
Obsessive-Compulsive and Related Disorders 10.1 Obsessive-Compulsive Disorder Obsessive-
compulsive disorder (OCD) is represented by a diverse group of symptoms that include intrusive
thoughts, rituals, preoccupations, and compulsions. These recurrent obsessions or compulsions
cause severe distress to the person. The obsessions or compulsions are time-consuming and
interfere significantly with the person’s normal routine, occupational functioning, usual social
activities, or relationships. A patient with OCD may have an obsession, a compulsion, or both. An
obsession is a recurrent and intrusive thought, feeling, idea, or sensation. In contrast to an
obsession, which is a mental event, a compulsion is a behavior. Specifically, a compulsion is a
conscious, standardized, recurrent behavior, such as counting, checking, or avoiding. A patient with
OCD realizes the irrationality of the obsession and experiences both the obsession and the
compulsion as ego-dystonic (i.e., unwanted behavior). Although the compulsive act may be carried
out in an attempt to reduce the anxiety associated with the obsession, it does not always succeed
in doing so. The completion of the compulsive act may not affect the anxiety, and it may even
increase the anxiety. Anxiety is also increased when a person resists carrying out a compulsion. A
variety of OCD conditions are described in this section and those that follow (Sections 10.2–10.5).
EPIDEMIOLOGY The rates of OCD are fairly consistent, with a lifetime prevalence in the general
population estimated at 2 to 3 percent. Some researchers have estimated that the disorder is
found in as many as 10 percent of outpatients in psychiatric clinics. These figures make OCD the
fourth most common psychiatric diagnosis after phobias, substance-related disorders, and major
depressive disorder. Epidemiological studies in Europe, Asia, and Africa have confirmed these rates
across cultural boundaries. Among adults, men and women are equally likely to be affected, but
among adolescents, boys are more commonly affected than girls. The mean age of onset is about
20 years, although men have a slightly earlier age of onset (mean about 19 years) than women
(mean about 22 years). Overall, the symptoms of about two thirds of affected persons have an
onset before age 25, and the symptoms of fewer than 15 percent have an onset after age 35. The
onset of the disorder can occur in adolescence
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or childhood, in some cases as early as 2 years of age. Single persons are more frequently affected
with OCD than are married persons, although this finding probably reflects the difficulty that
persons with the disorder have maintaining a relationship. OCD occurs less often among blacks
than among whites, although access to health care rather than differences in prevalence may
explain the variation. COMORBIDITY Persons with OCD are commonly affected by other mental
disorders. The lifetime prevalence for major depressive disorder in persons with OCD is about 67
percent and for social phobia about 25 percent. Other common comorbid psychiatric diagnoses in
patients with OCD include alcohol use disorders, generalized anxiety disorder, specific phobia,
panic disorder, eating disorders, and personality disorders. OCD exhibits a superficial resemblance
to obsessive-compulsive personality disorder, which is associated with an obsessive concern for
details, perfectionism, and other similar personality traits. The incidence of Tourette’s disorder in
patients with OCD is 5 to 7 percent, and 20 to 30 percent of patients with OCD have a history of
tics. ETIOLOGY Biological Factors Neurotransmitters SEROTONERGIC SYSTEM. The many clinical
drug trials that have been conducted support the hypothesis that dysregulation of serotonin is
involved in the symptom formation of obsessions and compulsions in the disorder. Data show that
serotonergic drugs are more effective in treating OCD than drugs that affect other
neurotransmitter systems, but whether serotonin is involved in the cause of OCD is not clear.
Clinical studies have assayed cerebrospinal fluid (CSF) concentrations of serotonin metabolites
(e.g., 5hydroxyindoleacetic acid [5-HIAA]) and affinities and numbers of platelet-binding sites of
tritiated imipramine (Tofranil), which binds to serotonin reuptake sites, and have reported variable
findings of these measures in patients with OCD. In one study, the CSF concentration of 5-HIAA
decreased after treatment with clomipramine (Anafranil), focusing attention on the serotonergic
system. NORADRENERGIC SYSTEM. Currently, less evidence exists for dysfunction in the
noradrenergic system in OCD. Anecdotal reports show some improvement in OCD symptoms with
use of oral clonidine (Catapres), a drug that lowers the amount of norepinephrine released from the
presynaptic nerve terminals. NEUROIMMUNOLOGY. Some interest exists in a positive link between
streptococcal infection and OCD. Group Aβ-hemolytic streptococcal infection can cause rheumatic
fever, and approximately 10 to 30 percent of the patients develop Sydenham’s chorea and show
obsessive-compulsive symptoms.

