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A Tale of Two Compulsions – Two Case Studies Using
Accelerated Resolution Therapy (ART) for Obsessive Compulsive

Disorder (OCD)

LTC JoEllen Schimmels, AN, USA*; COL Wendi Waits, MC, USA†

ABSTRACT Although research for accelerated resolution therapy (ART) has been predominately for post-traumatic
stress disorder, ART has shown promise as a treatment for other behavioral health conditions as well. ART is a brief,
trauma-focused, eye movement-based therapy that has been successfully utilized to treat a wide array of behavioral
health disorders, including obsessive compulsive disorder. This article will present an overview of the theory behind
the reconsolidation concept used in ART and two cases of obsessive compulsive disorder treatment using ART with
outcome measures visual trend analysis.

Accelerated resolution therapy (ART) is a brief, trauma-
focused, eye movement-based therapy developed in response
to the need for safe, quick, and effective psychotherapeutic
treatments for an array of behavioral health problems. ART
has been successfully delivered in 2–5 60-minute treatment
sessions and involves no homework assignments.1–4 ART
was originally designed for use with patients experiencing
trauma, specifically post-traumatic stress disorder (PTSD). It
has also been utilized for many different types of behavioral
health problems, such as depression, anxiety, phobias, grief,
suicidality, and relationship issues.2,5,6 A randomized control
trial comparing ART with attention control (AC) in 57 active
duty service members and veterans with PTSD, including
many with refractory symptoms. The trial showed 94% treat-
ment completion, and a reduction in PTSD, depression, anxi-
ety, and trauma-related guilt symptoms significantly greater
for ART than the AC group, and a high effect size that per-
sisted for three months following an average of 3–4
sessions.1

ART relies on the memory reconsolidation process to
help patients achieve relief. This is in contrast to extinction
learning, which is often utilized for symptom improvement
in other trauma-focused therapies.7–9 Traditional extinction-
based therapies rely on the creation of new associations that
compete with previously learned distressing associations in
the absence of reinforcement. In other words, old memories/
thoughts are updated rather than changed. The degree of

modification depends on the extent to which the new experi-
ence deviates from the reactivated memory.10–12 The original
memory may also return, contending further with the com-
peting new association through renewal, reinstatement, or
spontaneous recovery.13

In contrast, reconsolidation theory posits that it is possible to
permanently dis-associate learned associations. At the molecu-
lar level, learning involves modification of synapses, formation
of new synapses and neuronal circuits; unwiring, erasing and
re-writing of unwanted learning.14 When a memory is reacti-
vated, the memory enters a labile phase, in which it experiences
plasticity and is vulnerable to change.11,15–17 Enduring new
associations may be then be established, decreasing negative
symptoms, images, and sensations related to the original mem-
ories1,4–6; see Figure 1.

When using ART for obsessive compulsive disorder
(OCD), memories of the target behaviors are activated to the
point of physiological reactivity, signaling that they have
become labile and changeable. Patients are asked to mentally
walk through their day, visualizing themselves experiencing
obsessions and compulsions, to facilitate in vitro exposure
and activate memories of their OCD symptoms at a tolerable
level. The visualized troublesome behaviors are then paired
with new insights, positive sensations, or new tools/coping
skills they have at their disposal in order to establish a new
learned association. This occurs while the window of recon-
solidation is open.15

OCD involves intense urges to perform repetitive acts in
response to anxiety caused by mental obsessions, sometimes
despite full insight into how senseless these acts are. The
subsequent achievement of relief from the anxiety only rein-
forces the compulsive behaviors. According to the DSM-5,
insight in individuals with OCD can vary from “good or
fair,” to “poor,” to “absent/delusional beliefs” (in which case
a psychotic disorder diagnosis should be given)18 (American
Psychiatric Association [APA], 2013, p. 236). Both cases
presented “knew” what they were doing, considered their
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thinking to be irrational, and were embarrassed about con-
tinuing to do these things when they did not want to so they
would be considered as having very good insight (Figs 2 and 3).

