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Abstract
Adults with developmental disabilities are particularly vulnerable to experiencing obsessive-
compulsive disorder (OCD). However, the application of evidence-based treatments such as 
Exposure and Response Prevention (ERP) to individuals with comorbid OCD and developmental 
disabilities is a relatively new and emerging field of study. The present article presents 
a case study of modified ERP for the treatment of an adult woman with comorbid OCD-
like repetitive behavior and developmental disabilities. Target behaviors, including OCD-like 
repetitive behavior, verbal agitation, and physical aggression, decreased over the course of the 
7-month active treatment phase, and reductions in physical aggression and verbal agitation were 
maintained during follow-up. This case study provides important lessons about the individual-
level and systems-level assessment and treatment of comorbid OCD-like repetitive behavior 
and developmental disabilities.
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1 Theoretical and Research Basis for Treatment

Adults with developmental disabilities (DD) are particularly vulnerable to experiencing mental 
health problems, with approximately 40% meeting diagnostic criteria for a mental health disor-
der, a rate 6 times higher than that of the general population (Reid, Smiley, & Cooper, 2011). 
Obsessive-compulsive disorder (OCD) and related disorders are particularly comorbid with DD, 
including intellectual disability, autistic disorder, Asperger’s disorder, and pervasive develop-
mental disorder not otherwise specified (Davis, Saeed, & Antonacci, 2008; Hagopian & Jennett, 
2008; Reid et al., 2011). Indeed, some studies suggest that as many as 80% of young adults with 
OCD have at least one comorbid psychiatric disorder, including speech/DD and pervasive 
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developmental disorders (Pallanti, Grassi, Sarrecchia, cantisani, & Pellegrini, 2011). 
Psychophysiological and neuroimaging studies suggest that DD may be associated with abnor-
mal autonomic reactivity and brain function implicated in OCD. Structural and functional abnor-
malities in the amygdala and other limbic system structures have been found in both individuals 
with DD and OCD, suggesting a common dysfunction in emotional processing (Holzschneider & 
Mulert, 2011).

The most common treatment for OCD in individuals without comorbid DD is Exposure and 
Response Prevention (ERP), an empirically based intervention that utilizes values-based graded 
exposures to feared stimuli to improve self-efficacy and willingness to approach objects or situ-
ations that were previously avoided (Abramowitz, 2006; Foa, Yadin, & Lichner, 2012; 
International OCD Foundation, 2016). ERP has been shown to reduce OCD symptoms and 
improve quality of life among individuals without DD (Olatunji, Davis, Powers, & Smits, 2013). 
The research showing the possible effectiveness of an ERP intervention for individuals with 
comorbid OCD and DD is limited due to this population’s unique set of cognitive, behavioral, 
and social needs, which need to be concurrently addressed in the intervention (Arthur, 2003). A 
review of the literature published in the past 35 years on tailored treatments for individuals with 
comorbid OCD and DD revealed only 48 studies largely comprised of single group pharmaco-
logical interventions with short-term outcomes related to anxiety symptoms, rather than OCD or 
quality of life (Hagopian & Jennett, 2008). Several others have examined the effectiveness of 
alternatives to cognitive behavioral therapy (CBT) and ERP, such as narrative therapy (Foster & 
Banes, 2009), software therapies (Herbst et al., 2014; O’Connor, 2009), and abbreviated progres-
sive relaxation techniques (Twohig et al., 2010), with mixed findings.

Klein-Tasman and Albano (2007) described the effectiveness of a short-term, intensive CBT 
intervention for OCD-like behavior in a man with Williams syndrome. The authors reported 
modest treatment gains using both behavioral and cognitive techniques (i.e., cognitive restructur-
ing). This portion of the intervention required a higher level of intellectual functioning that is not 
present for all individuals with DD.

Treatment also can be informed indirectly by examining studies of DD and comorbid disor-
ders other than OCD, including specific phobias, anxiety, attention deficit hyperactivity disorder 
(ADHD), and depression (Hassiotis et al., 2013; Lindsay, Baty, Michie, & Richardson, 1989; 
Suveg, Comer, Furr, & Kendall, 2006; Wright, 2013). For example, Lang, Mahoney, Zein, 
Delaune, and Amidon (2011) tested an adapted CBT intervention with individuals diagnosed 
with autism spectrum disorder, intellectual disabilities, and co-occurring anxiety disorders (not 
including OCD). Short-term findings revealed that systematic desensitization with an emphasis 
on social skills training, visual aids, and family involvement reduced self-reported anxiety symp-
toms (Lang et al., 2011). Davis and colleagues (2008) found that cognitive-behavioral and behav-
ior-analytic techniques led to a reduction in behavioral avoidance, phobia symptoms, and 
subjective fear in a 7-year-old boy suffering from specific phobias, DD, and severe behavior 
problems. Collectively, these adapted treatments incorporated visual aids and family involve-
ment. Interventions involving abstract concepts, visualization, and discussion of emotions may 
be less useful due to the difficulties with abstract reasoning and communication inherent in many 
developmental disabilities.