Brain-Imaging Studies. Neuroimaging in patients with OCD has produced converging data
implicating altered function in the neurocircuitry between orbitofrontal cortex, caudate, and
thalamus. Various functional brain-imaging studies—for example, positron emission tomography
(PET)—have shown increased activity (e.g., metabolism and blood flow) in the frontal lobes, the
basal ganglia (especially the caudate), and the cingulum of patients with OCD. The involvement of
these areas in the pathology of OCD appears more associated with corticostriatal pathways than
with the amygdala pathways, which are the current focus of much anxiety disorder research.
Pharmacological and behavioral treatments reportedly reverse these abnormalities (Fig. 10.1-1).
Data from functional brain-imaging studies are consistent with data from structural brain-imaging
studies. Both computed tomographic (CT) and magnetic resonance imaging (MRI) studies have
found bilaterally smaller caudates in patients with OCD. Both functional and structural brain-
imaging study results are also compatible with the observation that neurological procedures
involving the cingulum are sometimes effective in the treatment of OCD. One recent MRI study
reported increased T1 relaxation times in the frontal cortex, a finding consistent with the location
of abnormalities discovered in PET studies. FIGURE 10.1-1 Brain regions implicated in the
pathophysiology of obsessive-compulsive disorder. (From



Rosenberg DR, MacMillan SN, Moore GJ. Brain anatomy and chemistry may predict treatment
response in paediatric obsessive-compulsive disorder. In J Neuropsychopharmacol. 2001; 4:179,
with permission.) Genetics. Available genetic data on OCD support the hypothesis that the disorder
has a significant genetic component. Relatives of probands with OCD consistently have a threefold
to fivefold higher probability of having OCD or obsessive-compulsive features than families of
control probands The data, however, do not yet distinguish the heritable factors from the influence
of cultural and behavioral effects on the transmission of the disorder. Studies of concordance for
the disorder in twins have consistently found a significantly higher concordance rate for
monozygotic twins than for dizygotic twins. Some studies also demonstrate increased rates of a
variety of conditions among relatives of OCD probands, including generalized anxiety disorder, tic
disorders, body dysmorphic disorder, hypochondriasis, eating disorders, and habits such as nail-
biting. Other Biological Data. Electrophysiological studies, sleep electroencephalogram (EEG)
studies, and neuroendocrine studies have contributed data that indicate some commonalities
between depressive disorders and OCD. A higher than usual incidence of nonspecific EEG
abnormalities occurs in patients with OCD. Sleep EEG studies have found abnormalities similar to
those in depressive disorders, such as decreased rapid eye movement latency. Neuroendocrine
studies have also produced some analogies to depressive disorders, such as nonsuppression on the
dexamethasone-suppression test in about one-third of patients and decreased growth hormone
secretion with clonidine infusions. As mentioned, studies have suggested a possible link between a
subset of OCD cases and certain types of motor tic syndromes (i.e., Tourette’s disorder and chronic
motor tics). A higher rate of OCD, Tourette’s disorder, and chronic motor tics are found in relatives
of patients with Tourette’s disorder than in relatives of controls, whether or not they had OCD. Most
family studies of probands with OCD have found increased rates of Tourette’s disorder and chronic
motor tics only among the relatives of probands with OCD who also have some form of tic disorder.
Evidence also suggests cotransmission of Tourette’s disorder, OCD, and chronic motor tics within
families. Behavioral Factors According to learning theorists, obsessions are conditioned stimuli. A
relatively neutral stimulus becomes associated with fear or anxiety through a process of
respondent conditioning by being paired with events that are noxious or anxiety producing. Thus,
previously neutral objects and thoughts become conditioned stimuli capable of provoking anxiety
or discomfort. Compulsions are established in a different way. When a person discovers that a
certain action reduces anxiety attached to an obsessional thought, he or she develops

active avoidance strategies in the form of compulsions or ritualistic behaviors to control the
anxiety. Gradually, because of their efficacy in reducing a painful secondary drive (anxiety), the
avoidance strategies become fixed as learned patterns of compulsive behaviors. Learning theory
provides useful concepts for explaining certain aspects of obsessive-compulsive phenomena—for
example, the anxiety-provoking capacity of ideas not necessarily frightening in themselves and the
establishment of compulsive patterns of behavior. Psychosocial Factors Personality Factors. OCD
differs from obsessive-compulsive personality disorder, which is associated with an obsessive
concern for details, perfectionism, and other similar personality traits. Most persons with OCD do
not have premorbid compulsive symptoms, and such personality traits are neither necessary nor
sufficient for the development of OCD. Only about 15 to 35 percent of patients with OCD have had
premorbid obsessional traits. Psychodynamic Factors. Psychodynamic insight may be of great help
in understanding problems with treatment compliance, interpersonal difficulties, and personality
problems accompanying the Axis I disorder. Many patients with OCD may refuse to cooperate with
effective treatments such as selective serotonin reuptake inhibitors (SSRIs) and behavior therapy.



