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In everyday speech, someone may be described as ‘obsessive’ 
about a subject that interests them deeply such as football or 

a particular pop band. This, however, is a far cry from the 
severely disabling and overwhelming experience of obses-
sive-compulsive disorder (OCD).
 Both the International Classi!cation of Diseases (ICD-11)1 

and Diagnostic and Statistical Manual of Mental Disorders 
(DSM-5)2 de!ne OCD as comprising either obsessions or com-
pulsions, or both together. For the !rst time, both the DSM-5 
and now the ICD-11 contain a separate chapter, distinct from 
anxiety disorders, solely devoted to Obsessive Compulsive 
Related Disorders (OCRDs). 
 Obsessions are unwanted thoughts, images or impulses 
that intrude on consciousness and cause anxiety or distress 
(see Table 1). They often involve harm-related themes. Intrusive 
obsessional thoughts differ from delusions in that they are 
egodystonic and are recognised by the individual as irrational.
 Compulsions are ritualistic behaviours that are often devel-
oped in an attempt to reduce obsessional anxiety (see Table 2). 
They are either not really connected to the obsessive fear or are 
clearly excessive. For example, a woman with unwanted 
thoughts of having sex with strangers may develop a compul-
sion to wash her hands repeatedly, or a man with the obsession 
that his home may be burgled may check he has locked the 
front door 25 times. Compulsions may reduce anxiety or dis-
tress, but if so only by a small amount. Moreover, reassurance 
afforded by the compulsion is short lived. The temporary relief 
serves only to reinforce the compulsion and the act is repeated 
over and over.

Who suffers from OCD?
Epidemiological studies have shown that OCD affects males 
and females roughly equally throughout the world.3 OCD is 
found in all cultures and social classes. 
 In a prospective study of 591 subjects aged between 20/21 
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and 49/50 years from the general population of Zurich, 
Switzerland, interviewed seven times over 30 years, the cumu-
lative prevalence of OCD was 3.5%, the prevalence of a 
sub-threshold obsessive-compulsive syndrome associated with 
less disability was 9.7% and the prevalence of obsessive com-
pulsive symptoms was 11.2 %.4 There appear to be two peaks 
in the age of onset of OCD symptoms, the !rst in early adoles-
cence and the second occurring in early adulthood.5 A longitu-
dinal community-based study found that approximately 
two-thirds of cases had emerged by the age of 22 years.6

 Many children display obsessive and compulsive behav-
iours; for example, counting and repeating rhymes and games, 
or even excessive hand-washing following a school talk on 
microbes. Although most children will simply grow out of this 
phase, a small but signi!cant group, usually with more severe 
problems, will go on to develop OCD. 
 Some cases of acute childhood-onset illness are thought to 
be associated with infection with group A beta-haemolytic strep-
tococci, originally described under the acronym PANDAS (paedi-
atric autoimmune neuropsychiatric disorders associated with 
streptococcal infections) and subsequently renamed paediatric 
acute neuropsychiatric syndrome (PANS), since evidence high-
lighted the fact that several agents other than streptococcus 
might be involved.7 These patients may also develop tics or 
choreiform movements as part of the disorder. The incidence of 
this disorder has not been established. However, most patients 
present with a history of mild non-clinical obsessions prior to 

the onset of handicapping OCD. No speci!c life event is asso-
ciated with the onset of illness, but almost any kind of stress 
may exacerbate the condition.
 Genetic and environmental factors contribute to the devel-
opment of OCD, with good evidence suggesting that the corti-
co-striato-thalamo-cortical (CSTC) circuit is implicated in the 
pathophysiology of the disorder.8 It is important to emphasise 
that those who suffer with OCD can have a reduced quality of 
life that is similar to patients with a diagnosis of schizophre-
nia.9

Treatment
NICE guidance on the treatment of OCD and body dysmorphic 
disorder (BDD) in both adults and children was published in 
2005.10 NICE has marked this guideline for update, and at the 
time of writing, a consultation process is underway. 
 The current guideline states that adults with OCD should be 
treated according to a model of stepped-care ranging from pub-
lic awareness and information through to specialised inpatient 
treatment for the most severely handicapped, treatment-resist-
ant individuals (see Figure 1).10 Figure 2 illustrates steps 3–5 
of the NICE-recommended care pathway for adults with OCD.10