Behavioral interventions have been used effectively with individuals across a range of intel-
lectual functioning. For example, case studies have found behavioral reinforcement to be effec-
tive in treating people with mild intellectual disability who present with problems not specifically 
related to OCD (Kozlowski, Mahan, & Matson, 2010; Radstaake et al., 2011). Behavioral inter-
ventions have also been applied successfully to treat individuals with DD who are more severely 
impaired. For example, Vogl and Rapp (2011) reported a study of a 52-year-old woman with 
Down’s syndrome and Alzheimer’s type dementia. The treatment consisted of differential rein-
forcement of a preferred alternative behavior and extinction to reduce problematic behaviors 
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(Vogl & Rapp, 2011). In another study of an individual with a Down’s syndrome and Alzheimer’s 
dementia, Horovitz, Kozlowski, and Matson (2010) reported positive outcomes following “rein-
forced compliance with a combination of edible reinforcers, verbal praise, and physical contact” 
(p. 211). A case series by Pence, Aldea, Sulkowski, and Storch (2010) concluded that ERP modi-
fied for young adults with OCD and below-average IQ has the potential to significantly reduce 
OCD symptoms. The modified treatment emphasized parental involvement, simplified language, 
less reliance on cognitive techniques, use of contingency management techniques, and role mod-
eling by caregivers (Pence et al., 2010). Several additional studies have adapted evidence-based 
interventions for treatment of comorbid anxiety disorders and DD (Allen, 1989; Boyd, Woodard, 
& Bodfish, 2013; Singh et al., 2013). However, the literature for comorbid OCD and DD is 
sparse and generally limited to case studies. Therefore, there continues to be a need for evidence-
based modified treatments for comorbid OCD and DD, particularly for adult cohorts. This case 
study seeks to examine the utility of a modified version of ERP in the treatment of an adult 
woman with comorbid OCD-like repetitive behavior and DD.

2 Case Introduction

The following case study illustrates a modified ERP approach to the treatment of comorbid 
OCD-like repetitive behavior and DD in adulthood. Paula (pseudonym) was a 47-year-old Asian 
American woman living in a residential facility for individuals with DD. She presented with 
OCD-like repetitive behaviors that were interfering with her daily functioning and jeopardizing 
her residency at the facility. During treatment and all other interactions with Paula, the treatment 
team followed all state and professionally mandated ethical standards of treatment and research. 
Written consent was obtained from both Paula’s legal guardian and from the residential treat-
ment facility for all interventions, and the facility confirmed compliance with all ethical and 
legal standards. State laws did not require additional consent from other governing bodies or 
Institutional Review Boards.

3 Presenting Complaints

Paula displayed a variety of compulsive and aggressive behaviors that had become increasingly 
rigid and disruptive to her living environment that she shared with 11 other women. The behav-
iors had become so overwhelming for staff and other residents that the agency was recommend-
ing her removal from the facility. Paula displayed extreme rigidity in her behaviors and preferences 
regarding her scheduled activities and her physical environment. She wore the same pieces of 
clothing every day and insisted on washing her clothes and her bedroom floor multiple times per 
day. She had a fixed routine of chores she had designated for herself every day, such as emptying 
the dishwasher, putting dishes away, and setting the table that often interfered with the other resi-
dents. Paula had strict preferences regarding the time, order, and method in which her chores 
could be performed regardless of others, as well as who should be allowed to assist her (e.g., 
housemates). She would monopolize the communal television and other functional living items, 
and even bar other residents from certain areas of the living space.

Some of Paula’s preferences were consistent, while others were more erratic, such as suddenly 
insisting on rearranging furniture. If she was prevented from completing the tasks or structuring the 
environment as she wished, Paula often responded with angry verbal outbursts in the form of shouting 
and crying, and physical aggression in the form of slamming doors and cabinets. Paula’s compulsive 
and aggressive behaviors caused tension among staff and residents because additional time and effort 
were required to accommodate her preferences and avoid conflict among the residents. The clinical 
team was contacted by Paula’s family and asked to provide services to improve her functioning and 
treat specific behaviors that threatened the availability of continued care at her residential facility.
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4 History

The information provided to the researchers about Paula’s disability was limited to what records 
were still available at the facility. A complete record was not provided. The historical information 
that was available revealed that Paula displayed developmental delays shortly after birth and 
experienced failure to thrive during her first year of life. After missing several developmental 
milestones, she was eventually diagnosed with a Y chromosome abnormality; she is genotypi-
cally male and phenotypically female, with a lack of sexual development. Paula also presented 
with a severe intellectual disability and language impairment. Individuals with Paula’s condition 
may exhibit a range of phenotypic characteristics depending on the type and extent of the Y chro-
mosome deficiency/deletion (Fukui, Watanabe, & Yoshino, 2015). Although of a different etiol-
ogy, individuals with this condition may have features similar to Turner syndrome, a disorder 
characterized by a woman born with only one X chromosome.

Paula had been living in the residential facility for the past 25 years in a house with 11 other 
women and an on-site rotating staff of caregivers. Paula spent most of her time at the house dur-
ing evenings and weekends. She spent weekdays at her work engaging in daytime programming 
designed to promote independence, consisting of educational, leisure, and work activities for the 
residents. Paula’s work consisted of life skills training designed to promote competence in activi-
ties of daily living and also production skills training, where she learned how to assemble and 
package products. In addition, Paula visited her sister and parents off-site once per month.

In addition to her developmental disability, Paula had a history of OCD-like repetitive behav-
ior in multiple settings during the duration of her stay at the facility. She displayed rigid and ritu-
alized behavior both at the residential facility and when visiting her parents’ home. Paula’s 
history of OCD-like behavior before her admission to the residential facility is unknown. Paula’s 
behavior had increasingly interfered with her daily functioning and jeopardized her residency at 
the facility. A group of staff members at the facility was formed specifically to address Paula’s 
increasingly disruptive behavior. This diverse group included three members of the facility’s 
executive administrative staff, social workers, residential administrators, and on-site staff care-
givers. Based on collateral information provided by the family, Paula had not previously received 
treatment by health care professionals specifically targeting her inflexible behaviors. Treatment 
to that point had consisted of case management, monitoring of behavior, medication manage-
ment, and crisis-aversion techniques.

