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A Critical Examination of Obsessive-Compulsive Disorder: Classification, Diagnosis, Treatment and Rehabilitation.

Introduction
Obsessive-Compulsive Disorder (OCD) is a serious and often disabling mental health condition that can significantly affect an individual’s emotional wellbeing, relationships, education, employment and overall quality of life. Although the term is sometimes used casually in everyday conversation, clinical OCD is far more complex than a preference for tidiness or order. It is characterised by the presence of persistent and intrusive thoughts, images or urges, known as obsessions, alongside repetitive behaviours or mental acts, known as compulsions, which the individual feels driven to perform in order to reduce distress or prevent a feared outcome (World Health Organization, 2024). These symptoms can become time-consuming, distressing and highly disruptive to normal functioning.
OCD is classified in the International Classification of Diseases, 11th Revision (ICD-11) within the category of obsessive-compulsive and related disorders, reflecting its distinct clinical profile and the growing understanding that it should not simply be viewed as a subtype of anxiety disorder (World Health Organization, 2024; Stein et al., 2016). This is an important development because it recognises the specific nature of OCD, including its repetitive patterns of thought and behaviour, the varying degrees of insight present, and its overlap with related conditions such as body dysmorphic disorder and hoarding disorder.
This report provides a critical examination of OCD, focusing on its classification in ICD-11, the diagnostic criteria and assessment process, current treatment approaches, and rehabilitation and recovery. It also explores contemporary debates surrounding the disorder, including diagnostic boundaries, access to specialist treatment, digital interventions and treatment-resistant OCD. The discussion is informed by contemporary academic literature and aims to present an up-to-date and balanced analysis of the condition.
Classification of OCD in ICD-11
The classification of OCD has changed over time as clinical understanding has developed. In older diagnostic systems, OCD was commonly grouped with anxiety disorders. However, ICD-11 now places OCD within a separate grouping titled Obsessive-Compulsive and Related Disorders, alongside conditions such as body dysmorphic disorder, olfactory reference disorder, hypochondriasis and hoarding disorder (World Health Organization, 2024). This change reflects evidence that, although anxiety is often present in OCD, the condition has distinct psychological and behavioural features that justify separate classification (Stein et al., 2016).
According to ICD-11, OCD involves persistent obsessions and/or compulsions that are excessive, time-consuming, and linked to distress or impaired functioning (World Health Organization, 2024). Obsessions are intrusive unwanted thoughts, images or impulses, while compulsions are repetitive behaviours or mental acts such as washing, checking or counting (World Health Organization, 2024). ICD-11 also recognises that compulsions may be visible actions or internal mental rituals, which improves diagnostic clarity.
A key strength of ICD-11 is its clinical utility. Reed et al. (2019) state that it was designed to improve diagnosis across different healthcare settings and cultures. This is useful in OCD because symptoms vary widely between individuals, from contamination fears to taboo intrusive thoughts. A flexible system therefore supports broader but consistent recognition.
However, challenges remain. Kogan et al. (2020) found that ICD-11 improved diagnostic accuracy compared with ICD-10, but complex cases were still difficult. This shows that classification alone is not enough, and accurate diagnosis still depends on clinical skill and experience.
ICD-11 also separates OCD more clearly from psychotic disorders. This matters because obsessive thoughts may appear irrational, especially where insight is poor. However, unlike delusions, obsessions are usually experienced as intrusive and distressing (Simpson et al., 2014). Overall, ICD-11 provides a clearer and more useful framework for understanding OCD. 
Diagnosis and Diagnostic Process
The diagnosis of OCD requires careful assessment. Repetitive behaviours alone are not enough, because they can appear in other mental health and neurodevelopmental conditions. A full assessment should examine obsessions, compulsions, the link between them, the time they take, the distress caused, the impact on daily functioning, and the person’s level of insight (World Health Organization, 2024).
NHS guidance states that OCD is usually diagnosed when obsessions and compulsions cause significant distress, interfere with daily life, or take up a lot of time, often more than one hour a day (NHS, 2025a). However, many people delay seeking help because of shame, embarrassment, or fear of judgement, especially when their thoughts involve aggressive, sexual, or blasphemous themes. This means OCD is often under-recognised in its early stages (Bey et al., 2025). Early diagnosis matters because untreated OCD can become more severe and harder to treat.