 NICE guidance for children and adolescents is similar to 
that for adults, although the prescription of SSRIs for this group 
needs special care (see Figure 3).10 Although SSRIs are ef!ca-
cious in OCD in children and adolescents, their use has been 
associated with the development of harm-related events in the 
short term. For example, a meta-analysis including 27 ran-
domised controlled trials of SSRI use in children and adoles-
cents showed a small increase in suicidal thoughts and 
self-harm with SSRIs compared to placebo, although no com-
pleted suicides.11 NICE states that an SSRI should not be pre-
scribed to a child or adolescent without an assessment and 
diagnosis by a child and adolescent psychiatrist. Only "uvoxam-
ine and sertraline are currently licensed for use in children and 
adolescents with OCD. 

Psychological approaches
Exposure principles
Exposure works on the observation that someone with OCD 
who has an intense fear of a situation, when confronted with 
the situation, will either attempt to escape or perform activities 
(compulsions or rituals) to reduce or prevent the harm they fear 
will result. High anxiety is extremely unpleasant and, because 
escape and compulsive behaviours reduce the anxiety, the 
escape behaviours are reinforced by the reduction of the anxi-
ety. Consequently, the symptoms are worsened by each episode 
of brief exposure and escape.
 In exposure treatment, a form of cognitive behavioural ther-
apy, (Author: this text added; is this OK?) the aim is to produce 
prolonged periods of contact with the feared situation until the 
anxiety reduces naturally (habituation). Although compulsions 
reduce anxiety and reinforce further compulsive behaviours and 
rituals, the reduction in anxiety produced by a compulsive ritual 
tends to be small and the effect temporary. In effect, rituals 
prevent or interrupt therapeutic exposure and instead increase 

•  Fear of causing harm to oneself or someone else (through 
an act of omission or commission)

•  Fear of contamination
•  Fear of behaving unacceptably 
•  Fear of losing objects or inadvertent disclosure of 

information 
•  Blasphemous or religious obsessions
•  Fear of making a mistake (perfectionism)
•  Need for symmetry or exactness

Table 1. Common obsessions

Behaviours
•  Handwashing 
•  Cleaning 
•  Ordering and arranging 
•  Checking
•  Asking for reassurance
•  Hoarding

Mental acts
•  Repeating words silently
•  Counting
•  ‘Reliving’ actions mentally
•  Repetitive ‘praying’
•  Repeating words or sequences as a form of ‘undoing’ the 

obsession

Table 2. Common compulsions
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the tendency to ritualise further.
 With treatment, the patient is asked to expose themselves 
to the fear-provoking situation and remain in that situation until 
the anxiety has naturally reduced substantially. This usually 
takes between 60 and 90 minutes. For patients with obses-
sions and overt compulsions, the treatment involves a pro-
longed course of graded exposure in real life to the feared 
situation or situations, together with self-imposed response 
prevention.
 Although this is a simple technique in theory, the skill lies 
in the therapist accurately assessing the correct fear-provoking 
cues, educating the patient about the therapy and helping him 
or her to agree on a level of exposure that will cause a degree 
of anxiety that can be tolerated.
 Although exposure is the cornerstone of treatment of OCD, 

it needs to be combined with response prevention, ie encour-
agement not to perform compulsions, which can be either phys-
ical or mental. This can usually be achieved by demonstrating 
to the patient how they interfere with exposure. The combined 
therapy is known as exposure and response prevention (ERP). 
 The same exposure tasks are then repeated by the patient 
at least daily (preferably three times a day) until there is little 
anxiety even at the commencement of the exposure. A more 
anxiety-provoking situation can then be tackled, and the pro-
cess repeated until the patient has completed all the tasks on 
the individual anxiety hierarchy devised with the therapist. 
 The ef!cacy of self-exposure has led to the development of 
a number of self-help manuals. However, few patients can suc-
cessfully complete a treatment programme without at least 
some professional guidance. The patient should ideally be seen 
initially for education about anxiety and its treatment and for 
help in devising treatment targets. Subsequent meetings are 
required to monitor progress, give encouragement and advise 
on any dif!culties that may arise.
 The most effective exposure has been shown to be: 
• Prolonged rather than of short duration
• In real life rather than in fantasy
• Regularly practised with self-exposure homework tasks.

