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SYMPOSIUM PSYCHIATRY
OBSESSIVE COMPULSIVE DISORDER

with OCD. If patients are housebound by
their OCD or unable to travel, residential
or inpatient treatment may be required.
In urgent cases, GPs should also
consider referral to local mental health
teams, particularly as there may be a
waiting list for treatment, if the patient is
in crisis or requires additional support,
and as the referral to tertiary services
may need to be made by the patient’s
mental health team.

TREATMENT RESPONSE 
AND FOLLOW-UP
Approximately 20% of patients treated
with SSRIs or CBT recover completely,
and a further 20-40% of patients will
have a significant reduction in
symptoms but remain symptomatic.27

However, not all patients will be offered
or accept treatment, and of those that
do, a subset of approximately 30-40%
will report small, minimal or no
improvement at follow-up.21 These
patients are likely to present with
chronic symptoms that fluctuate but
seldom remit completely.28

Discontinuation of medication is
associated with high rates of relapse.22,24

Where drug treatment is reintroduced,
the effectiveness of the medication may
be reduced.24 NICE guidelines
recommend that when a patient has
improved with medication this should
be continued for at least 12 months, and
in some cases an even longer period.17

GPs are well placed to provide
reassurance about how common
intrusive thoughts are and can signpost
patients to relevant third sector
organisations. Ongoing GP follow-up
can also help patients to access services,
address medication issues, and improve
overall levels of functioning. 

NEW TREATMENT APPROACHES
Current research is investigating the
potential effectiveness of novel
treatments including deep brain
stimulation,29 use of smartphone
technology23 and alternative medication
strategies.30

Increasing the intensity of
psychological treatments, such as
longer appointment times over
consecutive days, has been shown to be
effective in both adolescent and
perinatal OCD.31,32 More intensively
delivered psychological treatments may
be better for patients with comorbid
depression, but this type of treatment
delivery is not routinely available outside
specialist clinics. 

Treatment fidelity is important in both
pharmacotherapy and psychological
therapies. Some treatment resistant
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patients may be showing a lack of
response to psychological therapies
which did not contain core components
of CBT/ERP.33 Of particular relevance is
the implicit need for both patient and
therapist to tolerate high levels of
distress caused by exposure to feared
stimuli: psychological treatment which
lacks exposure will generally be less
effective.
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Obsessive compulsive disorder (OCD) consists of 
obsessions (repetitive, intrusive thoughts, urges, impulses or
doubts) and compulsions (ritualistic, deliberate behaviours
performed in response to obsessions). As well as
contamination and safety fears, many patients experience
distressing thoughts of causing harm. Sexual obsessions
are common, including thoughts regarding sexual
orientation, aggressive sexual behaviour or child
molestation. Typical compulsions include checking,
washing, ruminating, and counting. The point prevalence
of OCD in the UK is 1.3%. The age of onset differs between
the sexes, with men typically experiencing first symptoms
in late adolescence, and women in their early twenties.

Childhood prevalence rates are estimated at 1-2%. Boys 
are more likely than girls to develop OCD in childhood,
and younger age is associated with less insight. 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.
Perinatal OCD can present in the absence of a previous
OCD diagnosis and often involves thoughts about harming
the baby. It is important to distinguish intrusive thoughts
indicative of OCD from delusional beliefs (generally held
with conviction) which might be a sign of postpartum
psychosis.

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. Patients with OCD
are at increased risk of suicidal thoughts, and therefore a
risk assessment should be carried out. Patients with OCD
are extremely unlikely to act on their intrusive thoughts but
there may be secondary risk to others due to the compulsions.

The most effective psychological therapy for OCD is CBT
incorporating exposure and response prevention (ERP) i.e.
facing the feared stimulus while resisting compulsions.
Those with mild functional impairment should be offered
up to 10 hours with a psychological therapist, but those
who do not respond may need more intensive psychological
therapy. NICE recommends that those with moderate
impairment should be offered a choice of intensive CBT
incorporating ERP, or an SSRI; those with severe
impairment should be offered combination treatment.

Approximately 20% of patients treated with SSRIs or CBT
achieve a full recovery, and a further 20-40% of patients
will have a significant reduction in symptoms but remain
symptomatic. Discontinuation of medication is associated
with high rates of relapse and if medication is then restarted,
its effectiveness may be reduced. NICE recommends that
when a patient has improved with medication this should
be continued for at least 12 months, and in some cases for
an even longer period.