5 Assessment

The clinical team had access to an assessment of Paula’s intellectual functioning that was con-
ducted in 2008 when Paula was 42 years old. Based on the Leiter International Performance 
Scale performed at that time, Paula’s IQ score was 36, which indicates severe intellectual dis-
ability (Roid & Miller, 1998). The clinical team also had access to records mentioning a previous 
psychological evaluation that resulted in a diagnosis of OCD, although it was unclear what type 
of assessment was used to produce this diagnosis. Although Paula’s intellectual disability left her 
unable to function independently, past reports indicated that she required limited support and 
supervision in completing tasks of daily living. Despite her ability to function with limited sup-
port, she continued to require consistent supervision as a result of the maladaptive behaviors 
described previously.

Paula displayed significant deficits in expressive language, cognition, and social functioning. 
Although she was able to understand spoken language, her expressive language was very con-
crete, and she showed difficulties with verbally communicating thoughts and emotions. She 
spoke directly only to familiar individuals and took a long time to trust new individuals. Paula 
was able to behaviorally exhibit a range of emotion, including sadness, happiness, anger, 
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frustration, and contentment. She expressed these emotions through crying, smiling, laughing, 
slamming doors, stomping her feet, and exhibiting relaxed behavior. She had difficulty control-
ling negative emotions when asked by staff to change her preferred behavior. Her behavior was 
a source of conflict in her residential living environment, and she often clashed with the other 
residents by forcing them to adhere to her rigid behavioral expectations.

Although Paula had previously received a diagnosis of OCD from a health care professional, 
there are limitations to accurately diagnosing OCD in populations with impaired verbal function-
ing. Several elements of the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; 
DSM-5; American Psychiatric Association, 2013) criteria for diagnosing OCD require the indi-
vidual to verbally self-report elements of her inner experience. This includes criteria such as, 
“Recurrent and persistent thoughts, urges, or images that . . . cause marked anxiety or distress” 
and “attempts to ignore or suppress such thoughts urges or images, or to neutralize them with 
compulsions” (American Psychiatric Association, 2013). Although there are guidelines from the 
American Association on Intellectual and Developmental Disabilities (AAIDD) on how to diag-
nose this population (Schalock et al., 2010), researchers have not reached a consensus about how 
to diagnose OCD in populations with limited verbal ability, or even whether a diagnosis of OCD 
is appropriate for this population. Some researchers consider OCD as a dimensional rather than 
categorical diagnosis, which may aid in the diagnosis of repetitive behaviors in individuals with 
DD (Barnhill, 2008). Individuals with an intellectual disability can display OCD-like behavioral 
compulsions that interfere with their daily life and functioning, even if the presentation of the 
disorder varies from OCD diagnostic criteria outlined in the DSM (King, Stavrakaki, & Gedye, 
2007). When there is the presence of limited language ability in an individual with ID, the 
Diagnostic Manual-Intellectual Disability (DM-ID) recommends reducing reliance on self-report 
questionnaires, scales, or clinical interviews, and instead encourages reliance on structured inter-
views with knowledgeable informants (Fletcher, Loschen, Stavrakaki, & First, 2007). The clini-
cal team followed these guidelines by interviewing family members and facility caregivers and 
with the use of primarily behavioral observations, rather than those that relied on Paula’s verbal 
report.

6 Case Conceptualization

Paula’s case was conceptualized primarily using information from collateral reporters and behav-
ioral observation. Her limited verbal ability made it difficult to elicit information from Paula 
about her experience of her symptoms and behavior. Paula’s family and the staff members at the 
residential facility were able to give information about her behavior and her reactions to changes 
in her environment.

Paula was observed at her living environment and her work environment engaging in compul-
sive, rigid, and disruptive behaviors regarding her scheduled activities and her physical environ-
ment. Again, these behaviors included maintaining a fixed routine of repetitive chores, such as 
clearing the water pitcher from lunch before others had finished, or strictly controlling the envi-
ronment, such as monopolizing the appliances in the house or demanding that a light not be 
turned on. These behaviors had been maintained over time due to crisis management techniques 
of the staff. When Paula exhibited an OCD-like behavior, such as wanting to use the washing 
machine multiple times per day at the same time each day, the staff worked to accommodate 
Paula’s requests. However, these accommodations often interfered with other residents’ ability to 
wash their clothes. The staff had difficulty refusing to accommodate Paula’s requests due to her 
severe reactions to being inhibited in her chosen activities. Paula exhibited extreme distress when 
faced with the inability to control aspects of her environment and engage in her compulsions. 
Paula’s distress manifested as verbal and behavioral agitation and rage. Her verbal agitation 
included shouting, defiance of requests, and begging to change the situation to her liking. She 
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would sometimes exhibit physical aggression in the form of slamming doors and cabinets, lead-
ing to damage.