Outcome of psychological treatment
In controlled trials, the treatment of OCD using straightforward 
graduated exposure and self-imposed response prevention has 
been shown to be effective in the majority of patients that com-
plete the treatment. A systematic review and meta-analysis of 
37 randomised trials showed that cognitive behavioural thera-
pies were superior in reducing symptoms compared to remain-
ing on a waiting list or other psychological therapies acting as 
a control.12

 Despite these good results, many patients fail to engage in 
exposure treatments while others relapse and require booster 
sessions. It is advisable to follow patients up for several 
months after the conclusion of therapy to ensure that their 
gains are maintained and that, if signs of relapse develop, they 
can be dealt with promptly before the patient has reverted to 
pretreatment levels of disability.
 Despite its attractiveness in this disorder, there is little 

Figure 1. NICE-recommended stepped care model for the 
management of obsessive-compulsive disorder (OCD)10

Step 6
Inpatient care or intensive treatment programmes 
(national)

Who is responsible for care?

Step 5
Multidisciplinary teams with speci!c expertise in 
management of OCD (regional)

Step 4
Local multidisciplinary care (GP or psychiatrist)

Step 3
GPs and primary care team, primary care 
mental health worker, family support team

Step 2
GPs, practice nurses, school health 
advisors

Step 1
Individuals, public organisations, NHS

Brief CBT (including ERP) ≤10 
therapist hours (individual or group)

Intensive CBT (including ERP) >10 
therapist hours or SSRI

Combined CBT (including ERP) 
and SSRI

Mild functional impairment Moderate functional impairment

Inadequate response 
at 12 weeks

Severe functional impairment

CBT = cognitive behavioural therapy; ERP = exposure and response prevention

Patient cannot engage in CBT 
(including ERP) or it is inadequate

Figure 2. Treatment options for adults with obsessive-compulsive disorder (OCD) – steps 3–5 of the of the NICE-recommended care 
pathway10
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evidence to suggest that cognitive therapy, another form of CBT 
(Author: this text added; is this OK?), has any advantage over 
exposure therapy in the treatment of OCD.13 Cognitive therapy 
attempts to help the patient re-evaluate strongly held and dis-
torted beliefs associated with their obsessional thoughts, and 
enable them to adopt a more accurate or realistic appraisal. 
Different techniques can be employed, but a common approach 
is to use ‘behavioural experiments’ to test the validity of the 
patient’s beliefs about control and threat.14

 However, accessing any form of ERP or CBT may be dif!cult 
for some individuals due to local service provision or patient 
factors. Therefore, treatment with remote access CBT, for exam-
ple via an online platform, has been used in some circum-
stances. A meta-analysis showed similar results with remote 
CBT when compared to face-to-face CBT,15 suggesting this tech-
nique may have some value.
 Additionally, there are an increasing number of studies 
examining the possible use of so-called ‘third-wave’ therapies 
in OCD. These therapies are loosely based on the Buddhist 
ideas of mindfulness, and encourage the individual to be aware 
to what is happening in the present moment, rather than react-
ing automatically. This approach emphasises adopting a kind, 
compassionate, non-judgemental attitude to oneself. For exam-
ple, rather than trying to neutralise internal experiences with 
compulsions, mindfulness teaches you to allow the moment to 
stay as it is. 