In OCD, behaviors often become a conditioned response,
such as a habit, hence the DSM-5’s categorization of OCD
with other related conditions, such as hoarding, compulsive
shopping, trichotillomania, excoriation, body dysmorphic
disorder, hypochondriasis, and somatization.18 OCD imparts
a significant burden on quality of life, interpersonal relation-
ships, work, and academic activities. It is notoriously chal-
lenging to treat, especially because patients find ways to
justify their obsessions and compulsions despite significant
social and occupational impairment.18–20 Clinical improve-
ment with treatment varies from 32 to 74% in adults and
most do not achieve remission. It is usually considered a
chronic condition with lifelong morbidity. Psychotherapy
can be helpful, despite often offering little more than moder-
ate control of symptoms.19,20

OCD is also considered difficult to treat with medications.
Very high (a.k.a. “heroic”) doses of medications, especially
selective serotonin reuptake inhibitors, are often needed.
Side effects of these medications may be significant, includ-
ing weight gain, diaphoresis, sedation, sexual side effects,
and others.21

TWO CLINICAL CASES
Two OCD clinical cases treated with ART are presented with
outcome measures using visual trend analysis. The patients in
both of these cases have given the authors permission to use
their clinical information in these case reports. For anonymity,
every attempt has been made to de-identify the patients.
Sessions were sixty minutes each.

Psychometric scales that were used are: (1) Behavior and
Symptom Identification Scale 24 (BASIS-24),22 a general
distress measure for tracking clinical outcomes with scores
ranging from 0 to 3.0 where 1.09 or less is considered sub-
clinical; (2) Generalized Anxiety Disorder 7 (GAD-7),23 an

anxiety disorder-burden tracking with scores ranging from 0
to 21 where less than 10 is considered subclinical; (3)
Patient Health Questionnaire 9 (PHQ-9),24 a depression ill-
ness burden tracking with scores ranging from 0 to 27 where
less than 10 is considered subclinical; and (4) PTSD Checklist
5 (PCL-5),25 a PTSD illness burden tracking measure with
scores ranging from 0 to 85 where less than 42 is considered
subclinical.

Case 1: The patient is a 36-year-old single Caucasian
male, never married, no children, who had difficulty main-
taining relationships throughout his adult life. He presented
to behavioral health for a medication evaluation after
“exhausting all other resources.” He had a 15+ year history
of OCD, which began with his taking long showers multiple
times a day, and progressed to his feeling “morally contami-
nated” and “exposed” to most items (what do you mean by
“most items”?). He was spending more than 4 hours a day
showering. He stated “I feel like I’m putting out fires all
day. I get through one episode and another comes up.” For
many years would not allow himself to use public restrooms
and was limiting his fluid intake so that he could wait until
lunchtime to leave his work to go home to use that restroom.
He displayed significant pathological doubt pattern with anx-
iety, checking behaviors, and was labeling people, place,
and things as good/bad, supportive/non-supportive to him as
things he could/could not engage. He had been having pro-
blems at work for some time and had also not been able to
have an intimate relationship for many years. He completed
three separate residential treatment programs with little
improvement in his symptoms.

He was seen in our clinic where his OCD diagnosis was
validated, meeting DSM-5 criteria.18 He was started on flu-
oxetine 20 mg per day and the dose was increased to 40 mg
per day at his second appointment, prior to his agreeing to
an initial ART session.

The patient participated in four ART sessions. He reported
complete relief after the third session. The fourth session was
used to “reinforce” the work he accomplished during his first

FIGURE 1. Reconsolidation concept. Reprinted with permission from Schwabe, Nader, & Pruessner, 2014, p. 275.11
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three sessions. In the first session, he was directed to imagine
a “typical OCD scene,” in which he experienced each of the
long showers he compulsively took on a daily basis to man-
age his obsession with germs. He described his showers as
very long, painful, and anxiety-provoking. During the rescript-
ing segment of the ART protocol, he was directed to visualize
how he would prefer to shower, (i.e., taking a “normal” 5-
minute shower, during which he was able to wash thoroughly,
but to not scrub or dwell for too long on specific areas).