As Paula had deficits in cognition and language expression, it was extremely difficult to 
understand Paula’s behavior from her perspective. However, it could be speculated that these 
behaviors may be connected to biological vulnerabilities that made Paula more likely to have 
OCD-like behavioral rigidity due to her DD. OCD has been shown to be linked to biological fac-
tors (Baxter, 1992). We can also speculate that her environment had a role in the development of 
her specific set of symptoms. Possibly, the structured environment of the residential facility 
designed for individuals with developmental disabilities could exacerbate Paula’s inclination for 
more extreme rigid behavior. We know that Paula became distressed if she was not able to com-
plete her chosen task to her liking. Based on this, it could be concluded that engaging in her 
chosen task served to reduce psychological and physiological distress. In addition, certain social 
factors may have exacerbated or maintained Paula’s behaviors over time. Paula took a long time 
to get used to people, including her caregivers. Residential staff had historically maintained 
Paula’s behaviors over time, to avoid an emotional outburst and be able to care for multiple resi-
dents simultaneously. Although a trusted caregiver might have had an easier time mitigating an 
emotional outburst due to the increased level of trust, over time, Paula may have learned to 
expect the trusted staff member to allow her to control the environment to her liking, based on 
past experiences. Also, the majority of the other residents did not challenge Paula directly when 
she demanded something in the environment, leading to further behavioral maintenance through 
social means.

Despite limitations in OCD assessments for Paula, the clinical team used behavioral observa-
tions and collateral information to conceptualize Paula as exhibiting OCD-like repetitive behav-
iors. Based on the wishes of the family and the residential facility, the goal of the treatment was 
to plan a workable behavioral intervention to improve Paula’s flexibility and rigidity of behavior. 
The secondary goal of the treatment was to improve Paula’s relationships with others so that she 
would no longer be in danger of being forced to leave the residential facility.

7 Course of Treatment and Assessment of Progress

The clinical team consisted of a licensed clinical psychologist, a doctoral student extern, and a 
social work extern operating out of a private practice in the Chicago area, specializing in the 
treatment of depression and anxiety disorders. The clinical team consulted with senior facility 
administration staff at the residential facility who were integral to the decision-making process 
of Paula’s care to determine the desired outcomes of treatment for Paula. The stated goals of 
treatment were to increase Paula’s flexibility so she could continue to live at the residential facil-
ity and to decrease target behaviors outlined by the agency, including OCD-like repetitive behav-
ior, verbal agitation, and physical aggression. OCD-like repetitive behavior was defined as 
excessive fixation on obtaining, hoarding, or rearranging items, as well as adhering to routines in 
completing tasks. Verbal agitation was defined as any manner of loud argument, yelling, scream-
ing, threatening, teasing, or crying. Physical aggression included physical force directed toward 
objects (e.g., throwing items, slamming doors) or people (e.g., hitting, kicking, pushing).

Residential staff consisted of daily care workers who functioned as supportive caretakers of 
daily living in the residential facility that housed Paula and 11 other women with DD. Residential 
staff members spent the most face-to-face time with Paula and the other residents. Their main 
responsibilities were to cook meals, work with residents on learning goals, assist in hygiene 
activities, and maintain order in the house. In addition, residential staff collected daily data on the 
frequency of certain behaviors of the residents, including goals met, good behavior, and target 
behaviors (OCD-like repetitive behavior, verbal agitation, and physical aggression). Paula also 
interacted with a residential coordinator who worked closely and maintained relationships with 
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Paula and her housemates. All residents attended an occupational center (referred to as “work”), 
which functioned as a day program where they learned skills and engaged in many rewarding 
tasks. Paula was close to her teachers at work, and these staff members were also directly involved 
in her treatment. The social workers for the facility were available to assist the treatment team. 
Staff also included facility administrators who did not interact with Paula often but were involved 
in Paula’s care and treatment planning.

The treatment plan was composed primarily of behavioral interventions aimed at treating 
Paula’s OCD-like repetitive behavior. Treatment consisted of a modified version of ERP (Foa 
et al., 2012) that emphasized positive behavioral reinforcement and de-emphasized cognitive 
techniques to accommodate Paula’s limited intellectual abilities and language use. Treatment 
consisted of leading Paula through exposure tasks that involved prompting her to inhibit target 
behaviors by waiting or engaging in another task. Positive behavioral reinforcement would be 
offered as an incentive to engage in the task and a way to reinforce increased flexibility of behav-
ior. As behavioral interventions require frequent implementation for effective behavior change, 
the clinical team visited Paula at her residence 3 times per week for the duration of the treatment. 
Therapist-led treatment sessions took place over the course of 7 months 3 times per week and 
lasted 60 to 90 min.

Due to her intellectual disability, the standard OCD symptom measures were not feasible for 
use as outcome measures. The treatment team considered behavioral outcomes to be the most 
reliable way to measure and assess progress. The behavioral outcomes of OCD-like repetitive 
behavior, verbal agitation, and physical aggression the staff used on an internal basis were well-
established targets of documenting and tallying behavioral issues of the residents. Caretaker staff 
was trained by the residential facility to recognize and record these behaviors as they occurred. 
The clinical team considered this as a valid indication of her functioning, as the staff was present 
with Paula 24 hr per day and would be able to notate most behavioral outbursts that occurred to 
create a comprehensive snapshot of her behavior. Every time Paula would have a behavioral 
outburst, it would be recorded in her file and made available to the clinical team. The clinical 
team also collected qualitative data, including reports from staff about Paula’s functioning and 
mood, observations of successes and failures at exposure tasks during interventions, and reports 
from Paula’s family.

Treatment Phase 1: Observation, Rapport Building, and Treatment Planning

The clinical team began interacting with Paula on an observation basis only. Observation con-
sisted of monitoring Paula’s daily routines and interaction with staff, residents, and family mem-
bers. During this time, much care was taken to establish rapport with Paula. It had historically 
been difficult to gain her trust, as she primarily communicated and interacted only with individu-
als with whom she had an established relationship. Rapport was built by being present frequently 
during set times of her daily routine. During observation, information was gathered from staff 
members about her typical rigid behavioral pattern to get a clearer idea of areas for possible 
intervention. The clinical team used these data to plan exposure hierarchies to implement ERP 
paired with positive reinforcement.