 So far, none of the third-wave therapies have been shown to 
be conclusively ef!cacious, although some authors have sug-
gested that they may be useful in people with OCD refractory to 
ERP.16

Drug treatment
Multiple large multicentre trials have shown that both clomi-
pramine and SSRIs are ef!cacious in OCD. This !nding has 
been repeatedly con!rmed, notably by a recent systematic 
review and network meta-analysis including 7643 patients from 
randomised trials.17 This review also found that head-to-head 
comparisons between clomipramine and SSRIs, and also 
between individual SSRIs, have not displayed a distinct advan-
tage of one medication over another. Therefore, in the face of 
potentially equivalent ef!cacy, the choice of drug depends to a 
large extent on the side-effect pro!le. Of the SSRIs, citalopram 
does not have marketing authorisation for OCD in the UK and 
would therefore be prescribed ‘off label’.
 SSRIs appear to be better tolerated than clomipramine17 
and are rarely fatal in overdose.18 Clomipramine can produce 
unpleasant anticholinergic side-effects such as sedation, dry 
mouth, constipation, urinary delay, tremor and blurred vision; 
and occasionally, particularly at high dosages, convulsions and 
arrhythmia have been reported. Therefore, SSRIs should usually 
be used as the treatment of !rst choice, with clomipramine 
reserved for those who cannot tolerate SSRIs or who have 
failed to respond to them.
 Choosing between SSRIs is dif!cult because their side-ef-
fect pro!les are similar. Occasionally the possibility of a poten-
tial drug interaction directs the choice. In these circumstances, 
sertraline and citalopram may be preferred because they are 
relatively weak inhibitors of hepatic cytochrome P450-
metabolising enzymes. Fluoxetine and its active metabolite 
have long half-lives, resulting in fewer withdrawal reactions and 
advantages for patients who frequently forget their medication.
 Response to treatment in OCD is slow and gradual. 
Incremental improvement occurs over weeks and months and 
gains continue to be made for up to two years or for as long as 
treatment is continued. Patients may need to be persuaded to 
continue with treatment in the early stages if progress seems 
frustratingly slow.

Guided self-help support 
and information for 

family/carers

CBT (including ERP) – 
involve family/carers 
(individual or group)

SSRI with careful 
monitoring

Mild functional impairment

Ineffective 
or refused 

or unavailable

Moderate to severe 
functional impairment

Ineffective 
or refused 

or unavailable

*Sertraline and "uvoxamine are the only SSRIs licensed in the UK for children and young people with OCD; 
CBT = cognitive behavioural therapy; ERP = exposure and response prevention

Figure 3. NICE-recommended treatment options for children with obsessive-compulsive disorder (OCD)10

Drug Suggested dose range

Sertraline
Fluoxetine
Citalopram*
Paroxetine
Escitalopram
Clomipramine

50–200mg daily
20–60mg daily
20–40mg daily
20–60mg daily
10–20mg daily
100–250mg daily

*Not licensed for OCD in the UK

Table 3. Suggested dose ranges of individual SSRIs and clomipramine 
for treating obsessive-compulsive disorder (OCD); the highest tolerated 
dose should be used. (Author: does this apply to just the SSRIs or to 
clomipramine as well?)
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What is the most effective dose?
There is good evidence that daily doses of SSRIs at the higher 
end of the dose range are more effective, but are associated 
with poorer tolerability.19 However, given that improvements in 
OCD symptoms can take several weeks to establish, irrespec-
tive of the dose, it is advisable to start SSRIs at the lower end 
of their dose range. This will help minimise early side-effects. 
The dose can then be titrated upwards slowly while measuring 
clinical response. 
 Treatment for up to 12 weeks at the highest tolerated dose 
may be required to establish if there is an adequate treatment 
response, although the highest incremental bene!ts may often 
be seen earlier on in treatment.20 Suggested dose ranges for 
individual SSRIs and also clomipramine are shown in Table 3. 
 OCD is a chronic illness, so it is important that treatment 
continues to be effective over the longer term. However, the 
optimal duration of treatment is currently uncertain. Continued 
treatment with SSRIs appears to sustain bene!t and protect 
against relapse.21

Treating refractory OCD
Unfortunately, approximately one-third of OCD patients seem 
not to respond to these initial treatment options.22 In this situ-
ation, a sensible !rst step would be to review the patient’s 
diagnosis. If con!dence is high that the correct diagnosis has 
been made, the steps outlined below can be considered. 

Psychological approaches

If a patient does not respond to initial psychological treatment, 
it is worthwhile reviewing the treatment and analysing possible 
reasons for failure. The main reasons for treatment failure and 
the suggested actions to take are shown in Table 4.

