initial assessment, I felt a strange pairing I have become familiar with: sadness and hope. Stories like his I can feel deep in my bones. The agony is real. However, I know something that Bruce only hoped to discover, and I was about to share it with him.

I held back a smile early in the session—while I had good news, the last thing I wanted was to appear insensitive or like I didn’t grasp his suffering. Once I gained a thorough history, I told Bruce he had Obsessive Compulsive Disorder (OCD). I used relevant examples from the minutes prior, pointing out 8that he often vacillated in his speech, countering his own statements seconds later. He was tormented, yet his history and the broader witness of those who knew him could attest that he had all the marks of a faithful Christian. He didn’t feel it.

“How can I say I am a Christian and teach others when I feel such strong doubt? Doesn’t even my compulsive handwashing mean I lack self-control and faith?” The feeling of doubt is just that. He had never been taught that feelings and thoughts can be entirely incongruent for what is relevant. When Bruce first sought help for his OCD, he might as well have lived in the 1500s. Well-intending people gave advice that seemed to work for most people:


	Fight those lies! Tell yourself the truth.

	Pray. Read your Bible. Keep sharing your “bad” thoughts and confess them in community.

	You cannot feel anxious if you are grateful.

	Confess your sin.



Bruce consulted church leaders, his Bible study, and therapists while starting medication for anxiety and depression. His symptoms were misunderstood at some level by all of them. His church group couldn’t fathom that intrusive sexual thoughts could be anything distinct from sexual sin. “We all struggle with it; admitting it is the first step,” they said. When he experienced everyday irritations with his wife, he wondered what it meant about their relationship; surely his anger was sinful? Conversely, his psychiatrist wrongly labeled his symptoms as nondescript “anxiety” and “depression.” His first therapist taught him “thought challenging,” relaxation, and positive self-talk.

Like many with OCD, Bruce felt embarrassed about his thoughts and compulsions, so he didn’t share the complete picture with anyone. Instead, he searched Google for information on intrusive thoughts, obsessions, and compulsions and quickly discovered he was not alone. Bruce immediately connected with the label of OCD. When his first child was born, his suffering led to a deep motivation to get help. Despite his fear of being tracked online and arrested for his thoughts, he typed into the search engine, “What if I want to throw my baby down when they cry?” He found examples of unwanted, intrusive post-partum fears. A sigh of relief swept over him when he discovered examples of his exact fears—and the possibility he hadn’t lost his mind.

OCD descriptions fit. He discovered intrusive thoughts are a hallmark of OCD, which surprised him because he thought OCD was about being clean and orderly; he wasn’t. No one wants a chronic illness, but few things provide comfort quite like knowing you’re not “crazy.” He was desperate for help and ready to find an OCD therapist. Good news comes in many forms, all revealing the heart of our good, Heavenly Father.9


What Is OCD?

OCD is a mental disorder with three parts.


	1. Obsessions are intrusive and unwanted thoughts, urges, or impulses that cause marked distress (anxiety, disgust, fear, doubt, incompleteness, depersonalization, guilt, and more). They are recurrent and persistent.

	2. Compulsions, or rituals, are cognitive and behavioral attempts to avoid, suppress, ignore, or neutralize the distress of the obsession.

	3. The disorder is the life disruption and impairment resulting from obsessions and compulsions (DSM, 2013).





Early Accounts

Religious writings offer the earliest descriptions of what appears to be OCD, and clergy were the first to address it systematically. Some thought that intrusive thoughts were demonic, like John Climacus in the 6th–7th centuries, although this was not the only viewpoint. Clergy tried to explain what they saw with their very rough tools. Many solutions were offered throughout the centuries, from spiritual guidance to exercise and medical referrals.

Symptoms of OCD—as we understand it today—have been described accurately at various points in history. Remarkably, this includes even more complex observations, such as obsessions against one’s wishes, the commonality of depression, its chronic and episodic nature, hiding symptoms from others, and insight despite the irrationality of obsessions (Skapinakis et al., 2016; Berrios, 1995).

Scruple was the first word commonly applied to symptoms of OCD. Derived from the Latin word scrupus, a “rough or sharp stone,” Cicero used it figuratively to mean uneasiness or anxiety. Shakespeare and others also used it to convey a small quantity or weight (Online Etymology Dictionary, 2022). Religious scruples were written about as early as the 1400s in first-hand accounts, such as that of the English Christian mystic, Margery Kempe. Writings on scruples appeared by the 1500s, with Ignatius of Loyola, founder of the Jesuit order, being one of the most prominent. By the 1620s, scruple described a reluctance in decisions and conscientious doubts (Tufts, 2022). As the concept of scruple developed, so did attempts to provide help and direction to those suffering from scrupulosity.