Even though the symptoms of OCD may be biologically driven, psychodynamic meanings may be
attached to them. Patients may become invested in maintaining the symptomatology because of
secondary gains. For example, a male patient, whose mother stays home to take care of him, may
unconsciously wish to hang on to his OCD symptoms because they keep the attention of his
mother. Another contribution of psychodynamic understanding involves the interpersonal
dimensions. Studies have shown that relatives will accommodate the patient through active
participation in rituals or significant modifications of their daily routines. This form of family
accommodation is correlated with stress in the family, rejecting attitudes toward the patient, and
poor family functioning. Often, the family members are involved in an effort to reduce the patient’s
anxiety or to control the patient’s expressions of anger. This pattern of relatedness may become
internalized and be recreated when the patient enters a treatment setting. By looking at recurring
patterns of interpersonal relationships from a psychodynamic perspective, patients may learn how
their illness affects others. Finally, one other contribution of psychodynamic thinking is recognition
of the precipitants that initiate or exacerbate symptoms. Often, interpersonal difficulties increase
the patient’s anxiety and, thus, increase the patient’s symptomatology as well. Research suggests
that OCD may be precipitated by a number of environmental stressors, especially those involving
pregnancy, childbirth, or parental care of children. An understanding of the stressors may assist
the clinician in an overall treatment plan

that reduces the stressful events themselves or their meaning to the patient. SIGMUND FREUD. In
classic psychoanalytic theory, OCD was termed obsessive-compulsive neurosis and was considered
a regression from the oedipal phase to the anal psychosexual phase of development. When
patients with OCD feel threatened by anxiety about retaliation for unconscious impulses or by the
loss of a significant object’s love, they retreat from the oedipal position and regress to an intensely
ambivalent emotional stage associated with the anal phase. The ambivalence is connected to the
unraveling of the smooth fusion between sexual and aggressive drives characteristic of the oedipal
phase. The coexistence of hatred and love toward the same person leaves patients paralyzed with
doubt and indecision. An example of how Freud viewed OCD symptoms is described by Otto
Fenichel in the case study presented here. A patient, who was not analyzed, complained in the first
interview that he suffered from the compulsion to look backward constantly, from fear that he
might have overlooked something important behind him. These ideas were predominant; he might
overlook a coin lying on the ground; he might have injured an insect by stepping on it; or an insect
might have fallen on its back and need his help. The patient was also afraid of touching anything,
and whenever he had touched an object he had to convince himself that he had not destroyed it.
He had no vocation because the severe compulsions disturbed all his working activity; however, he
had one passion: housecleaning. He liked to visit his neighbors and clean their houses, just for fun.
Another symptom was described by the patient as his “clothes consciousness”; he was constantly
preoccupied with the question whether or not his suit fitted. He, too, stated that sexuality did not
play an important part in his life. He had sexual intercourse two or three times a year only, and
exclusively with girls in whom he had no personal interest. Later on, he mentioned another
symptom. As a child, he had felt his mother to be disgusting and had been terribly afraid of
touching her. There was no real reason whatsoever for such a disgust, for the mother had been a
nice person. In the clinical picture for this case study, Freud believed the need to be clean and not
to touch is related to anal sexuality, and the disgust for the mother is a reaction against incestuous
fears. One of the striking features of patients with OCD is the degree to which they are preoccupied
with aggression or cleanliness, either overtly in the content of their symptoms or in the



associations that lie behind them. The psychogenesis of OCD, therefore, may lie in disturbances in
normal growth and development related to the anal-sadistic phase of development. Ambivalence.
Ambivalence is an important feature of normal children during the analsadistic developmental
phase; children feel both love and murderous hate toward the same object, sometimes
simultaneously. Patients with OCD often consciously experience

both love and hate toward an object. This conflict of opposing emotions is evident in a patient’s
doing and undoing patterns of behavior and in paralyzing doubt in the face of choices. Magical
Thinking. In magical thinking, regression uncovers early modes of thought rather than impulses;
that is, ego functions as well as id functions are affected by regression. Inherent in magical thinking
is omnipotence of thought. Persons believe that merely by thinking about an event in the external
world they can cause the event to occur without intermediate physical actions. This feeling causes
them to fear having an aggressive thought (Fig. 10.1-2). FIGURE 10.1-2 In magical thinking, one
believes that the thought is equal to the deed, that wishing a person dead will make it happen, as
symbolized in this illustration. (Courtesy of Arthur Tress.) DIAGNOSIS AND CLINICAL FEATURES As
part of the diagnostic criteria for OCD, the fifth edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5) allows clinicians to indicate whether the patient’s OCD is characterized
by good or fair insight, poor insight, or absent insight (Table 10.11). Patients with good or fair
insight recognize that their OCD beliefs are definitely or probably not true or may or may not be
true. Patients with poor insight believe their OCD beliefs are probably true, and patients with
absent insight are convinced that their