Differential diagnosis is also important. OCD can be mistaken for anxiety disorders, depression, autism spectrum disorder, tic disorders, psychosis, and other related conditions (Singh et al., 2023). For example, repetitive behaviours in autism may be self-soothing rather than driven by obsessions. In psychosis, beliefs are usually fixed, whereas obsessions are unwanted and distressing, even when insight is reduced (Simpson et al., 2014).
OCD also commonly occurs alongside depression and anxiety. These comorbidities can increase the severity of the condition and make treatment more difficult (Singh et al., 2023). Severe OCD has also been linked to suicidal thoughts and self-harm risk (Brakoulias et al., 2024). Therefore, assessment should also consider mood, risk, substance use, family impact, and social and occupational functioning 
Although structured interviews and rating scales can support diagnosis, these tools do not replace clinical expertise. Recent research confirms that diagnosis continues to rely primarily on detailed clinical evaluation, supported where appropriate by validated assessment instruments (Brock and Hany, 2024). This highlights an important issue in mental health practice: diagnosis is not a purely technical exercise, but a process of understanding the meaning, impact and context of symptoms within the individual’s lived experience.
Treatment of OCD
The treatment of OCD is supported by a well-established evidence base, with cognitive behavioural therapy (CBT) incorporating exposure and response prevention (ERP) and selective serotonin reuptake inhibitors (SSRIs) recognised as the principal first-line interventions (NICE, 2005; NHS, 2025b). NICE guidance recommends a stepped-care model in which the type and intensity of treatment should reflect symptom severity, functional impairment, comorbidity and patient preference (NICE, 2005). This approach is important because OCD exists on a spectrum, and not all individuals require the same level of intervention.
ERP is widely regarded as the most effective psychological treatment for OCD. It involves the individual being gradually exposed to feared situations, thoughts or triggers while resisting the urge to carry out compulsions. Through repeated practice, the person learns that anxiety reduces naturally over time and that feared consequences do not occur in the way anticipated (Ferrando et al., 2021). This treatment directly targets the cycle that maintains OCD, in which compulsions provide short-term relief but reinforce the obsessional fear in the longer term. A systematic review and meta-analysis by Ferrando et al. (2021) found that ERP remains highly effective in reducing OCD symptoms, although the authors also identified variation in study quality and some methodological limitations. Nevertheless, the overall evidence strongly supports its role as a core treatment.
Medication is also an important part of treatment, particularly for individuals with moderate to severe symptoms, limited access to therapy, or coexisting depression and anxiety (Elsouri, Subhawong and Bhandari, 2024). SSRIs are the most commonly prescribed medicines for OCD and have demonstrated effectiveness in reducing obsessional thinking and compulsive behaviour (Arumugham, Reddy and Math, 2017). However, OCD often requires higher doses and longer treatment periods than depressive disorders, which raises important clinical questions about side effects, adherence and the balance between benefit and harm (Elsouri, Subhawong and Bhandari, 2024).
Combined treatment may be especially useful in more severe or chronic cases. Evidence suggests that ERP in combination with SSRI treatment may provide additional benefit, particularly where symptom burden is high or previous treatment response has been limited (Steele et al., 2024). This highlights the importance of person-centred care. While some individuals respond well to psychological therapy alone, others may benefit from a combined biopsychosocial approach that addresses emotional, behavioural and neurochemical aspects of the disorder.
In recent years, there has been growing interest in digital and remote delivery models for OCD treatment. Internet-based CBT has emerged as a possible way to improve access to evidence-based care, especially in contexts where specialist ERP therapists are limited. Polak et al. (2024) found that internet-based CBT can be effective for adults with OCD, particularly when therapist support is included. Similarly, Waks et al. (2024) highlighted that internet-delivered interventions may be acceptable to many service users. However, these developments also raise concerns. Digital therapy may not suit everyone, particularly individuals with severe symptoms, limited privacy, poor digital access or complex risk issues. For this reason, remote treatment should be viewed as a useful addition rather than a complete replacement for face-to-face specialist care.
