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[bookmark: _Toc225446488]INTRODUCTION
Obsessive-compulsive disorder (OCD) is defined as a persistent condition that causes anxiety and suffering for a person. The ICD-11 categorizes this behavioural disorder as an obsessive-compulsive and a related disorder. However, as OCD is both heterogeneous in its nature as well as having a comorbidity with a wide range of other mental disorders, it is becoming increasingly recognized as a spectrum of mental disorders (World Health Organization, 2019; Murphy et al., 2010). Diagnosis of mental disorders is performed using clinical interviews, whereas treatment of mental disorders is usually done using a combination of cognitive behavioural therapy, exposure therapy, response prevention, pharmacotherapy, and rehabilitation to improve treatment outcomes (Abramowitz, 2006; Uçar &amp; Öztürk, 2025). The future of the classification, diagnosis, treatment, rehabilitation, debates, and recommendations regarding mental disorders will be viewed in this essay.
[bookmark: _Toc225446489]CLASSIFICATION
Within the ICD-11 system, obsessive-compulsive disorder (OCD) is considered a mental, behavioural, and neurodevelopmental disorder and is noted as a member of the obsessive-compulsive and related disorders grouping. This represents a significant change in classification from being viewed as an anxiety disorder to being recognized as a separate category of compulsive disorders (World Health Organization, 2019; Marras et al., 2016). The decision to classify OCD differently reflects an increase in research evidence indicating similarities in neurobiology and behavioural patterns between OCD and other related disorders including body dysmorphic disorder and hoarding disorder, which leads to a larger conceptualization of the spectrum of these disorders (Murphy et al., 2010). ICD-11 also includes two different levels of objective criteria to classify OCD based on the amount of insight an individual has about his/her symptoms (e.g., good vs. fair levels of insight vs. poor vs. no level of insight), allowing for better clinical management by taking into account how aware patients are about their symptoms being irrational (Find-A-Code, 2024).
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DIAGNOSTIC CRITERIA
In order to receive a diagnosis of obsessive-compulsive disorder (OCD) one must have an obsession, compulsion, or both. An obsession is an intrusive thought or urge that causes distress. A compulsion is a repetitive behaviour or mental act that is carried out in order to relieve anxiety and/or prevent negative consequences (World Health Organisation, 2019). To qualify as clinically significant, obsessional and compulsive behaviours must either require a large amount of time (e.g. one hour or more a day) or considerably impair the individual’s daily function (e.g. socially or at work) (Find-A-Code, 2023).

The process for diagnosing OCD typically includes a clinical interview (structured or semi-structured) as well as assessment of symptom severity, standardised rating scales such as the Yale-Brown Obsessive Compulsive Scale and differential diagnosis of other psychiatric disorders with similar symptoms (Abramowitz, 2006; Fineberg et al., 2007). Due to the high prevalence of co-occurring diagnoses and overlap in symptomatology with respect to OCD, some researchers are supportive of use of dimensional versus categorical approaches to classification (Fineberg et al., 2007; Murphy et al., 2010).










[bookmark: _Toc225446491]LANGUAGE USED
ICD-11 and related literature refers primarily to the clinical and descriptive nature of its language, using terms like “intrusive,” “repetitive,” and “distressing” to define how symptoms are represented without moral judgement (World Health Organization, 2019). Neutral language enables standardisation between diagnosis and how healthcare systems communicate about a diagnosis while maintaining global consistency in both. There is research that identifies the potential drawbacks of such precise scientific language (Robinson, Rose and Salkovskis, 2017). Many of those individuals may have experienced certain aspects of their OCD that are subjective and self-perceived in nature – use of purely clinical language may contribute to stigma/misunderstanding, as well as a perception that one’s symptoms are not necessarily part of a larger condition. Use of more clinical/technical language (e.g., endophenotypes, heterogeneity) in the academic literature also shows a greater focus on biological/dimensional perspectives of OCD, while this may reduce accessibility for non-academics within the academia (Murphy et al., 2010). While ICD-11’s classification and diagnostic system provides a systematic method for identifying OCD in a global context, research is ongoing which challenges perspectives and descriptions of OCD.
[bookmark: _Toc225446492]TREATMENT
[bookmark: _Toc225446493]Obsessive-compulsive disorder treatment is utilized by utilizing a multidisciplinary approach using both psychosocial therapies and medication. A common first-line psychological treatment method is cognitive-behavioural therapy (CBT), with a strong emphasis on exposure and response prevention (ERP). ERP involves exposing an individual frequently to anxiety-producing stimuli (obsessions) while decoupling the compulsive behaviours from the event to reduce the anxiety produced from the event by either becoming desensitized to the stimulus through a process of habituation or developing new behavioural learning associated with the event (Abramowitz, 2006). While many patients have demonstrated marked symptom relief with the use of ERP, some patients have refused to participate, withdrawn from treatment, or failed to benefit from the treatment due to the emotional burden incurred in the process (Abramowitz, 2006).

