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General Information
• affects 2 % of the general population
• mean age of onset 20 + 9 years
• 65% have symptoms before the age of 25
• < 20 % of patients have periods of remission and 10 % 

may have a progressive, deteriorating course
• Significant genetic contribution to OCD
• comorbidity with OCD: major depressive disorder, 

anxiety disorders (panic disorder, social phobia), 
attention deficit hyperactivity disorder, eating 
disorders, OCPD or other Cluster C personality 
disorders (avoidant, dependent)

• 20% of patients do not respond to the first drug 
prescribed
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OCD Symptom Clusters

1. contamination by dirt/germs
• most common obsession
• accompanying compulsion is washing

2. checking
• obsessed with doubt
• try to enlist help of family/friends
• undoing rituals – count to a certain number, repetitive actions

3. pure obsessions
• repetitive intrusive thoughts
• usually somatic, aggressive, sexual;  always reprehensible to the 

thinker
4. obsessional slowness

• objects/events in a certain order/position
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DSM-V

A. Either obsessions or compulsions, or both:
  Obsessions:

1. Recurrent/persistent thoughts, urges, or 
images that are intrusive and cause 
anxiety/distress

2. Individual attempts to ignore/suppress them 
or neutralize with a thought/action 
(compulsion)
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DSM-V continued

A. Either obsessions or compulsions, or both:
  Compulsions:

1. Repetitive behaviors (hand washing, ordering, 
checking) or mental acts (praying, counting, 
repeating words silently) this person is driven 
to perform in response to an obsession

2. The behaviours are to reduce distress or 
prevent an event yet are not connected 
realistically or are excessive

8



DSM-V continued

B. The obsessions or compulsions cause 
distress, are time-consuming (>1 hr/day) 
and interfere with the person’s 
functioning.

C. Symptoms not attributable to a substance 
or medical condition.

D. Symptoms not explained by another 
mental disorder (i.e. GAD, BDD, Hoarding 
Disorder, Trichtillomania, Excoriation 
Disorder). 9



DSM-V continued

Specify:
• Insight (good, fair or poor)
• Absent insight/delusional beliefs
• Tic-related (current or past history)
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Screening Questions for OCD

1. Do you wash or clean alot?
2. Do you check things repeatedly?
3. Is there any thought that keeps bothering you 

that you would like to get rid of but can’t?
4. Do your daily activities take a long time to 

finish?
5. Are you concerned about orderliness or 

symmetry?
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Pathophysiology of OCD

• the serotonin hypothesis is the current 
explanation for the neurochemical basis for 
OCD

• supported by the usefulness of 
serotonergic drugs in treatment and in 
brain imaging studies

• dopamine and glutamate seem to play 
important modulating roles
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Dysfunction in orbitofronto – CSTC loops 
(cortico-striatal-thalamic loop circuits of the 
salience network)
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Functionally different regions of the cortex and limbic system 
have predominant projections to different regions of the striatum. 
We hypothesize that the symptoms of chronic multiple motor 
tics, without other emotional or cognitive systems, would relate 
to a dysfunction of the putamen interacting with primary motor 
cortex. Pure obsessional disorder without any motor symptoms 
would be a disorder of the ventromedial caudate-nucleus 
accumbens region interacting with limbic cortex and limbic system 
structures.  Dorsolateral caudate-cortex dysfunctions would give 
more complex cognitive and motor behaviours in addition, as seen 
in typical OCD. Patients with all these behaviours (e.g., Gilles de la 
Tourette syndrome with obsessions and compulsions) would 
have dysfunction throughout the system. 

Reference:  Jenike M.A. et al, OCD Theory and Management, 2nd edition.
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Treatment of OCD

1. Mild to moderate severity – consider CBT 
(cognitive behavioral therapy) alone

2. Moderate to severe cases – CBT and 
pharmacotherapy

20



Primary Antiobsessive Agents

Drug   Dosage Range Side-Effects
Fluvoxamine (Luvox) 100-300mg/day  sexual dysfunction
Fluoxetine (Prozac) 20 – 80 mg/day  anxiety, nausea,
       sexual dysfunction
Sertraline (Zoloft) 50 – 200 mg/day  nausea, sexual 

      dysfunction
Paroxetine (Paxil)  20 – 60 mg/day  anxiety, nausea, 

      sexual dysfunction
Clomipramine (Anafranil) 75 – 250 mg/day  anticholinergic and 

     weight gain
Citalopram (Celexa) 20 – 40 mg/day  nausea
Escitalopram (Cipralex) 10 – 20 mg/day  nausea
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Treatment Summary for OCD
1. Prescribe an SSRI and maximize dose as tolerated, wait 

8 – 12 weeks
2. If poor response, change to another SSRI and repeat.
3. If 2 to 3 primary drugs ineffective, consider 

combinations or augmentation
4. Fluvoxamine/clomipramine is a useful combination.
5. Second line agents mirtazapine, venlafaxine, duloxetine
6. Augment with risperidone/olanzapine, paliperidone, 

aripiprazole, brexpiprazole
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Cognitive Behavioral Therapy (CBT)

1. Exposure and Response Prevention
 - confront fearful stimuli, become habituated 

to them, and eventually abandon their rituals
 - make a list of the patient’s fears and rituals 

and arrange them according to difficulty; start 
with the easiest and assign as patient 
homework

 - need to educate the patient about normal 
behavior (ie: how often and when hands 
should be washed)
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(Cont.) Cognitive Behavioral Therapy (CBT)

2. Cognitive Self-Talk Interventions

 - ask questions while attempting the exposure  
  (Did I think it was a problem before? Did 

anyone ever tell me to worry about this?)
 - if unable to do above, ask patient to imagine 

exposure
 - important to educate the family.  The family 

must agree not to assist in the patient’s rituals.
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Common Reasons For Treatment 
Failure

1. Inadequate Diagnosis
2. Inadequate Treatment
 - inappropriate or ineffective medication
 - medication trial too short or dose too low 
 - no behavior therapy
3. Poor Compliance
 - poor understanding of illness and treatment 

plan
 - unrecognized cognitive impairment 26



Alternative Treatments

• Riluzole
• Ketamine
• Lamotrigine
• D-cycloserine 
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Reference: Bandelow et al, World Federation of Societies of Biological Psychiatry (WFSBP) guidelines for treatment of anxiety, 
obsessive-compulsive and posttraumatic stress disorders – Version 3.Part II: OCD and PTSD
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