A further challenge in treatment is the management of treatment-resistant OCD. Some individuals continue to experience severe symptoms despite adequate trials of ERP and SSRI medication. Elsouri, Subhawong and Bhandari (2024) note that treatment resistance remains a major clinical issue and may require more intensive, longer-term or augmented interventions. This is an important area of debate because it shows that, although current evidence-based treatments are effective for many people, they do not work equally well for everyone. Mental health services therefore need flexibility, specialist input and long-term follow-up for those whose recovery is slower or more complex.
Rehabilitation and Recovery
Although much of the literature on OCD focuses on symptom reduction, rehabilitation is equally important. Recovery from OCD should not be understood only as a decrease in obsessions and compulsions. A person may show measurable clinical improvement while still struggling with education, work, family life, social confidence or independent living. OCD can consume hours each day, lead to avoidance of places or people, and affect relationships through reassurance-seeking, ritual involvement or emotional withdrawal (Coluccia et al., 2016). Therefore, rehabilitation must address the wider functional and social consequences of the condition.
Quality of life is an important issue in OCD. Coluccia et al. (2016) found that adults with OCD have poorer quality of life than healthy groups across emotional, social and family areas. This shows that OCD affects more than symptoms alone and can limit daily life and opportunities. Rehabilitation should therefore support social reintegration, confidence and coping strategies.
Family involvement is also important. Relatives may give reassurance, help avoidance, or take part in rituals, which can unintentionally maintain symptoms (NICE, 2005). For this reason, psychoeducation and family support are valuable parts of recovery.
Rehabilitation may also include help with returning to work or education, improving social functioning and preventing relapse. Dos Santos-Ribeiro et al. (2025) found that treatment can improve quality of life, although this may happen more slowly than symptom improvement. This suggests recovery should be measured more broadly than symptom reduction alone.

Current Debates Surrounding OCD
One current debate is the difference between normal intrusive thoughts and clinical OCD. Intrusive thoughts are common, but OCD involves greater distress and compulsive responses, creating a risk of both underdiagnosis and over-pathologising ordinary behaviour (Marras, Fineberg and Pallanti, 2016).
Another issue is access to specialist treatment. Although ERP is recommended, many people still struggle to access trained therapists, especially in overstretched services. Digital therapy may help, but concerns remain about suitability and equal access (Bey et al., 2025; Polak et al., 2024).
There is also growing concern about risk and suicidality in OCD. Recent evidence shows that OCD can be linked to suicidal thoughts, particularly where there is depression, shame or severe impairment. This means it should not be seen as a low-risk condition (Brakoulias et al., 2024).
Finally, treatment-resistant OCD remains a challenge. Some people do not respond to standard treatment, leading to debate about more intensive or combined approaches, although evidence for newer interventions is still limited (Elsouri, Subhawong and Bhandari, 2024). 
Conclusion
In conclusion, Obsessive-Compulsive Disorder is a complex and often highly impairing mental health condition that is clearly recognised in ICD-11 as part of the obsessive-compulsive and related disorders grouping. Its reclassification outside the traditional anxiety disorders category reflects improved understanding of its distinctive clinical features and has strengthened diagnostic clarity (World Health Organization, 2024; Stein et al., 2016). Nevertheless, the accurate identification of OCD still depends heavily on careful, skilled and person-centred assessment, particularly because symptoms may be hidden, misunderstood or confused with those of other disorders.
Current evidence supports CBT with ERP and SSRI medication as the principal treatment approaches, with combined interventions often beneficial in more severe cases (NICE, 2005; Ferrando et al., 2021). At the same time, recovery should not be judged solely by symptom reduction. Rehabilitation, quality of life, social functioning and independence are equally important outcomes. Contemporary debates around diagnostic boundaries, digital interventions, suicide risk and treatment resistance show that OCD continues to present both clinical and service-level challenges. Overall, the most effective response to OCD is one that is evidence-based, compassionate, recovery-focused and tailored to the individual’s full experience of the disorder.
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