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A Critical Examination of Obsessive-Compulsive Disorder: ICD-11 Classification, Diagnosis, Treatment and Rehabilitation
[bookmark: _Toc235229619]Introduction
Obsessive-compulsive disorder (OCD) is a mental health condition involving unwanted and repeated thoughts, images or urges called obsessions. These experiences often cause significant anxiety or distress. People may respond by carrying out repeated behaviours or mental activities known as compulsions. Examples include repeated checking, washing, counting, seeking reassurance or silently repeating words. Although these actions may temporarily reduce anxiety, they can strengthen the cycle of OCD over time (APA, 2022; NICE, 2022; WHO, 2024b).
OCD can affect employment, education, relationships, parenting, sleep and community participation. People may hide their symptoms because intrusive thoughts can involve violence, religion, sex or harm. Having these thoughts does not mean they will act on them. Shame can delay help-seeking and diagnosis, so professionals should explore symptoms sensitively (NICE, 2022).
This report critically examines the classification, diagnosis, treatment and rehabilitation of OCD. It also considers neurodivergence, diagnostic expansion, stigma and transdiagnostic approaches. It argues that although ICD-11 provides a useful framework, effective care also requires individual assessment, cultural awareness and attention to lived experience.

[bookmark: _Toc235229620]ICD-11 Classification and Diagnosis
The World Health Organization classifies OCD in ICD-11 Chapter 6, Mental, Behavioural or Neurodevelopmental Disorders. Its code is 6B20, and it is placed within the group of obsessive-compulsive or related disorders. This group also contains body dysmorphic disorder, olfactory reference disorder, hypochondriasis, hoarding disorder and body-focused repetitive behaviour disorders (WHO, 2024a). 
                                        [image: The image depicts a diagram illustrating the categorization of disorders, specifically highlighting Obsessive-Compulsive Disorder (OCD) as a subset of Neurodevelopmental Disorders under the broader classification of Mental, Behavioral, or Neurodevelopmental Disorders, with the code 6B20.

AI-generated content may be incorrect.]
Figure 1:ICD-11 classification of Obsessive-Compulsive Disorder (adapted from WHO, 2024a; created by the author using Canva).
This placement is important because OCD was historically grouped with anxiety disorders. Anxiety remains common in OCD, but ICD-11 recognises that obsessions, compulsions, repetitive behaviour and difficulties controlling these experiences form a distinct clinical pattern. The separate grouping may improve specialist knowledge, research and treatment planning. However, diagnostic separation may understate the strong overlap between OCD, anxiety, depression, eating disorders, tic disorders and neurodevelopmental conditions.
ICD-11 describes obsessions as persistent and repeated thoughts, images, impulses or urges that are intrusive and unwanted. Compulsions are repeated behaviours or mental rituals that the person feels driven to perform. Compulsions are usually carried out in response to an obsession or according to strict rules. They are intended to prevent harm or reduce distress, even when they are excessive or not realistically connected to the feared event (WHO, 2024b). 
For diagnosis, the obsessions or compulsions must be time-consuming or cause significant distress or impairment in personal, family, social, educational or occupational functioning (WHO, 2024a). Professionals must also consider whether symptoms are better explained by another mental disorder, substance use, medication or a physical health condition (WHO, 2024a; NICE, 2022). Assessment may include clinical interviews, observation, information from relatives and standardised instruments such as the Yale-Brown Obsessive Compulsive Scale (NICE, 2022; American Psychiatric Association (APA), 2022).
The word “disorder” indicates that symptoms have reached a level associated with distress, impaired functioning or need for care (WHO, 2024b). This helps distinguish clinical OCD from ordinary habits, preferences and occasional intrusive thoughts (APA, 2022). 
The strength of diagnosis is that it can validate distress, improve communication and provide access to evidence-based treatment (WHO, 2024b; NICE, 2022). Nevertheless, classification can reduce complex experiences to a label (Haslam et al., 2021). The same diagnosis may include contamination fears, checking, symmetry concerns, religious obsessions, relationship doubts, mental rituals or intrusive harm-related thoughts. Consequently, two people diagnosed with OCD may require very different care (Stein et al., 2019).
Cultural context is also important. Religious practices, washing routines and family expectations may be incorrectly viewed as compulsions when professionals do not understand their meaning (WHO, 2024b). Conversely, distressing religious or moral obsessions may be missed because they resemble accepted beliefs (APA, 2022). Assessment should therefore examine the purpose, frequency, rigidity and impact of behaviour rather than judging behaviour outside its social context (NICE, 2022; WHO, 2024b).
Diagnosis can also be delayed when compulsions are mainly mental and not visible (Stein et al., 2019). A person may repeatedly review memories, replace “bad” thoughts with “good” ones, pray silently or seek internal certainty (APA, 2022). 