Pharmacological approaches
Figure 4 examines possible treatment approaches for patients 
who have not responded to SSRI or clomipramine. Prescribers 
should ensure that an adequate trial of an SSRI or clomi-
pramine (at least 12 weeks at the maximum tolerated dosage) 
has been attempted. An initial failure of either one of these 
drugs may be followed up by switching to an alternative SSRI or, 
if not yet prescribed, clomipramine. Again, the new drug should 
be trialled at maximum tolerated dosage for at least 12 weeks.
 If there is still no satisfactory response, the dose of SSRI 
(not clomipramine) may be extended beyond the normal 
licensed (BNF)23 daily dose limits. This can sometimes be ben-
eficial.24,25 As this involves prescribing outside the drug’s 
labelled indications, fully informed consent should be obtained 
and documented. In the case of citalopram and escitalopram, 
higher dosing schedules should be accompanied by regular 
ECG monitoring to check for signs of QTc prolongation. In the 
case of all SSRIs, careful assessment and monitoring for 
adverse effects is advisable.
 It should also be noted that some patients who have not 
responded to medication may still bene!t from adjunctive CBT 
at this stage, if it had not yet been attempted.26

Possible explanation of previous 
failure

Action

Dif!culty initiating or adhering to 
ERP

Consider cognitive therapy, motivational interviewing or family therapy
Educate patient about the problem and discharge (can be re-referred if motivation changes)

Inadequate application of ERP Ensure new course of therapy is fully aligned with the principles of ERP for OCD

Treatment in hospital/clinic has not 
generalised to home

Home-based treatment or treatment in hospital with weekend leave and domiciliary 
treatment

Cognitive (mental) rituals are 
prominent

Education plus either:
Audiotape of anxiogenic thoughts 
or High-intensity ERP

Presence of co-morbid depression Antidepressant drug followed by ERP
Cognitive therapy for depression as necessary

Overvalued ideation that obsessions 
are realistic (poor insight OCD)

High-intensity ERP 
or Cognitive restructuring followed by exposure and response prevention 
or Psychoeducational approaches such as danger ideation reduction therapy (DIRT)

Failure to habituate without major 
depression or overvalued ideation

Cognitive therapy 
or Medication enhancement plus ERP 
or Neurosurgery/deep brain stimulation (when all of the above have failed) 

ERP = exposure and response prevention

Table 4. Common reasons for failure of psychological treatments for obsessive-compulsive disorder (OCD) and suggested actions
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Combination strategies
If these strategies do not yield a favourable response, the addi-
tion of a dopamine antagonist (antipsychotic drug) can also be 
bene!cial. Although no trials have shown their bene!t as mon-
otherapy, the effectiveness of the addition of a dopamine antag-
onist to either an SSRI or clomipramine is supported by several 
randomised controlled trials and meta-analyses.27-29 According 
to these studies, the second-generation antipsychotics risperi-
done, quetiapine, olanzapine and aripiprazole and the !rst-gen-
eration antipsychotic haloperidol appear to be ef!cacious when 
used as adjunctive treatments. Because of their more favoura-
ble side-effect profiles, a second-generation antipsychotic 
should usually be trialled before haloperidol. Adjunctive dopa-
mine antagonist medication may be particularly bene!cial for 
patients with co-morbid tic disorders.30

 There are currently no studies that have been designed to 
determine the optimal dosage of dopamine antagonists in OCD. 
Whereas the existing studies have found ef!cacy using moder-
ate dosages (eg risperidone 500µg–6mg or aripiprazole 
10–15mg daily) many clinicians have anecdotally found great-
est bene!t using low daily dosages (eg aripiprazole 2.5mg), as 
these may be better tolerated. Therefore, as a guide, it is rec-
ommended to initiate treatment with a low dose of adjunctive 
dopamine antagonist and titrate upwards slowly while carefully 
monitoring for side-effects such as sedation or extrapyramidal 
disorders. These medications can also potentially cause signif-
icant metabolic side-effects, so should be discontinued if no 
bene!t is seen within 6–10 weeks. 