During his second session, he was directed to mentally
walk through a typical day, during which he experienced all
of his OCD symptoms. While visualizing his typical day, he
was asked to imagine a “little liar” that tells him lies about
why he needs to perform his compulsions, then to imagine
himself controlling the symptoms by defeating the “little liar.”

For the third session, he was directed to think about when
the anxiety regarding cleanliness and the idea of contamina-
tion first started, by mentally going back in time to a time
when he first recalled experiencing his symptoms. He identi-
fied an event from his childhood and utilized the ART proto-
col to process this event during this session. The patient
reported a greater than 75% improvement in symptoms after
this third ART session. He provided informed consent to be
slowly tapered off of his medication and agreed to a fourth
session to reinforce the gains he made during the first three
sessions. After his fourth ART session, the patient’s fluoxe-
tine was discontinued altogether. At the time this manuscript
was submitted, the patient reported that he has remained off
of medication and without behavioral health treatment for
over 24 months.
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FIGURE 2. Case #1 outcome measures visual trend analysis.
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FIGURE 3. Case #2 outcome measures visual trend analysis.
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Case 2: The patient is a 39-year-old single Caucasian
male, who had never been married and had no children. He
stated, “I feel like I’m always being judged and people are
waiting for me to fail.” The patient reported having obsessive
thoughts about being judged and being “looked at under a
microscope.” He also had a history of compulsive behaviors,
such as biting and picking at his skin. At the time of his initial
assessment, he reported that flying, public speaking, and pre-
senting at work had also become more anxiety provoking,
and he was finding social interactions to be nearly impossible.
Although he remembered having these symptoms as early as
high school, he has felt that these have gotten worse over the
past eight to ten years with his New Year’s resolution this
year to be to finally seek treatment. The patient was diagnosed
with OCD and Excoriation Disorder, meeting criteria per the
DSM-5.18 He agreed to an initial ART session after being
started on fluoxetine 20mg per day. He denied suicidal and
homicidal ideation at any point in his life.

The patient had a total of four ART sessions. In the first ses-
sion, he processed a typical day that included all of his symp-
toms. In the second ART session, he was instructed to imagine
a metaphor for his emotions. He described feeling that his life
was like a soccer game. The crowd was mean and berating him
for everything he did during the entire game. In accordance with
the ART protocol, he was instructed to make positive changes
to his metaphor. He mentally changed the soccer game so that
the crowd was excited for him and would cheer him on no mat-
ter what happened during the game. During his third ART ses-
sion, he processed another typical day, but was asked to also
conceptualize his symptoms as being outside of himself, and
was directed to imagine using virtual tools to mitigate them.
During his final ART session, prior to which he already had a
greater than 75% decrease in symptoms, he processed another
metaphor about being looked at under a microscope, and visual-
ized himself going home to visit family for the holidays without
the burden of his obsessions and compulsions. He reported
being excited about testing out his new confidence in real life.
More than 9 months after his fourth and final ART session, he
had been off of medications and remained symptom-free.

CONCLUSIONS
ART is a promising therapy for a wide variety of behavioral
health disorders that have demonstrated effectiveness for subjects
with PTSD. The two OCD cases presented in this paper demon-
strated a dramatic and sustained response after 3–4 sessions of
ART. The protocol technique studied for use in trauma appears
to work similarly for the negative memories experienced by
patients with OCD. This may be due to the significant insight
that many OCD patients have into the nonsensical nature of their
obsessions and compulsions and their strong desire to eliminate
them. Future research on ART should include a variety of behav-
ioral health disorders such as OCD, as ART has potential as an
intervention for a wide-range of behavioral health difficulties.
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