Given that currently, 60–80% of those with OCD have at least one episode of depression (Denys et al., 2004), it is unsurprising that clergy began using the 10term religious melancholy. Clergy used this label for several hundred years to describe a range of struggles, including obsessions and compulsions.

Richard Baxter, the 18th century English Puritan leader, offered compassionate advice to those who suffered from what we now call OCD. Writing in The signs and causes of melancholy, he cautioned against drinking away problems and instead counseled to:


	Keep company with cheerful, godly people

	Look at the promises of the Bible

	Take heart by talking to others who share your affliction

	Converse with those of strong faith, not only those who suffer

	Do these things in addition to care by a physician



(Baxter, 1716, pp. 82–83)

John Moore, an English bishop, nailed it when talking about “naughty” thoughts that went against the person’s character. He insightfully spotted many examples of what we now call intrusive thoughts and helped guide people into moving forward (Moore, 1692, p. 20). Jeremy Taylor, another English bishop, wrote a theological treatise with a detailed description of scruples (Taylor, 1660, p. 263). These first observations and direct support for symptoms of OCD often sought to engage the whole person in an era where little was known about the brain.

Clergy were the first to observe OCD with “eagle eyes”—they are invited in to spaces that few others are, and still to this day are the most likely to be trusted with sensitive personal information.



Early Medical History—Partial Insanity to Obsessive-Compulsive Disorder

Initial medical descriptions of OCD began in the 1600s, where definitions focused on malfunctions of the intellect, will, or emotions. Biology was considered, ranging from “cortical blood supply” and the autonomic nervous system. Before 1850, insanity was a label for those with OCD symptoms. How’s that for comforting? Curiously, monomania, or “partial insanity,” though now outdated as a term, reflected the puzzling nature of irrational behaviors performed by those otherwise entirely rational (Berrios, 1989, 2004). Clients often tell me that this term, while off-putting, is a little validating—feeling such irrational things while simultaneously being aware of the ridiculousness of these obsessions.

By 1860, neurosis became the predominant clinical label for what we now call OCD. In 1877, German psychiatrist Carl Westphal offered the first precise 11definition of OCD as an independent disorder. Zwangsvorstellung—a compelling idea—gave way to current terminology. Sigmund Freud, the Austrian physician and founder of psychoanalysis, called OCD obsessional neurosis in 1894, though he explained it in terms of unresolved internal conflicts and sexual and aggressive urges (Oberbeck & Steinberg, 2015).

The most considerable shift in our understanding of OCD began in the mid-20th century. Learning Theories, such as classical conditioning and later behaviorism, resulted in the first effective treatments for phobic fears: Systematic Desensitization (gradual exposure). However, this treatment came up short for OCD. Once the patient’s thought processes (cognitions) were addressed, a watershed treatment was launched: Exposure and Response Prevention (ERP). After its development, most patients who received ERP treatment no longer needed hospitalization. ERP proved so successful that it is one of the greatest of all treatments for reducing psychological suffering (Cuijpers, 2019).

In 1983, the first medication, clomipramine, was found beneficial in treating OCD. It is a serotonin reuptake inhibitor (SRI), a predecessor to selective serotonin reuptake inhibitors (SSRIs). The current treatments of choice—ERP and SRIs—have primarily remained unchanged since the 1980s. People were otherwise considered “untreatable” before this (Foa, 2010).


Misunderstandings and Hope

When it comes to faith and science, misunderstandings have existed on both sides of the aisle. The symptoms of OCD were hiding in plain sight for hundreds of years, but physicians, clergy, and those with the illness grappled with the condition in the dark until recently. With insufficient models of understanding, ineffective treatments, and sometimes exotic causation claims, sufferers have long sought solutions. Nevertheless, God’s Church was first on the frontlines caring for the suffering they saw with minimal resources. This is a reminder and call to action: faith can thrive in uncertainty.