beliefs are true. Table 10.1-1 DSM-5 Diagnostic Criteria for Obsessive-Compulsive Disorder Patients
with OCD often take their complaints to physicians rather than psychiatrists (Table 10.1-2). Most
patients with OCD have both obsessions and compulsions—up to 75 percent in some surveys.
Some researchers and clinicians believe that the number may be much closer to 100 percent if
patients are carefully assessed for the presence of mental compulsions in addition to behavioral
compulsions. For example, an obsession about hurting a child may be followed by a mental
compulsion to repeat a specific prayer a specific number of times. Other researchers and clinicians,
however, believe that some patients do have only obsessive thoughts without compulsions. Such
patients are likely to have repetitious thoughts of a sexual or aggressive act that is reprehensible
to them. For clarity, it is best to conceptualize obsessions as thoughts and compulsions as
behavior. Table 10.1-2 Nonpsychiatric Clinical Specialists Likely to See Obsessive-Compulsive
Disorder Patients

Obsessions and compulsions are the essential features of OCD. An idea or an impulse intrudes itself
insistently and persistently into a person’s conscious awareness. Typical obsessions associated
with OCD include thoughts about contamination (“My hands are dirty”) or doubts (“I forgot to turn
off the stove”). A feeling of anxious dread accompanies the central manifestation, and the key
characteristic of a compulsion is that it reduces the anxiety associated with the obsession. The
obsession or the compulsion is ego-alien; that is, it is experienced as foreign to the person’s
experience of himself or herself as a psychological being. No matter how vivid and compelling the
obsession or compulsion, the person usually recognizes it as absurd and irrational. The person
suffering from obsessions and compulsions usually feels a strong desire to resist them.
Nevertheless, about half of all patients offer little resistance to compulsions, although about 80
percent of all patients believe that the compulsion is irrational. Sometimes, patients overvalue



obsessions and compulsions—for example, they may insist that compulsive cleanliness is morally
correct, even though they have lost their jobs because of time spent cleaning. Symptom Patterns
The presentation of obsessions and compulsions is heterogeneous in adults (Table 10.13) and in
children and adolescents (Table 10.1-4). The symptoms of an individual patient can overlap and
change with time, but OCD has four major symptom patterns.

Table 10.1-3 Obsessive-Compulsive Symptoms in Adults Table 10.1-4 Reported Obsessions and
Compulsions for 70 Consecutive Child and Adolescent Patients

Contamination. The most common pattern is an obsession of contamination, followed by washing
or accompanied by compulsive avoidance of the presumably contaminated object. The feared
object is often hard to avoid (e.g., feces, urine, dust, or germs). Patients may literally rub the skin
off their hands by excessive hand washing or may be unable to leave their homes because of fear
of germs. Although anxiety is the most common emotional response to the feared object, obsessive
shame and disgust are also common. Patients with contamination obsessions usually believe that
the

contamination is spread from object to object or person to person by the slightest contact.
Pathological Doubt. The second most common pattern is an obsession of doubt, followed by a
compulsion of checking. The obsession often implies some danger of violence (e.g., forgetting to
turn off the stove or not locking a door). The checking may involve multiple trips back into the
house to check the stove, for example. These patients have an obsessional self-doubt and always
feel guilty about having forgotten or committed something. Intrusive Thoughts. In the third most
common pattern, there are intrusive obsessional thoughts without a compulsion. Such obsessions
are usually repetitious thoughts of a sexual or aggressive act that is reprehensible to the patient.
Patients obsessed with thoughts of aggressive or sexual acts may report themselves to police or
confess to a priest. Suicidal ideation may also be obsessive; but a careful suicidal assessment of
actual risk must always be done. Symmetry. The fourth most common pattern is the need for
symmetry or precision, which can lead to a compulsion of slowness. Patients can literally take
hours to eat a meal or shave their faces. Other Symptom Patterns. Religious obsessions and
compulsive hoarding are common in patients with OCD. Compulsive hair pulling and nail biting are
behavioral patterns related to OCD. Masturbation may also be compulsive. Mental Status
Examination On mental status examinations, patients with OCD may show symptoms of depressive
disorders. Such symptoms are present in about 50 percent of all patients. Some patients with OCD
have character traits suggesting obsessive-compulsive personality disorder (e.g., excessive need
for preciseness and neatness), but most do not. Patients with OCD, especially men, have a higher
than average celibacy rate. Married patients have a greater than usual amount of marital discord.
Ms. K was referred for psychiatric evaluation by her general practitioner. On interview, Ms. K
described a long history of checking rituals that had caused her to lose several jobs and had
damaged numerous relationships. She reported, for example, that because she often had the
thought that she had not locked the door to the car, it was difficult for her to leave that car until
she had checked repeatedly that it was secure. She had broken several car door handles with the
vigor of her checking and had been up to an hour late to work because she spent so much time
checking her car door. Similarly, she had recurrent thoughts that she had left the door to her
apartment unlocked, and she returned several times daily to check her door before she left for