Medications are frequently used to treat OCD, with selective serotonin reuptake inhibitors (SSRIs) being a well-established treatment option due to their ability to regulate serotonin levels within the body, which also improves symptoms. Clomipramine, another form of medication used to treat OCD, is a tricyclic antidepressant and, when used in conjunction with another SSRIs, may further enhance medicative response. Likewise, augmentation techniques may be utilized in patients who do not respond to SSRIs alone, which include the use of an atypical antipsychotic medication (Schruers et al., 2005). Approximately 25 to 30 percent of patients may not receive adequate symptom relief, indicating that alternative treatments are required.

There is growing awareness of the need to multiple modalities such as the provision of rehabilitative and physical therapies along with psychological therapies to achieve and maintain long-term recovery from OCD. Severe or treatment-resistant OCD may require the consideration of newer and more intense treatments, such as neurological treatments, i.e., neurosurgical methods, the efficacy of which must be established before their widespread acceptance.


REHABILITATION MEASURES
[bookmark: _Toc225446494]Treatment for obsessive-compulsive disorder (OCD) typically looks similar to other chronic mental disorders by including the use of resources targeted towards their symptoms, as well as their psychosocial rehabilitation. Psychosocial rehabilitation focuses on a person as a whole and gives them tools in their treatment that consider the overall wellbeing of the person as opposed to the specific symptoms of OCD and include many areas of a person's life that have been affected by their OCD. Providing psychoeducation to the person who has OCD and their families helps them to understand the nature of OCD. Providing social skill training to the individual with OCD and their family members helps them improve and develop social skills and relationships with others. Providing access to vocational assistance helps those returning to the workplace or school, while providing the family with education will decrease accommodating behaviours that will perpetuate compulsive behaviours. Community-based resources and support will also help to foster social inclusion and support the long-term recovery of those treated for OCD. Because OCD is a chronic disorder, most will have some symptomatology or functional impairment after finishing their treatment. In many cases, there are limited opportunities to access rehabilitation resources for continued support, as multidisciplinary intervention is usually necessary and linked to continuous funding; not all countries can offer access to these types of services. While evidence-based treatment options (cognitive-behavioural therapy [CBT], exposure/response prevention [ERP], and medication) provide the foundation for managing OCD, funded, comprehensive rehabilitation services will also improve long-term recovery, quality of life, and acknowledge the chronic, complex nature of OCD.






ONGOING DEBATES
[bookmark: _Toc225446495]The classification, etiology, diagnosis, and treatment of Obsessive Compulsive Disorder (OCD) continues to be the subject of much debate, which has implications for clinical practice and mental health policy. One of the major points of contention is whether OCD should continue to be thought of as a discrete categorical disorder versus as part of a more extensive dimensional continuum of related disorders. At present, OCD is classified under "Obsessive Compulsive and Related Disorders" in both the ICD-11 and DSM-5 due to commonalities between OCD and these disorders, such as compulsive behaviour and repeated behaviours (Marras, Fineberg & Pallanti, 2016; Fineberg et al., 2007). However, researchers have concluded that the boundaries between OCD and anxiety/mood disorders and psychotic disorders are ambiguous (Marras, Fineberg & Pallanti, 2016); Thus, some have proposed "dimensional" or "transdiagnostic" models that examine shared features of various disorders (Faith & Fineberg, 2016).

The growing body of literature on biological explanations for OCD includes studies on genetics, brain circuitry and the search for biomarkers; however, progress is hampered by the absence of valid biological markers, limiting the implementation of biological interventions in the clinical setting (Murphy et al., 2010).