Treatment Phase 2: Modified Exposure and Response Prevention

Treatment hierarchies were developed to target specific areas of Paula’s behavioral rigidity that 
interfered with other residents at the facility. Paula had set tasks that she accomplished every day 
at the same time. Paula performed some of these so often (e.g., washing her clothes 3 times per 
day) that they interfered with other residents’ ability to use the facilities. Some areas that were 
targeted for intervention included (a) allowing another resident into the kitchen while Paula 
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emptied the dishwasher; (b) delaying tasks such as emptying the dishwasher, cleaning her room, 
or doing her laundry; (c) delaying/letting another resident fill/empty the water pitcher at work; 
(d) delaying emptying trash at work and eventually giving up this task; (e) letting another resi-
dent finish tasks at a preferred seat at work; and (f) letting other residents help set the table for 
dinner. The goal of these tasks was to increase psychological flexibility (and by extension, daily 
functioning) by exposing her to the discomfort of not being able to complete tasks as desired. 
After observation, the treatment team discovered that the optimal time to request a task from 
Paula was before she moved to start her desired behavior. If the team asked Paula to delay her 
chosen behavior after she had already moved to begin, there was a high likelihood of failure of 
the task. For example, Paula cleaned her room every day after she came home from work and 
emptied the dishwasher. To request that Paula attempt to delay this task, the request needed to be 
given before she moved to gather the cleaning supplies to increase the likelihood of successful 
task completion.

The therapists offered Paula the option of receiving a reward if she waited to complete her 
desired behavior, instead of immediately engaging in the behavior. If she chose not to engage in 
a specific exposure exercise, the exposure was discontinued, and the exposure was attempted 
again during another visit. The researchers found that even if a task was “failed” on one attempt 
(i.e., Paula did not wait, went forward with her desired behavior, and received no reward), there 
was a good chance that she would succeed at the task the next time it was requested of her.

Among the several different rewards that were examined, Paula was most responsive to 
receiving a cookie, verbal praise, and/or high-fives following completion of exposure tasks. 
Using food as an incentive was agreed upon by the treatment team based on an established 
method of token economy already used by the residential staff: Paula would gain points for good 
behavior, and when she gained enough points, she was allowed to go out for fast food. Food had 
historically been a strong motivator for Paula. At the beginning of the treatment phase, the cookie 
reward was offered for every task to increase her interest in the task, and to establish a strong 
incentive to comply with the request. High-fives and verbal praise were offered each time Paula 
successfully completed a task. Over time, Paula responded very favorably to the high- fives and 
praise, and the cookie reward was used less often. The goal was to reduce the cookie incentive 
and rely mostly on verbal praise and high-fives. The rationale for this was to reduce the burden 
on the staff to maintain and provide the cookie reward for every task they ask Paula to complete. 
It was suggested to the residential staff that they could use the cookie reward occasionally as a 
way to maintain treatment gains long-term.

Overall, the task implementation consisted of the following steps: (a) Talk to Paula about the 
task we want her to attempt. (b) Verbalize the request to Paula and ask for a verbal assent back. 
She may or may not give her assent verbally, so it is not required, but helpful. If we are offering 
a reward for this task, mention that at this time. (c) During the task, if she goes against what is 
asked of her, gentle reminders and redirection can be used to try to get her back on track. (d) 
During waiting tasks, it is helpful to brainstorm with her things she can do in the meantime. (e) 
If she refuses to do the task, no reward should be given and no high-fives. Talk to her about what 
she did not do, and what will be expected of her in the future (e.g., “We will try again next time”). 
(f) If she completes the task, reward her with high-fives and praise, and a cookie reward, if a 
cookie award was offered. Verbalize to her what she did well, and if possible, ask her to verbalize 
back to you what she did well.

Treatment Phase 3: Consultation and Psychoeducation

Paula’s treatment additionally consisted of psychoeducation of residential staff, which was con-
tingent on staff communication and collaboration. Psychoeducation involved information about 
OCD and basic principles of behavior change. The tasks and the reinforcement system that the 
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clinical team had implemented were described and discussed, including the rationale for all inter-
ventions. Behavior change principles that were discussed included the basis for exposure therapy 
as well as aspects of behavioral reinforcement, primarily how positive reinforcement strengthens 
a behavior by providing a consequence that an individual finds rewarding. The clinical team and 
residential staff also discussed a maintenance plan that focused on integrating Paula’s treatment 
with the staff’s daily routine.

To promote buy-in from residential staff, consultant therapists stressed the importance of staff 
members’ roles in Paula’s success and encouraged open communication between the therapists 
and the residential staff. Staff members were responsible for rewarding flexible behaviors outside 
of therapist-led exposure sessions, monitoring progress, and providing recommendations for 
emerging target behaviors. Staff collected daily data on the frequency of OCD-like repetitive 
behaviors, verbal agitation, and physical aggression as partial measures of treatment effective-
ness. Staff was also encouraged to offer positive reinforcement rewards prior to Paula’s engaging 
in a routine task as a means of avoiding conflict, rather than diverting Paula’s attention after she 
had initiated the task.