work. She reported that checking doors decreased her anxiety about security. Although Ms. K
reported that she had occasionally tried to leave her car or apartment without checking the door
(e.g., when she was already late for work), she found that she became so worried about her car
being stolen or her apartment being broken into that she had difficulty going anywhere. Ms. K
reported that her obsessions about security had become so extreme over the past 3 months that
she had lost her job due to recurrent tardiness. She recognized the irrational nature of her
obsessive concerns but could not bring herself to ignore them. (Courtesy of Erin B. McClure-Tone,
Ph.D., and Daniel S. Pine, M.D.) DIFFERENTIAL DIAGNOSIS Medical Conditions A number of primary
medical disorders can produce syndromes bearing a striking resemblance to OCD. The current
conceptualization of OCD as a disorder of the basal ganglia derives from the phenomenological
similarity between idiopathic OCD and OCD-like disorders that are associated with basal ganglia
diseases, such as Sydenham’s chorea and Huntington’s disease. Neurological signs of such basal
ganglia pathology must be assessed when considering the diagnosis of OCD in a patient presenting
for psychiatric treatment. It should also be noted that OCD frequently develops before age 30
years, and new-onset OCD in an older individual should raise questions about potential neurological
contributions to the disorder. Tourette’s Disorder OCD is closely related to Tourette’s disorder, as
the two conditions frequently co-occur, both in individuals over time and within families. About 90
percent of persons with Tourette’s disorder have compulsive symptoms, and as many as two thirds
meet the diagnostic criteria for OCD. In its classic form, Tourette’s disorder is associated with a
pattern of recurrent vocal and motor tics that bears only a slight resemblance to OCD. The
premonitory urges that precede tics often strikingly resemble obsessions, however, and many of
the more complicated motor tics are very similar to compulsions. Other Psychiatric Conditions
Obsessive-compulsive behavior is found in a host of other psychiatric disorders, and the clinician
must also rule out these conditions when diagnosing OCD. OCD exhibits a superficial resemblance
to obsessive-compulsive personality disorder, which is associated with an obsessive concern for
details, perfectionism, and other similar personality traits. The conditions are easily distinguished in
that only OCD is associated with a true syndrome of obsessions and compulsions. Psychotic
symptoms often lead to obsessive thoughts and compulsive behaviors that

can be difficult to distinguish from OCD with poor insight, in which obsessions border on psychosis.
The keys to distinguishing OCD from psychosis are (1) patients with OCD can almost always
acknowledge the unreasonable nature of their symptoms, and (2) psychotic illnesses are typically
associated with a host of other features that are not characteristic of OCD. Similarly, OCD can be
difficult to differentiate from depression because the two disorders often occur comorbidly, and
major depression is often associated with obsessive thoughts that, at times, border on true
obsessions such as those that characterize OCD. The two conditions are best distinguished by their
courses. Obsessive symptoms associated with depression are only found in the presence of a
depressive episode, whereas true OCD persists despite remission of depression. COURSE AND
PROGNOSIS More than half of patients with OCD have a sudden onset of symptoms. The onset of
symptoms for about 50 to 70 percent of patients occurs after a stressful event, such as a
pregnancy, a sexual problem, or the death of a relative. Because many persons manage to keep
their symptoms secret, they often delay 5 to 10 years before coming to psychiatric attention,
although the delay is probably shortening with increased awareness of the disorder. The course is
usually long but variable; some patients experience a fluctuating course, and others experience a
constant one. About 20 to 30 percent of patients have significant improvement in their symptoms,
and 40 to 50 percent have moderate improvement. The remaining 20 to 40 percent of patients



