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Learning Objectives

• Review epidemiology and diagnostic criteria for OCD
• Recognize likely co-morbidities

• Explore neurobiology of OCD
• Discuss evidence-based treatments
• Apply case-based discussion for practice



Epidemiology
• Lifetime prevalence: worldwide lifetime prevalence is 1.5% woman, 1% men; higher prevalence in the US of about 

~2.3%
• Onset: bimodal (childhood/adolescence, early adulthood)
• Chronic, relapsing course
• Often underdiagnosed: average 7–11 years to diagnosis

Commonly Comorbid with 
• Anxiety disorders overall 76%

• Panic disorder 13-56%
• Generalized anxiety disorder 30%

• Mood Disorders overall 63%
• MDD 41%
• BPAD 22%

• OCPD 32%
• Tic Disorder 29%



DSM-5 Diagnostic Criteria: OCD 300.3 (F42)
• Obsessions: intrusive, unwanted thoughts, urges, images; individual attempts to ignore or 

suppress
• Compulsions: repetitive behaviors/mental acts to reduce distress; behaviors do not necessarily 

neutralize what they are designed to prevent

• Time-consuming (>1 hr/day) or cause impairment
• Not attributable to substances or other disorders

• Insight varies



Clinical Presentation
• Common obsessions: contamination, symmetry, harm, taboo thoughts
• Common compulsions: cleaning, checking, counting, repeating, mental rituals

• Ego-dystonic nature: individual is disturbed by symptoms



Differential Diagnosis

Vignette: patient admitted to psychiatric hospital with psychosis. 
Believed that if he touched the left side of his face, he needed to touch 
the right side of face. Repeated this at all waking times. In addition to 
causing skin break down, he had no time to do anything else all day. 
What is your differential?



Differential Diagnosis
• GAD: worry vs. obsessions
• Psychotic disorders: delusions vs. intrusive thoughts with insight

• PTSD symptoms: flashbacks
• Tic disorders
• Autism spectrum

• OCD-related: body dysmorphic disorder, hoarding, excoriation, trichotillomania



Pathophysiology
• CSTC circuit dysfunction
• Hyperactivity: orbitofrontal cortex, anterior cingulate, caudate nucleus

• Neurotransmitters: serotonin, glutamate, dopamine
• Genetic heritability: 40–50%



Assessment Tools
• Yale-Brown Obsessive Compulsive Scale (Y-BOCS)
• OCI-R, CY-BOCS (children)

• Screen for comorbidities: PHQ-9, GAD-7



Treatment- First Line
• CBT with Exposure & Response Prevention (ERP): gold standard
• SSRIs: fluoxetine, fluvoxamine, sertraline, paroxetine, citalopram, escitalopram

• High doses often required
• Clomipramine (TCA, serotonergic)



Treatment- Second Line / Augmentation
• Switch to another SSRI or clomipramine
• Augment with antipsychotics: risperidone, aripiprazole

• Glutamate modulators: N-acetylcysteine, memantine
• Combine CBT + pharmacotherapy
• TMS

• DBS







Key Points

• OCD: intrusive thoughts and/or compulsions, impairing function
• Often underrecognized, requires direct questioning

• First-line: ERP + high-dose SSRIs
• Consider comorbidities & resistance
• Novel interventions for refractory cases
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