Following the active treatment phase, therapists took on a consultant role for approximately 2 
months, in which they facilitated the transfer of treatment tasks to the residential staff and con-
tinued to monitor Paula’s case in person. The clinical team facilitated the transfer of treatment 
tasks to the residential staff by organizing psychoeducational meetings to explain the principles 
and operational procedures used to facilitate change. During this consultation phase, the treat-
ment team coached staff one-on-one during task implementation. Over time, the therapists 
stepped back from the tasks to observe the staff’s implementation of the tasks, providing guid-
ance where needed. The residential staff was instructed on how and when to implement the 
rewards, including verbal praise and high-fives, and how to reintroduce the cookie reward during 
maintenance if undesired behavior returned. During and after this phase, the residential staff 
continued to monitor Paula’s progress by noting instances of OCD-like repetitive behavior, ver-
bal agitation, and physical aggression.

Treatment Outcomes

Early in treatment, Paula was successful in completing some tasks involving residents, such as 
letting others help set the table for dinner, and letting another resident into the kitchen while she 
was emptying the dishwasher. Early exposure tasks that were focused on delaying a desired 
behavior were generally successful over time, with Paula demonstrating increased capacity to 
wait to complete chores and share responsibilities with others at home and at work. It became 
apparent that using high-fives and verbal praise were as effective as offering a cookie, especially 
when it came from a trusted staff member. During waiting tasks, Paula was provided with an 
alternative, enjoyable activity. However, this presented a challenge because many of her pre-
ferred activities involved engaging in household chores, which were the targets of intervention. 
There were mixed results when attempting to introduce alternate activities during the delay tasks. 
Paula begrudgingly engaged in alternate tasks, such as playing cards or engaging in art projects, 
preferring to simply wait, eat a snack, or talk to staff while waiting during the delay task.

Over the course of the 7-month active treatment phase, Paula demonstrated encouraging out-
comes in OCD-like repetitive behaviors, verbal agitation, and physical aggression (Figures 1-3). 
Treatment progress stalled during the holiday season when routines were disrupted, although 
these issues abated when schedules returned to normal, suggesting the importance of consistency 
in treatment. Concerning OCD-like repetitive behavior, there was a downward trend across the 
7-month duration of active treatment, with a spike during the 2-month consultation phase in April 
2014 (Figure 1). During the follow-up phase, when staff was required to continue the exposures 
and reinforcements on their own, there was an observed increase in Paula’s OCD-like repetitive 
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Figure 2. Number of monthly physical aggression incidents during treatment, consultation, and follow-
up.

behavior (Figure 1). The number of incidents of physical aggression decreased during the treat-
ment and consultation phases (Figure 2). At one point during the follow-up phase, physical 
aggression incidents dropped below the target number set by the residential facility for the first 
time in the measurement period, but then increased again slightly. Results for verbal agitation 
were mixed, as incidents increased sharply at the beginning of the treatment, decreased through 
the active treatment phase, and increased during follow-up, representing a loss of treatment gains 
through the follow-up period (Figure 3).
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Figure 1. Number of monthly OCD incidents during treatment, consultation, and follow-up.
Note. OCD = obsessive-compulsive disorder.

 at CORNELL UNIV on September 30, 2016ccs.sagepub.comDownloaded from 

http://ccs.sagepub.com/


Benson et al. 11

In general, Paula showed increased flexibility over time. Qualitative data, which included 
observations by the clinical team and verbal report from staff and family members, also provide 
evidence of Paula’s increased flexibility. Staff members described Paula as being calmer and 
more willing to listen. Likewise, the family members reported greater flexibility in Paula’s ability 
to change her schedule and to wear different types and colors of clothing. They also reported that 
she was exhibiting fewer emotional outbursts. Throughout the duration of the intervention, staff 
and therapists noticed increased flexibility in Paula’s approach to specific target tasks (e.g., 
washing clothes), as well as generalization to other areas of her environment that had not been 
specifically targeted for intervention, such as letting other residents in the household have access 
to towels that she had identified as “hers.” Before treatment, Paula would have difficulty letting 
another resident use one of the towels she had designated for herself.

During the treatment phase, inhibiting Paula’s desired response after she had begun moving 
toward her preferred behavior was found to be unconstructive, and the clinical team found that 
offering a reward was more effective, especially when repeated over several visits. If a task was 
not completed successfully, discussing the event calmly with Paula about trying again next time 
also seemed effective in future successes. The clinical team also determined that requesting the 
behavior change well in advance of Paula’s desire to engage in her preferred behavior appeared 
to increase the likelihood of behavior change. Over time, the completion of early successes made 
it more likely that Paula would have successes in the future.

8 Complicating Factors

As previously noted, a significant complicating factor in this case was the difficulty in diagnosing 
Paula’s disorder as OCD given the dearth of non-traditional OCD assessment methods. Because the 
intervention was designed to primarily rely on behavioral components of Paula’s presentation, 
behavioral assessment of her outcomes were needed to monitor progress. The clinical team was not 
able to be present with Paula during the majority of her day, and thus relied upon the staff’s behav-
ioral observations of notating all incidents of aggression, OCD-like repetitive behavior, and verbal 
agitation. However, there may be individual differences in the types of behaviors each staff member 
classified as an “incident” and thus could confound the results, although the interrater reliability 
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was not measured to corroborate this argument. The interrater reliability was not measured due to 
the limitations the treatment team had with regard to the quantitative data collection as well as the 
outlined function of the treatment team. The researchers did not collect the quantitative data person-
ally, as they were collected by the staff at the residential facility who were with Paula at all times. 
Although it would have been preferable to instruct and verify that all residential staff responded and 
reported Paula’s incidents comparably, it was outside the scope of the treatment team’s defined 
responsibilities. However, the residential facility did train its staff internally to perform this func-
tion. In addition, the quantitative information provided to the treatment team consisted of number 
of incidents only. Information was not provided about why each of Paula’s incidents was recorded. 
The researchers were confident that the number of incidents that were reported by residential staff 
was a good indicator of Paula’s actual behavior.