either remain ill or their symptoms worsen. About one-third of patients with OCD have major
depressive disorder, and suicide is a risk for all patients with OCD. A poor prognosis is indicated by
yielding to (rather than resisting) compulsions, childhood onset, bizarre compulsions, the need for
hospitalization, a coexisting major depressive disorder, delusional beliefs, the presence of
overvalued ideas (i.e., some acceptance of obsessions and compulsions), and the presence of a
personality disorder (especially schizotypal personality disorder). A good prognosis is indicated by
good social and occupational adjustment, the presence of a precipitating event, and an episodic
nature of the symptoms. The obsessional content does not seem to be related to the prognosis.
TREATMENT With mounting evidence that OCD is largely determined by biological factors, classic
psychoanalytic theory has fallen out of favor. Moreover, because OCD symptoms appear to be
largely refractory to psychodynamic psychotherapy and psychoanalysis, pharmacological and
behavioral treatments have become common. But psychodynamic factors may be of considerable
benefit in understanding what precipitates exacerbations of the disorder and in treating various
forms of resistance to treatment, such as noncompliance with medication. Many patients with OCD
tenaciously resist treatment efforts. They may refuse to take medication and may resist carrying
out therapeutic homework assignments and other

activities prescribed by behavior therapists. The obsessive-compulsive symptoms themselves, no
matter how biologically based, may have important psychological meanings that make patients
reluctant to give them up. Psychodynamic exploration of a patient’s resistance to treatment may
improve compliance. Well-controlled studies have found that pharmacotherapy, behavior therapy,
or a combination of both is effective in significantly reducing the symptoms of patients with OCD.
The decision about which therapy to use is based on the clinician’s judgment and experience and
the patient’s acceptance of the various modalities. Pharmacotherapy The efficacy of
pharmacotherapy in OCD has been proved in many clinical trials and is enhanced by the
observation that the studies find a placebo response rate of only about 5 percent. The drugs, some
of which are used to treat depressive disorders or other mental disorders, can be given in their
usual dosage ranges. Initial effects are generally seen after 4 to 6 weeks of treatment, although 8
to 16 weeks are usually needed to obtain maximal therapeutic benefit. Treatment with
antidepressant drugs is still controversial, and a significant proportion of patients with OCD who
respond to treatment with antidepressant drugs seem to relapse if the drug therapy is
discontinued. The standard approach is to start treatment with an SSRI or clomipramine and then
move to other pharmacological strategies if the serotonin-specific drugs are not effective. The
serotonergic drugs have increased the percentage of patients with OCD who are likely to respond
to treatment to the range of 50 to 70 percent. Selective Serotonin Reuptake Inhibitors. Each of the
SSRIs available in the United States—fluoxetine (Prozac), fluvoxamine (Luvox), paroxetine (Paxil),
sertraline (Zoloft), citalopram (Celexa)—has been approved by the US Food and Drug
Administration (FDA) for the treatment of OCD. Higher dosages have often been necessary for a
beneficial effect, such as 80 mg a day of fluoxetine. Although the SSRIs can cause sleep
disturbance, nausea and diarrhea, headache, anxiety, and restlessness, these adverse effects are
often transient and are generally less troubling than the adverse effects associated with tricyclic
drugs, such as clomipramine. The best clinical outcomes occur when SSRIs are used in combination
with behavioral therapy. Clomipramine. Of all the tricyclic and tetracyclic drugs, clomipramine is
the most selective for serotonin reuptake versus norepinephrine reuptake and is exceeded in this
respect only by the SSRIs. The potency of serotonin reuptake of clomipramine is exceeded only by
sertraline and paroxetine. Clomipramine was the first drug to be FDA approved for the treatment of



OCD. Its dosing must be titrated upward over 2 to 3 weeks to avoid gastrointestinal adverse effects
and orthostatic hypotension, and as with other tricyclic drugs, it causes significant sedation and
anticholinergic effects, including dry mouth and constipation. As with SSRIs, the best outcomes
result from a combination

