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with better outcomes22 although this
needs to be weighed against the risk of
side effects. 

If the patient does not show
significant improvement, consider
switching SSRIs17 and if that is
ineffective, clomipramine may be
considered. The relative efficacy of
clomipramine for OCD must be weighed
against its side-effect profile and the
potential effect on cardiac function.20

There is good evidence for the efficacy
of SSRIs in children and young people12

but the increased risk of suicidal
ideation, and deliberate self-harm must
be closely monitored. Pharmacotherapy
can also be of benefit with perinatal
OCD, but the risk profile, as well as
potential implications for breastfeeding,
will also need to be considered.23

Where two different SSRI trials have
not led to treatment response,
augmentation with a low-dose
antipsychotic medication may be
considered, and there is some evidence
that this may be effective.22 However,
these medications are associated with
side effects such as endocrine and
metabolic dysregulation, and weight
gain, even with second-generation
antipsychotics, and high relapse rates on
discontinuation.24

NICE recommends that benzodiazepines
are not prescribed for those with anxiety
disorders, including OCD, because of
reduced tolerance over time and the
potential for dependence.25

It is common for patients with OCD to
worry that taking medication may cause
them to act on their intrusions.26 Patients
may therefore agree to a medication
trial but may avoid initiating it; they may
also not take medications as prescribed
for fear of side effects. Awareness of
these issues, along with empathetic
reassurance, monitoring and follow-up
may improve compliance.

REFERRAL
Decisions about urgency and referral
pathways can be guided by: previous
treatment, severity, and risk assessment.
For patients who have not benefited
from previous treatments but are stable,
consider a non-urgent referral to a
specialist clinic, which may offer inpatient
or residential care (see box 3, above). 

Referrals for treatment may be urgent
where the patient is actively suicidal or
displaying other potentially self-injurious
behaviours e.g. disordered eating or
food or liquid restriction because of
concerns about contamination,poor
insight or overvalued ideation. 

Some of the specialist clinics in box 3,
above, prioritise perinatal parents »

may appear similar by virtue of the
repetitive behaviours they entail, the
underlying motivation behind these
behaviours differentiate them from each
other. For example, someone with
trichotillomania may compulsively
remove body hairs, in the absence of a
feared consequence if they fail to do so. 

Patients with body dysmorphic
disorder may engage in repeated or
extreme checking behaviours and
reassurance seeking, fearing negative
evaluation by self or others. A perceived
responsibility for causing or failing to
prevent harm is the motivating factor
which differentiates OCD from the
repetitive behaviours evidenced in these
other conditions mentioned above.

MANAGEMENT  
The two evidence-based treatments for
OCD are cognitive behaviour therapy
(CBT) and medication.

Stepped care treatment
Treatment for OCD following a stepped
care model is shown in figure 1, p17. 
Step 1 (awareness and recognition) and
step 2 (recognition and assessment) in
primary care inform decisions about
when to refer patients. Steps 3-5 will
usually be provided in primary care by
the GP, and via an Increasing Access to
Psychological Therapies (IAPT) service.

Patients will begin treatment at the
step most appropriate for them, so that
if their presentation is severe they can
begin at step 5, or if they do not respond
they can be stepped-up. Where patients
have not responded at steps 3-5, and
the OCD is severe and having a
significant impact, patients may be
referred for outpatient, residential or
inpatient treatment at specialist
treatment clinics (see box 3, above). 

Referrals to these specialist centres
will usually be made by local mental
health teams. Should the OCD persist,
NHS England commissions a nationally

Box 3

National treatment centres 
• Centre for Anxiety Disorders and Trauma, South London & Maudsley 
NHS Foundation Trust *
• Anxiety Disorders Residential Unit, South London & Maudsley 
NHS Foundation Trust *
• National OCD/BDD Service, Springfield Hospital, South West London & 
St Georges Mental Health NHS Trust *
• OCD/BDD Specialist Service; Hertfordshire Partnership University 
NHS Foundation Trust *
• OCD/BDD Service, Priory Hospital North London *
• Oxford Health Specialist Psychological Intervention Centre, Oxford Health
Foundations Trust
*Top tier treatment available

funded treatment service for patients
with treatment resistant OCD. To be
eligible for treatment under this service,
patients will have to have failed to
maintain gains from at least two past
courses of CBT, as well as two trials of
SSRIs at adequate dosage, including
augmentation of at least one of the SSRI
trials (see box 3, above; clinics marked *
offer this top tier treatment).

The British Association for
Psychopharmacology guideline19 states
that drug and psychological approaches
have broadly similar efficacy in acute
treatment i.e. patients should be offered
a choice. For those with more severe
OCD e.g. at step 5, NICE suggests
combination treatment i.e. CBT including
exposure and response prevention (ERP)
which involves facing the feared stimulus
while resisting compulsions, plus an SSRI.17

Cognitive behaviour therapy
The most effective psychological
therapy for OCD is CBT, which
incorporates ERP. Step 3 usually consists
of up to 10 hours with a psychological
therapist, and patients with mild
functional impairment who do not
respond to this initial treatment may
then need to receive more intensive
psychological therapies. 

Therapist-assisted exposure 
(vs exposure prescribed as homework),
imaginal exposure paired with actual
exposure (i.e. picturing the contamination
on a door handle while touching it), and
home-based treatment (where indicated),
are all associated with better outcomes.7

Medication
SSRIs should be considered for patients
with OCD with moderate or severe
impairment.17 Although individual
patients may respond better to one SSRI
than to another, there is no convincing
evidence that any one SSRI is more
effective in comparison with others.20,21

Higher SSRI doses may be associated