Modern Understanding—the Basics and Beyond

Today, we have effective treatments for most OCD sufferers, and they are far from experimental. The words obsession and compulsion have alternate meanings in different contexts, but the OCD definition is very precise. An obsession is a repetitive, distressing, and unwanted internal experience (thought, image, feeling, urge). A compulsion is a repetitive behavior pattern (external or mental) used to seek relief from obsessional discomfort. In fact, obsessing is a compulsion—rumination. OCD obsessions are unwanted. If a person wants 12 their obsession (like the desire to be neat and tidy or clean), it’s probably not OCD. “I’m so OCD about these new organizers for my house” is likely not OCD. Instead, it would sound like, “I know I shouldn’t have to put away everything before I leave, but the thought will haunt me if I don’t.”



What Variations of OCD Exist?

There is remarkable diversity in how people suffer from OCD. Researchers and clinicians use the term heterogeneity to speak to its diversity. The average person simply needs to know that this means it throws a lot of different things at people, and you can stand next to someone else with the same diagnosis and look and feel very different.


Subtypes

Four broad subtypes are used by many researchers (Abramowitz & Jacoby, 2015), which I will adopt, as well.


	Contamination

	Harm/Doubt

	Perfection/Symmetry

	Unacceptable Thoughts



Almost any topic can be an obsession or any behavior a compulsion. Figure 1.1 shows a quick list of common obsessional themes and compulsions.


[image: A table lists common obsessions such as contamination, doubt, perfectionism, and common compulsions including washing, checking, repeating, and ordering.]

Figure 1.1 Common Obsessions and Compulsions

Reproduced by Permission of the Author



The content of the obsession is not what matters. Yet, Christians often disagree, arguing, “But it does matter! How can you say that worries about salvation and horrific sexual and violent thoughts don’t matter?” Herein lies a trap. Obsessional content is intrusive, but “sticks” because it’s important to a person—it’s why people get stuck. If the thought or feeling is a distraction, the more entangled a person becomes they end up arguing with a two-year-old who has a narrow view of reality.

Yes, sometimes there is something in a person’s history that must be addressed to be effective (like trauma), but if it’s an obsession, a word of warning needs to be given: trying to figure out obsessions maintains the terrible OCD Cycle. As we’ve covered, wrong assumptions exist on every side about OCD.13



Who Has OCD?

About 2.3% of the population may be diagnosed with OCD at some point. It affects people regardless of socioeconomic, cultural, gender, religious, and other differences. Some studies suggest up to 3% of the population will have OCD (Harvard Medical School, 2007; Ruscio et al., 2010)—over 180 million people worldwide! For the most part, OCD is equally distributed between males and females, though more boys than girls have early-onset OCD (Pittenger & Bloch, 2017).



What Causes OCD?

The exact cause of OCD is unknown. There is a genetic component since it runs in families. The rapid onset of OCD symptoms in childhood connected to either autoimmune-related issues (PANS) or strep infections (PANDAS) is an important consideration under research. Stress may trigger OCD, though this is typically true with most disorders. Trauma correlates with numerous aspects of OCD, but has not been discovered to be causal. Traumatic brain injuries (TBI), especially in childhood, increase the chances of getting OCD (Grados et al., 2008). Other causal theories include environmental or post-natal issues.14

Brain scans look different for someone with OCD—both structural and functional brain abnormalities exist. Think of structure as the physical brain substance and function as how the brain works. While not conclusive as to the cause, the brain circuits of those with OCD have clear differences, including problems with movement execution, habit formation, and reward (Rădulescu A., et al., 2017).



When Does OCD Start?

No singular factor leads to the onset of OCD, and it can start at any time in the lifespan, though the two most common periods are puberty and early adulthood with the average age being 19. I have heard a reported initial start anywhere from two years old to the mid-40s, but these extremes are unusual (Lomax et al., 2009).



How Impactful Is OCD?

OCD creates some of the highest levels of disability in the world—compared alongside all medical and mental conditions. Two out of three OCD sufferers experience severe impairment—or the inability to function fully—in at least one core domain, such as socializing, working, daily living, or attending school (Gillihan et al., 2012; Ruscio et al., 2010). In its global research in 2017, the World Health Organization asserted OCD and anxiety disorders were the “sixth largest contributor to non-fatal health loss,” i.e., disability. Prior, OCD ranked as the 10th most disabling condition by itself.


Intrusive Thoughts for Non-OCD Sufferers

Notably, at least 94% of the general population has intrusive thoughts and feelings (Radomsky et al., 2014). Common examples include:


	Wondering about jumping off a bridge onto the highway below

	Thoughts of contracting a disease, like AIDS, from sitting on a toilet seat

	Thoughts of killing or hurting a loved one

	Doubt as to whether the door is locked

	Feeling an “urge” to shake a baby

	Thoughts of abusive sexual encounters



Reminder: OCD refers to having these thoughts in an unwanted way. People are often startled to learn that most people have these types of thoughts and 15feelings. Experiencing them as a desire is something different. I have had many intrusive thoughts through the years, such as:


	Doubt about my salvation: “What if I said the prayer incorrectly?”; “Do I truly believe?”