Parenteral administration

Intravenous (IV) administration of an SSRI or clomipramine may 
also be considered if symptoms remain intractable. Although 
there are obviously practical considerations that might limit the 
usefulness of this approach, including the recommendation for 
continual ECG monitoring during and after the infusion, two 
double-blind trials have shown a bene!t of IV clomipramine over 
the short term.31,32 This approach may be best reserved for the 
treatment of inpatients in whom the risks to health or safety 
associated with their severe OCD are high (eg they are refusing 
to drink) and for whom a speedy resolution of symptoms is 
urgently required.

Novel pharmacological agents
At this point, if symptoms have still not responded satisfactorily, 
a specialist centre might consider using a novel pharmacologi-
cal agent. 
 Although still a developing area of research, there is emerg-
ing evidence that abnormal glutamatergic transmission may 
play a role in the development of OCD. This has led to interest 
in the use of compounds acting on the glutamate system as 
treatments for OCD.33 Adjunctive memantine has been trialled 
and has shown the most consistent promise when compared to 
similar agents,34 but lamotrigine has also displayed some evi-
dence of ef!cacy. Ketamine has attracted interest due to its 
rapid onset of action, although further research is needed in 
this area. 

Neurosurgical and other somatic procedures
An extremely small number of individuals remain extremely 
incapacitated despite these interventions. In these patients, 
more invasive treatments such as neurosurgery may be consid-
ered. Two different approaches have been shown to help OCD 
sufferers.
 One neurosurgical option involves a procedure that causes 
small areas of tissue damage in the brain circuits that are 
thought to function abnormally in OCD. A recent systematic 
review supported the ef!cacy of both dorsal anterior cingulot-
omy and anterior capsulotomy for highly treatment-refractory 
patients.35 However, the observational nature of the available 
data limits the ability to directly compare these procedures. 
 The other neurosurgical approach is the use of electrical 
deep brain stimulation (DBS). This is a relatively new procedure 
that causes less irreversible tissue damage. A meta-analysis 
found that approximately 60% of patients undergoing DBS 
respond to this treatment.36 A recent UK-based study involving 
six patients with highly refractory OCD has also demonstrated 
a good response to DBS.37

 There are risks associated with both types of neurosurgical 
treatment and these need to be carefully weighed against the 
burden of chronic, severe OCD that has not responded to all 
other reasonable treatment approaches.
 Alternative non-invasive approaches for targeted neurostim-
ulation are actively under investigation as interventions for 
OCD. For example, transcranial magnetic stimulation has been 
studied in patients who have not responded adequately to 
SSRIs and has been found to be helpful, although further work 

Figure 4. Possible approaches for patients with obsessive-compulsive 
disorder (OCD) resistant to drug treatment – steps 4–6 of the of the 
NICE-recommended care pathway10 

Drug-resistance or severe functional impairment: 
combined CBT (including ERP) and SSRI

Different SSRI or clomipramine

Refer to multidisciplinary team with expertise in OCD

Consider:
•  Additional CBT (including ERP), or cognitive therapy
•  Adding an antipsychotic to an SSRI or clomipramine
•  Extend the dose of SSRI beyond normal BNF limits
•  Intravenous clomipramine or SSRI

CBT = cognitive behavioural therapy; 
ERP = exposure and response prevention
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in this area is needed before recommendations can be con!-
dently made.38

 
Conclusion
OCD is a condition that affects a sizeable proportion of the 
population. Most patients respond to psychological advice 
accompanied by ERP and/or psychopharmacological treatment.
 Patients who do not respond to these measures may be 
helped by either more specialised or intensive psychological or 
pharmacological treatment. A small group of most severely 
disabled and treatment-resistant individuals may require refer-
ral for highly specialised treatment, either as an outpatient or 
inpatient, and some of these individuals may qualify for consid-
eration of neurosurgical intervention.

Further reading
Drummond LM. Obsessive-compulsive disorders: all you want to 
know about OCD for people living with OCD, carers and clinicians. 
Cambridge: Cambridge University Press and Royal College of 
Psychiatrists, 2018.
Reghunandanan S, Fineberg NA, Stein DS (Eds). Obsessive 
Compulsive Disorder (Second Edition). Oxford Psychiatry Library, 
Oxford University Press, UK, 2015.
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