of drug and behavioral therapy. Other Drugs. If treatment with clomipramine or an SSRI is
unsuccessful, many therapists augment the first drug by the addition of valproate (Depakene),
lithium (Eskalith), or carbamazepine (Tegretol). Other drugs that can be tried in the treatment of
OCD are venlafaxine (Effexor), pindolol (Visken), and the monoamine oxidase inhibitors (MAOIs),
especially phenelzine (Nardil). Other pharmacological agents for the treatment of unresponsive
patients include buspirone (BuSpar), 5-hydroxytryptamine (5HT), L-tryptophan, and clonazepam
(Klonopin). Adding an atypical antipsychotic such as risperidone (Risperdal) has helped in some
cases. Behavior Therapy Although few head-to-head comparisons have been made, behavior
therapy is as effective as pharmacotherapies in OCD, and some data indicate that the beneficial
effects are longer lasting with behavior therapy. Many clinicians, therefore, consider behavior
therapy the treatment of choice for OCD. Behavior therapy can be conducted in both outpatient
and inpatient settings. The principal behavioral approaches in OCD are exposure and response
prevention. Desensitization, thought stopping, flooding, implosion therapy, and aversive
conditioning have also been used in patients with OCD. In behavior therapy, patients must be truly
committed to improvement. Psychotherapy In the absence of adequate studies of insight-oriented
psychotherapy for OCD, any valid generalizations about its effectiveness are hard to make,
although there are anecdotal reports of successes. Individual analysts have seen striking and
lasting changes for the better in patients with obsessive-compulsive personality disorder, especially
when they are able to come to terms with the aggressive impulses underlying their character traits.
Likewise, analysts and dynamically oriented psychiatrists have observed marked symptomatic
improvement in patients with OCD in the course of analysis or prolonged insight psychotherapy.
Mr. P, a passive, emotionally vacant, exceedingly polite and quiet man in his 30s, had obsessive-
compulsive disorder and sought psychodynamic psychotherapy because he was having difficulty
functioning at work or in relationships. Mr. P had counting rituals and a compulsion to keep
checking that there were no sharp knives left with their blades exposed and no shoes not properly
hung on shoetrees or aligned in closets. In sessions he often spoke endlessly about seemingly
empty details of his work life. The therapist became drowsy at one point as he listened to Mr. P,
who noticed this and, with uncharacteristic affect in his voice, asked, “Doctor, excuse me, but are
you listening?” To this the therapist replied, “No, I guess not. Are you?” Mr. P apologized for having
been boring.

This incident led to a direct discussion between them about the way Mr. P’s obsessive,
circumstantial, and emotionally empty recounting of details was a form of resistance and one in
which his therapist had joined him by becoming drowsy in the session. Were they going to do the
work of therapy together or not? In subsequent sessions Mr. P made efforts to speak more about
the origin of his symptoms, which began with a ritual of kissing his parents each goodnight nine
times lest he be unable to sleep. On one occasion, while explaining this, Mr. P made a slip of
speech about having to kiss his father nine times, instead substituting the word “kick” for “kiss.”
When he heard this, the therapist asked Mr. P if he had noticed the slip. Mr. P insisted he could not
have made such a mistake, escalated his protests about this for a minute or two as he became
sadder, then burst into sobs. While weeping Mr. P accused the therapist of pretending there had



been a slip of speech to make him look bad, and then, with an outburst of anger, recalled the hurt
and injury he had felt when the therapist had become drowsy in the session. Surprised at the
intensity of his feelings, Mr. P recalled when his need to kiss his parents goodnight in a ritualized
way had begun. It was after he had gotten a new puppy. His controlling and intrusive father had
kicked Mr. P’s beloved new puppy after the latter had a series of toileting accidents in the house.
Mr. P wept as he recalled his revulsion and rage at his father and the way he had later comforted
his dog when alone. Mr. P recalled having repeatedly unfolded and refolded the blade of his
jackknife to show his dog his weapon and swore to his dog that he would use it on his father if the
latter ever tried to hurt him again. Soon after the kicking incident Mr. P’s father decided he had had
enough of this messy puppy and sent the dog away while Mr. P was at school. Mr. P was bereft for
a while, but soon settled into an affectless, timid, and passive way of being. Mr. P responded to
what he had learned about his compulsions by actively trying to suppress them and became more
anxious. As his anxiety was explored, memories emerged of Mr. P’s earlier struggle with his parents
around toileting before the puppy came into his life, when he had received regular enemas from his
father to control the frequency of bowel movements. Despite loving his father, Mr. P was also
enraged at him for taking his dog away without a chance to say goodbye and for the intrusive and
terrifying experience of the enemas, while he was also furious at his mother for not stopping his
father. Mr. P also felt humiliated that he had experienced this kind of intrusion into his body and
that he had let his dog be given away by his father after swearing that he would protect the puppy
from his father. The meaning of Mr. P’s specific rituals about knives and shoes became apparent in
the course of his therapy as a result of his reaction to his therapist’s lapse in becoming drowsy and
a slip of speech that revealed aggression hidden beneath passivity and compliance. Mr. P needed
to be sure that no knife blades were exposed because such blades represented the threat of a
terrifying assault on his father or an equally terrifying failure to protect the puppy that he loved but
lost. Similarly, Mr. P’s compulsive need to put shoes properly and safely on shoetrees was linked to
an effort to put away the memory of and prevent any recurrence of his beloved puppy being