	Doubt about whether I looked at someone with lust

	Concern that I might get sick from someone coughing from a far distance

	Driving my car and thinking about running someone over or having a mental image of doing so

	Hearing a bump in my car and thinking I needed to go back in case it was a person

	Thinking that immediate disaster was coming in a few short seconds

	Making an accidental vow to God as a prayer





The Experience of Intrusive Thoughts in OCD

If you have OCD, intrusive thoughts are more distressing, intensely resisted, and repetitive (Abramowitz & Jacoby, 2015). Neurobiologically, it’s like having an overly attuned alarm system—blaring frequently and loudly. When associated with fear, it involves what we call “fight, flight, or freeze.” While most who experience these intrusive thoughts have some sense that the thoughts don’t speak to their character, the feelings are so strong that it seems like something is wrong besides OCD.

Intrusions in OCD are largely egodystonic, meaning against their character. This is starkly different from egosyntonic thoughts, which are desired and sought after. As humans, we can experience obsessions of both pleasure or distress (e.g., addiction vs. PTSD). Much compassion is needed for those who suffer. Those with OCD are not weak—quite the contrary, they are some of the strongest people I know and exhibit bravery and perseverance while extremely challenged.

For example, Serena told me regularly that something else must be wrong. Her intense anger and an urge to avoid reading the Bible couldn’t just be OCD. “I understand I have OCD, but this surely isn’t that! Something is very wrong. Don’t you think so?” She really couldn’t tell the difference in the moment. In time, she gradually learned through therapy to tolerate the discomfort of not knowing when she was distressed by an obsession. Once she had more distance from her fear-based approach, she gained more insight and a willingness to feel anger without obsessing over it, even while reading the Bible and praying. She still has moments of doubt but has learned to rely on her treatment, supports, and relationship with God for help stopping her compulsions.16




What Is the OCD Cycle?

The OCD Cycle is a standard model (Figure 1.2) describing how OCD is maintained. Different clinicians use varying words to describe this progression, but the essence is generally the same.


[image: The diagram maps the cycle of obsession and compulsion from intrusion to threat interpretation, distress, compulsion, temporary relief, and reinforced cycle.]

Figure 1.2 The OCD CycleReturn to text.⏎

Reproduced by Permission of the AuthorVariations of this model are common and found in CBT manuals and handouts.



By and large, a person cannot control passing thoughts or feelings. For example, if the word “knife” pops into your thoughts and anxiety occurs, you have little control over that part. Imagine having that word pop into your mind when you’re angry at someone. That usually leads to the thought being “stickier.” However, your power lies in how you interpret and respond to these thoughts and feelings. Compulsions (behavioral or mental) keep the OCD Cycle going. They reinforce that something is wrong or out of place. Things that seem inappropriate and out of place receive attention and resources. Once we put our attention on something, we’ve made it more important, not less so (Prov. 23:7).

If you have OCD, evidence demonstrates you will have intrusive thoughts for the rest of your life. You cannot change that. People without OCD get 17intrusions, too. Whether or not thoughts arise is outside your control. Yet, what you resist persists. If you fear specific thoughts or feelings, they will repeat themselves, and compulsive patterns become well-traveled paths.


Faith Question 1

Why Does God Allow Me to Suffer from OCD?

This is an age-old question. Philosophically, this question usually comes down to the problem of evil, or in other words, “If God is all-loving and all-powerful, why does evil and suffering exist?”

Four Reasons From Scripture:


	1. We often do not know the exact why (Job 38:2)

	2. For your growth and good (Jer. 29:11; Eph. 2:10)

	3. For other people’s growth and benefit (2 Cor. 1:4)

	4. For God’s glory (2 Cor. 4:17)



Philosophy and Christianity have explored questions like this for centuries; they are admittedly challenging—if not impossible—to answer. Here are a few high-level suggestions:


	1. Read reputable sources on suffering. See Appendix C for a start.

	2. Explore these questions in a strong faith community to grow in character and faith rather than bitterness (Heb. 10:25), while tolerating uncertainty. God will reveal all things in his timing (1 Cor. 13:12).

	3.
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