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PRESENTATION
Accurate recognition in primary care can
be difficult because of significant
symptom heterogeneity: e.g. fear of
harming self or others (which may
manifest in checking, reassurance-
seeking or avoidance) among other
compulsions, symmetry obsessions
(ordering and counting compulsions),
fear of contamination (washing,
cleaning and avoidance), distressing
violent or sexual thoughts (avoidance
and rumination).7 OCD may be best
explained as a dimensional disorder
which has a cluster of symptoms across
broad areas including: order and
symmetry, causing harm, and
contamination.8  

Many patients present with shame or
fear regarding their intrusive thoughts.9
Secondary symptoms, such as
dermatological complaints, may be
reported as the primary problem. 

Patients often delay seeking help, and
only a small percentage of primary care
patients may report the problem as
OCD.10 A treatment delay of more than
two years is associated with poorer
treatment outcomes.11 

OCD symptom patterns are similar in
children, adolescents, and adults.
Childhood prevalence rates are
estimated at 1-2%.12 However, boys are
more likely than girls to develop OCD in
childhood,13 and younger age is
associated with less insight.12 Young
children often present with intrusive
thoughts about their caregivers dying,
and adolescents with sexual or religious

intrusions. Children with OCD may
present with school avoidance and
disrupted social relationships.14 

Perinatal OCD can present in the
absence of a previous OCD diagnosis.15
It is very common for new parents to
have intrusive thoughts, including
thoughts about harming their baby.
These are rarely indicative of either OCD
or postpartum psychosis. However,
some new parents will experience a new
onset, or a relapse, of OCD. 

Distinguishing intrusive thoughts
indicative of OCD (generally
characterised by doubts about
distressing intrusions), and delusional
beliefs (generally held with conviction)
which might be a sign of postpartum
psychosis, has important consequences
for parental and infant wellbeing.15

ASSESSMENT 
The screening questions in box 1, below,
can prompt assessment of patients
presenting with possible OCD. Time
constraints within GP consultations may
preclude routinely asking every anxious
or depressed patient who does not self-
report OCD all the screening questions.
In these cases, the first question ‘do you
currently spend a significant amount of
time compulsively repeating actions or
worrying that something bad might
happen?’ can be asked before deciding
whether to ask the remaining screening
questions. 

Box 2, below, shows the DSM-5
diagnostic criteria, which includes
reference to the level of impairment

experienced by the patient.16 Although
most people experience intrusions, the
key to an OCD diagnosis is the
frequency, distress and time taken up by
intrusions, and responses to them. 

Patients can often be fearful of acting
on intrusions, particularly those
involving antisocial, sexual or violent
thoughts. Careful assessment of these
thoughts is necessary to identify
whether they are unwanted intrusions,
or an indication of risk to others i.e. not
OCD. In most cases, patients will be clear
that they have never acted, and never
will act, on the thoughts. It is only in very
severe cases that patients may express
serious doubts about this.

Patients with suspected OCD may be
at increased risk of deliberate self-harm
and suicidal thoughts, and therefore a
risk assessment should be carried out.17
Patients with OCD are extremely unlikely
to act on their intrusive thoughts.14

Of greater relevance is risk of harm to
self, and secondary risk to others due to
the compulsions. For example, a new
mother with intrusive thoughts of
harming her baby may respond by
avoiding the baby.

COMMON COMORBIDITIES
Up to 90% of patients with OCD will
meet criteria for another psychiatric
disorder in their lifetime, with the most
common being other anxiety disorders,
major depressive disorder and
substance use disorders.18 Patients with
comorbidities tend to have more severe
OCD symptoms, and lower quality of
life.1 Patients with depression, anxiety
disorders, alcohol or substance misuse,
body dysmorphic disorder and eating
disorders are at higher risk of OCD.17

Some patients with other mental
health diagnoses may present with
symptoms similar to OCD, such as
eating disorders (preoccupation with
thoughts about eating, shape and
weight as well as altered eating
behaviours); generalised anxiety
disorder (broader, excessive and
uncontrollable worrying), and autistic
spectrum disorders. 

Those with addictive gambling
behaviours may also demonstrate
obsessive thoughts and behaviours,
along with distress. People with a
diagnosis of obsessive compulsive
personality disorder may report a
preference for performing tasks in a
particular way, which may cause conflict
with others e.g. excessive perfectionism. 

OCD is distinct from, but related to,
three other disorders, namely hoarding
disorder, body dysmorphic disorder and
trichotillomania. While these disorders

Box 1

Screening questions15

Do you currently spend a significant amount of time compulsively repeating
actions or worrying that something bad might happen? If so, what are the main
things that you worry about or repeat?

• Do you wash or clean a lot?
• Do you check things a lot?
• Is there any thought that keeps bothering you that you would like to get rid of
but cannot?
• Do your daily activities take a long time to finish?
• Are you concerned about putting things in a special order or are you very upset
by mess?
• Do these problems trouble you? 

Box 2

DSM-5 diagnostic criteria (simplified)14 

A Presence of obsessions or compulsions, or both
B These are time-consuming (i.e. more than one hour per day) OR cause clinically
significant distress or impairment 
C Not attributable to physiological effects (e.g. from medication) 
D Not better explained by another mental disorder 