During the treatment phase, the clinical team ran into difficulties due to the significant time it 
took to establish rapport with Paula. It is difficult to clarify whether early intervention failures 
were due to lack of trust from Paula and/or to the inherent difficulty in changing rigid behavioral 
patterns. As the intervention was novel, the clinical team also experienced a learning curve in the 
way interventions were carried out. As previously mentioned, the clinical team learned that the 
timing of the request was instrumental to the probability of success of the task.

The time-limited nature of the intervention revealed complicating factors in the types of inter-
ventions that could be carried out. The time frame of the intervention was over the fall, winter, 
and early spring of a midwestern section of the United States. Due to weather concerns, interven-
tions primarily focused on Paula’s rigid behaviors that took place indoors. The treatment team 
was not able to address outdoor rigid behaviors that took place during the summer, such as pick-
ing up pinecones in the yard, concern about the placement of the grill cover, or refusing to let 
other residents change the position of the chairs on the patio.

Finally, the consultation and education of the staff members who interact with Paula day-to-
day were complicated due to several factors. To maintain treatment gains achieved by the clinical 
team, the staff members had to continue the behavioral reinforcement of the delay tasks. This 
required buy-in, time commitment, and a basic understanding of the behavioral procedure by the 
staff members. Although the clinical team conducted several training sessions for the staff mem-
bers, the team was able to individually train only the few staff who were available during the 
times the clinical team was present at the facility.

9 Access and Barriers to Care

Paula had access to a team of individuals at the residential facility who were dedicated to her 
treatment and were hopeful for successful resolution of the main issues disrupting the household. 
However, resources that were diverted for Paula’s care took away from the care of the other resi-
dents. Namely, the house staff consisted of one to two individuals whose primary function was to 
provide care to the 11 house residents. The additional burden of requesting the house staff to 
perform behavioral reinforcements of the ERP intervention to maintain treatment gains may have 
resulted in low buy-in, burnout of staff, and difficulties disseminating the behavioral intervention 
among the staff.

Likewise, the mental health professionals working at the residential facility were tasked with 
providing ongoing training to house staff on the modified ERP intervention for Paula. However, 
these social workers had a high caseload of individuals for whom they provided care. This diver-
sion of resources for one out of many residents may represent a barrier to Paula’s care, if the 
intervention is not continued effectively to maintain treatment gains.

Last, Paula’s family experienced financial burden for this treatment, paying out-of-pocket for the 
additional treatment resources of the clinical team on top of the Paula’s care at the residential facility. 
Treatment access and duration were shaped partly by access to financial resources for the treatment.
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10 Follow-Up

After the consultation phase, the clinical team fully transferred the duties of maintaining Paula’s 
treatment gains through regular ERP interventions to the staff at the residential care facility. The 
clinical team obtained follow-up data directly from Paula’s case manager detailing the number of 
problematic behavioral incidents that occurred after the clinical team completed their involve-
ment in her care.

11 Treatment Implications of the Case

This case study illustrates the use of a modified ERP treatment for a 47-year-old woman with 
comorbid OCD-like repetitive behavior and DD. During the active phase of treatment (Phase 2), 
Paula experienced mixed results in her three target behaviors, including OCD-like repetitive 
behavior, verbal agitation, and physical aggression. Although gains for physical aggression were 
maintained somewhat during follow-up with some slight increases, verbal agitation increased, 
decreased, and increased during follow-up, representing an overall loss of treatment gains 
through the follow-up period. In addition, there was an observed increase in Paula’s OCD-like 
repetitive behavior during follow-up. The increase in Paula’s OCD-like repetitive behavior and 
mixed results in the verbal agitation and physical aggression were conceptualized by the team to 
be due to several factors. First, the clinical team ended the active treatment phase during the late 
winter/early spring of March, and the consultation phase ended during the spring in May. Based 
on the clinical team’s inability to target outdoor summer-specific OCD-like repetitive behaviors, 
there may have been resurgence in problematic behaviors after the change in season. Second, the 
effectiveness of the staff members’ ability to maintain the gains in flexibility achieved by the 
clinical team may have also been limited. The staff members may have not implemented the 
behavioral interventions adequately over the follow-up period to maintain the level of treatment 
gains achieved by the clinical team. Last, the targeted intervention tasks may have not general-
ized to Paula’s other rigid behaviors. As many of Paula’s physical and verbal outbursts were 
directly linked to her OCD-like repetitive behavior, an increase in her OCD incidents could be 
associated with increases in verbal agitation and physical aggression incidents. Overall, in spite 
of the mixed results from the reported data, staff and family reports showed that Paula demon-
strated increased flexibility and was able to achieve her goal of remaining in the care of the resi-
dential facility.

A notable aspect of the treatment implementation was the type of reward offered to Paula after 
successful task completion. It may not be possible in all cases to offer a tangible reward to a client 
as was done in this case. Paula, in particular, was allowed to have a sweet food reward due to the 
freedoms allowed by a private residential facility. Furthermore, Paula did not have any medical 
problems (e.g., obesity or diabetes) that would prohibit her from additional sugar consumption. 
However, over the course of the treatment, the researchers found that Paula responded favorably 
to the verbal praise and high-fives offered for successful task completion. It could be concluded 
that using only those rewards could result in good treatment outcomes if future treatment teams 
are unable to rely upon food as a form of reinforcement.