kicked and injured by a shod foot. After these were clarified and Mr. P tried to control his rituals,
signal anxiety emerged, and with it the recovery of memories of an earlier struggle with his parents
about intrusive control of his toileting behavior. (Courtesy of E. M. Plakun, M.D.) Supportive
psychotherapy undoubtedly has its place, especially for those patients with OCD who, despite
symptoms of varying degrees of severity, are able to work and make social adjustments. With
continuous and regular contact with an interested, sympathetic, and encouraging professional
person, patients may be able to function by virtue of this help, without which their symptoms would
incapacitate them. Occasionally, when obsessional rituals and anxiety reach an intolerable
intensity, it is necessary to hospitalize patients until the shelter of an institution and the removal
from external environmental stresses diminish symptoms to a tolerable level. A patient’s family
members are often driven to the verge of despair by the patient’s behavior. Any psychotherapeutic
endeavors must include attention to the family members through provision of emotional support,
reassurance, explanation, and advice on how to manage and respond to the patient. Other
Therapies Family therapy is often useful in supporting the family, helping reduce marital discord
resulting from the disorder, and building a treatment alliance with the family members for the good
of the patient. Group therapy is useful as a support system for some patients. For extreme cases
that are treatment resistant and chronically debilitating, electroconvulsive therapy (ECT) and
psychosurgery are considerations. ECT should be tried before surgery. A psychosurgical procedure
for OCD is cingulotomy, which may be successful in treating otherwise severe and treatment-



unresponsive patients. Other surgical procedures (e.g., subcaudate tractotomy, also known as
capsulotomy) have also been used for this purpose. Deep Brain Stimulation (DBS) Nonablative
surgical techniques involving indwelling electrodes in various basal ganglia nuclei are under
investigation to treat both OCD and Tourette’s disorder. DBS is performed using MRI-guided
stereotactic techniques in which electrodes are implanted in the brain. Complications of DBS
include infection, bleeding, or the development of seizures, which are almost always controlled by
treatment with phenytoin (Dilantin). Some patients who do not respond to psychosurgery alone
and who do not respond to pharmacotherapy or behavior therapy before the operation do respond
to pharmacotherapy or behavior therapy after psychosurgery. OBSESSIVE-COMPULSIVE OR
RELATED DISORDER DUE TO ANOTHER MEDICAL CONDITION

Many medical condition can result in obsessive-compulsive symptoms (i.e., hair pulling, skin-
picking). The diagnosis of obsessive-compulsive or related disorder attributable to another medical
condition is used when obsessive-compulsive symptoms develop in the context of an identifiable
medical condition. OCD-like symptoms have been reported in children following group Aβ-
hemolytic streptococcal infection and have been called pediatric autoimmune neuropsychiatric
disorders associated with streptococcus (PANDAS). They are believed to result from an
autoimmune process that leads to inflammation of the basal ganglia that disrupts cortical-striatal-
thalamic axis functioning. For more information, see Section 31.14 OCD in childhood and
adolescence. SUBSTANCE-INDUCED OBSESSIVE-COMPULSIVE OR RELATED DISORDER Substance-
induced obsessive-compulsive or related disorder is characterized by the emergence of obsessive-
compulsive or related symptoms as a result of a substance, including drugs, medications, and
alcohol. Symptoms present either during use or within a month after substance use, intoxication, or
withdrawal. The symptoms cannot be better accounted for by a specific obsessive-compulsive or
related disorder or another medical condition. The disturbance cannot occur exclusively during the
course of delirium. OTHER SPECIFIED OBSESSIVE-COMPULSIVE OR RELATED DISORDER This
category is for patients who have symptoms characteristic of obsessive-compulsive and related
disorder but do not meet the full criteria for any specific obsessivecompulsive or related disorder.
This diagnosis is appropriate under three situations: (1) an atypical presentation, (2) another
specific syndrome not listed in DSM-5, and (3) the information presented is insufficient to make a
full diagnosis of a obsessivecompulsive or related disorder. Olfactory Reference Syndrome
Olfactory reference syndrome is characterized by a false belief by the patient that he or she has a
foul body odor that is not perceived by others. The preoccupation leads to repetitive behaviors
such as washing the body or changing clothes. The patient may have good, fair, poor, or absent
insight into the behavior. The syndrome is predominant in males and single status. The mean age
of onset is 25 years of age. The belief of a subjective sense of smell that does not exist externally
may rise to the level of a somatic delusion, in which case a diagnosis of delusional disorder should
be considered. The syndrome has been well documented in the psychiatric literature, usually
classified as a delusion of perception. Whether or not it deserves a special diagnostic category is
open to question. In assessing a patient with olfactory reference syndrome, it is important to
exclude somatic causes. Some patients with temporal lobe epilepsy may complain of smelling foul
odors. Local irritations of the hippocampus from pituitary tumors may also cause

olfactory sensations. Patients with inflammation of the frontal, ethmoidal, or sphenoidal sinuses
may also have a subjective sense of offensive odors. Olfactory reference syndrome is included in
the “other specified” designation for obsessive-compulsive and related disorder of DSM-5.
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