A third main area of debate concerns the treatment of OCD, especially regarding treatment resistance. While first-line treatments, including Cognitive Behavioural Therapy with Exposure and Response Prevention and Selective Serotonin Reuptake Inhibitors (SSRIs), can be helpful for many individuals, there are a large number of individuals who do not respond satisfactorily to these interventions. Consequently, there are calls for alternative or personalised treatment strategies (Schruers et al., 2005). Additionally, some emerging interventions, such as deep brain stimulation and neurosurgery, present ethical and clinical issues related to patient safety, access to care, and being appropriate for long-term management of OCD; researchers also have noted that some researchers’ focus on lived experiences of individuals suffering from OCD is often forgotten in traditional biomedical models, creating additional barriers for individuals suffering from mental illness to obtain treatment due to societal barriers (Robinson et al., 2017).
DEBATES’ IMPLICATIONS
[bookmark: _Toc225446496]Authoritative discussions of OCD classification and treatment may present implications clinically and from a mental health policy perspective. Clinically, there is increasing movement to provide more holistic, individualized assessments and treatments. Clinicians should be encouraged to include symptomatic and comorbid diversity, as well as psychosocial aspects, when formulating treatment plans. Psychosocial aspects include combining psychological and pharmacological interventions, along with psychoeducational methods to alleviate barriers to obtaining help (Robinson et al., 2017). Changes in how OCD is viewed will allow for improved detection of co-occurring disorders and more accurate diagnoses, which can lead to improved outcomes as well.

From a mental health policy perspective, the debates concerning OCD classification and treatment highlight the need for greater funding to be devoted to providing mental health services (especially evidence-based therapies such as Cognitive Behavioural Therapy [CBT] or Exposure and Response Prevention [ERP] therapy). Furthermore, the overriding economic consequences of untreated OCD for both the patient and the healthcare system support the need for early identification of treatment and increased accessibility of treatment options (Kochar et al., 2023). Finally, current trends in policy are increasingly promoting community-based mental health programmes and psychosocial rehabilitation services to facilitate long-term recovery from mental illness. In summary, the continuing debate surrounding OCD definition, classification, and treatment is prompting the development of more integrated, evidence-based, and patient-centered treatment models for OCD.







RECOMMENDATIONS
Improving care for individuals with Obsessive-Compulsive Disorder (OCD) requires addressing limitations in classification, diagnosis, treatment, and rehabilitation, alongside broader clinical and policy changes. One key recommendation is refining classification systems such as the ICD-11 to better reflect the heterogeneous nature of OCD and its overlap with other disorders. Integrating dimensional, spectrum, and categorical approaches could improve identification of symptom subtypes and comorbidities, leading to more accurate diagnoses and personalised care pathways (Murphy et al., 2010; Marras, Fineberg, and Pallanti, 2016).
A more comprehensive diagnostic process is also needed, going beyond symptom identification to include severity, functional impairment, insight, and treatment history. Combining clinical interviews with standardised assessment tools can enhance diagnostic reliability and reduce misdiagnosis, while using accessible, person-centred language can improve patient engagement and reduce stigma (Abramowitz, 2006; Robinson et al., 2017).
Expanding access to evidence-based treatments—such as Cognitive Behavioural Therapy with Exposure and Response Prevention (ERP) and pharmacological therapies—remains a priority. Barriers like long waiting lists, limited trained professionals, and geographic inequalities must be addressed through increased funding and workforce development. Additionally, since many patients do not respond fully to first-line treatments, there is a need to develop adjunctive and alternative approaches, including pharmacological augmentation and emerging neuromodulation techniques, which must be carefully regulated and evidence-based (Schruers et al., 2005).
Greater emphasis should also be placed on rehabilitation and long-term care, including relapse prevention, psychoeducation, family involvement, vocational support, and community-based services to promote recovery and social inclusion (Uçar and Öztürk, 2025).
Overall, implementing these recommendations would support more holistic, individualised care at the clinical level, improving outcomes and patient satisfaction. At a systems level, better integration across primary, secondary, and community services would enhance continuity of care and reduce relapse. Achieving this will require sustained investment in mental health infrastructure, workforce development, and research, as well as policies ensuring equitable access to care for all individuals with OCD, regardless of location or financial resources.


[bookmark: _Toc225446497]CONCLUSION
Obsessive-compulsive disorder (OCD) is complex (heterogeneous) in nature; the current classification, diagnosis and treatment of OCD are continually evolving. OCD’s classification is based upon the ICD-11 and although it has established criteria for the condition, many professionals have ongoing debates surrounding the notion of using a dimensional or spectrum approach, as indicated by the comorbidity and/or variable presentation rate for OCD (Murphy et al., 2010; Fineberg et al., 2007). While evidence-based interventions, such as CBT with ERP, and pharmacotherapy are effective for treating OCD, rehabilitation and personalised care are crucial in addressing long-term functional impairment (Uçar & Öztürk, 2025; Schruers et al., 2005). Future advances in classification, accessibility to effective treatment options and holistic care for OCD can enhance recovery and efficacy of treatment options, assist in influencing policy relating to OCD and reduce the overall societal impacts of OCD.
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