The present case study is consistent with the current literature (Hagopian & Jennett, 2008) that 
suggests ERP can be adapted to effectively treat individuals with comorbid OCD and DD. Several 
studies have demonstrated that varying core elements of ERP, such as augmenting parental 
involvement, simplifying language, reducing the reliance on cognitive strategies, and increasing 
the use of contingency management techniques, can significantly reduce short-term OCD-like 
symptoms in individuals with DD (Pence et al., 2010). Similarly, the present study provides evi-
dence that emphasizing behavioral strategies in an adapted ERP framework can improve OCD-
like symptoms in the short term by adding an element of positive reinforcement. Flexibility, 
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creativity, and experimentation in the treatment approach appear to be crucial for patient engage-
ment and symptom reduction, particularly in identifying salient reinforcers, anticipating target 
behaviors to prevent conflict, and modifying the target behaviors and reinforcers over the course 
of treatment.

Although Paula’s overall improvement illustrates the progress of only one individual using 
modified ERP for comorbid OCD and DD, it serves as additional evidence that modified ERP can 
be a feasible and effective treatment for comorbid OCD and DD in adults that can lead to clini-
cally significant improvements in symptoms and functioning. Emphasis on operant conditioning 
of flexible behavior, in particular, can improve OCD-like symptoms in the short term. This case 
study also supports the importance of accurate identification and measurement of target behav-
iors, while addressing systems-level factors of treatment implementation, such as residential staff 
buy-in and psychoeducation.

12 Recommendations to Clinicians and Students

The findings of this case study support three specific recommendations for those considering 
modified ERP for an adult with comorbid OCD and DD. First, the appropriateness and effective-
ness of the ERP adaptations are largely reliant on the accuracy of the instruments used for assess-
ing the target behaviors. Existing assessment instruments for OCD symptomatology, given their 
focus on cognitive content, may be insufficient for individuals with comorbid DD where behav-
ioral elements are the focus of treatment and assessment. Assessment instruments may need to be 
amended such that target behaviors are operationally defined to allow for regular progress moni-
toring, which can serve as a basis for decision making for treatment modifications.

Second, findings from the present case study highlight systems-level factors of treatment 
implementation that are in line with the assess and adapt, convey basics, consult, evaluate, study 
outcomes, sustain (ACCESS) model of implementation (Stirman et al., 2010). This model 
emphasizes context-specific training and consultation, session review and feedback, and ongoing 
support to facilitate sustained use of empirically supported treatments. Given the high morbidity 
of co-occurring OCD and DD, these individuals often reside in managed residential facilities 
where a multi-disciplinary team manages their care. It then becomes crucial to consider aspects 
of trans-disciplinary collaboration when designing, implementing, and monitoring adapted ERP 
treatments. The team needs to be adequately educated on the basic principles underlying the 
interventions, particularly the behavioral principles that are the foundation of ERP. Furthermore, 
given the often demanding schedules of staff of residential facilities, time demands need to be 
discussed to ensure that adequate effort can be devoted to treatment implementation and progress 
monitoring. The input of the team is also essential in designing interventions as the team is likely 
most familiar with the patient’s daily schedule and function as well as the time constraints of 
staff.

Third, staff compliance and treatment fidelity, two significant elements of treatment effective-
ness, can be promoted by ensuring a consultation and treatment environment where staff can 
freely voice their concerns and needs. In terms of sustainability and dissemination, it is important 
to identify team leaders who demonstrate exceptional treatment knowledge, adherence, and sta-
bility in the residential facility. Staff at residential facilities can change during the course of treat-
ment, so the identified team leaders ideally serve as a stable element during the course of 
treatment, acting as continuous educators and progress monitors. Moreover, given the need for 
treatment flexibility, ongoing assessment using accurate assessment measures and consultation 
with team members will increase the likelihood of accurate treatment modifications and improved 
outcomes.

When the treatment team first conceptualized this case and possible treatment, several treat-
ment options were considered. Habit Reversal Training (HRT) was considered, as this treatment 
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works to inhibit and replace intrusive behaviors using a standard protocol of increasing aware-
ness, development of a competing response, building motivation, and skill generalization (Woods 
& Miltenberger, 1995). However, it is generally thought to require a certain level of cognitive 
ability on the part of the individual to achieve awareness of target behaviors and the ability to 
self-imposed replacement behaviors. The treatment team thought that Paula would not be able to 
achieve this level of awareness based on her cognitive abilities. More research is needed to deter-
mine whether HRT could be adapted and used as an appropriate treatment option for individuals 
with DD.

Although the present study provides important lessons about the assessment, planning, and 
treatment implementation for comorbid OCD and DD, the results need to be considered in the 
context of several limitations. First, our findings are limited by our study design, which contains 
a single case without a control condition. It will be important for future research in this area to 
measure treatment effectiveness using randomized controlled trials (RCTs) with larger sample 
sizes. RCTs with larger samples can be powered to detect the effectiveness of specific treatment 
components as well as measure significant effects of various treatment dosages. Second, although 
our follow-up assessments were longer than those of other current studies, future research needs 
to address the lack of long-term follow-up assessments using accurate and clinically meaningful 
instruments. Despite these limitations, the present case study emphasizes the importance of 
patient-level and systems-level factors in the assessment and treatment of comorbid OCD and 
DD. It provides further evidence for the effectiveness of ERP modifications to treat OCD symp-
toms in individuals with DD, and underscores the importance of accurate and regular behavioral 
assessments. Finally, the present study highlights the critical role of systems-level factors in 
fostering the sustainability and effectiveness of treatment.
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