[bookmark: _Toc235229621]Treatment and Rehabilitation
The main psychological treatment for OCD is cognitive behavioural therapy incorporating exposure and response prevention, normally shortened to CBT with ERP. CBT examines how interpretations of intrusive thoughts contribute to anxiety, responsibility and threat. ERP supports the person to face feared situations or thoughts gradually while reducing or delaying compulsions. Over time, the person learns that distress can decrease without performing the ritual.
A 2021 systematic review of 36 studies involving 2,020 participants found a large overall effect for CBT with ERP. However, the results depended on the comparison group, and only a minority of studies had a low risk of bias. Studies linked to strong researcher allegiance reported larger benefits than studies without this concern (Reid et al., 2021). Therefore, ERP has strong evidence but describing it as equally effective for everyone would be misleading. 
ERP can also be emotionally demanding. Some people discontinue because exposure initially increases anxiety, while others cannot access an appropriately trained therapist. Poorly planned exposure may feel controlling or may focus only on visible rituals while ignoring shame, trauma, depression, autism or family circumstances. Treatment should therefore be collaborative, gradual and based on a shared understanding of the person’s goals (NICE, 2022). 
Selective serotonin reuptake inhibitors, or SSRIs, are the main medicines used for OCD. They may be offered when symptoms are moderate or severe, when psychological treatment has not been enough, or when the person prefers medication. Benefits may take up to 12 weeks to appear, which is longer than many people expect (NHS, 2021). Side effects, withdrawal experiences and the possibility of relapse after stopping treatment should be discussed through shared decision-making.
For severe OCD, combined psychological and pharmacological treatment may be appropriate. Mao et al. (2022) reviewed 21 studies involving 1,113 participants and found that ERP plus medication produced greater improvement than medication alone. Nevertheless, there was substantial variation between studies, possible publication bias and limited long-term follow-up. This means combined care is promising, but treatment should not become an automatic formula that ignores individual preference or previous response. 
Treatment-resistant OCD requires specialist reassessment. Professionals should first review whether the diagnosis is accurate, whether ERP was delivered at an adequate intensity, whether medication was taken for an appropriate period and whether co-occurring conditions have been addressed. In exceptional, severe and long-term cases, specialist options may include intensive residential treatment, repetitive transcranial magnetic stimulation or deep brain stimulation. A meta-analysis reported an average OCD symptom reduction approaching 50% after deep brain stimulation, but this invasive intervention involves surgical, ethical, financial and long-term monitoring issues (Gadot et al., 2022). It should therefore be reserved for carefully selected cases rather than presented as routine treatment. 
Rehabilitation is sometimes associated only with psychosis or long hospital admissions. However, severe OCD may also prevent a person from leaving home, using public transport, preparing food, studying, working or maintaining relationships. Rehabilitation should therefore address functioning as well as symptom reduction (Mind, 2024b).
A person-centred rehabilitation plan may include occupational therapy, support to return to education or employment, family education, peer support, welfare advice and rebuilding daily routines. Families may unintentionally reinforce compulsions through reassurance, cleaning rituals or changing routines. Family involvement can support recovery, but relatives should be helped to reduce these behaviours without blaming the person (NICE, 2022).
The WHO Disability Assessment Schedule 2.0 can support this approach by measuring functioning across cognition, mobility, self-care, relationships, life activities and participation. It is designed for use across physical and mental health conditions and different cultural settings (WHO, 2012). Its strength is that it identifies the effect of OCD on real life. However, a standardised score cannot fully capture fear, shame, personal meaning or the effort required to resist compulsions.
Recovery should not be defined only as having no symptoms. Some people may continue to experience intrusive thoughts but become more able to study, work, care for family members and make independent decisions. Peer support can reduce isolation and provide hope, although groups should be managed carefully because repeated reassurance between members can sometimes reinforce OCD (Mind, 2024a). 
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One debate concerns whether increasingly broad mental health concepts risk pathologising normal behaviour. Haslam (2016) calls this concept creep, while Haslam, Tse and De Deyne (2021) link widening psychological concepts with psychiatrisation. Applying an OCD label too broadly could turn ordinary neatness, repeated checking or unwanted thoughts into illness. On the other hand, overly narrow definitions may exclude people whose symptoms are mainly mental, culturally shaped or less visible. The appropriate boundary should therefore depend on distress, loss of control and functional impairment, not simply the presence of repetitive behaviour.
Stigma remains another concern. OCD is often used casually to describe someone who likes order, while intrusive sexual, violent or religious obsessions receive less public attention. This can trivialise disability and make people fear being judged as dangerous. Atanasova et al. (2019) demonstrate that media representations can shape public understanding of mental health. More responsible communication should explain that intrusive thoughts are unwanted and that OCD is not a personality preference.
OCD also raises questions about neurodivergence. Neurodiversity recognises natural differences in thinking and information processing, particularly in relation to autism, ADHD, dyslexia and other neurodevelopmental differences. Some people with OCD identify as neurodivergent, especially where OCD co-occurs with autism or ADHD. However, OCD is not classified by ICD-11 as a neurodevelopmental disorder (WHO, 2024a; WHO, 2024b). Its repetitive behaviours are usually driven by anxiety, unwanted thoughts or attempts to prevent harm, whereas autistic routines may provide predictability, enjoyment or sensory regulation (WHO, 2024b; Simpson et al., 2014).
However, this distinction should not create rigid boundaries. Autistic people can also develop OCD, and ERP may need adapting for sensory needs, communication preferences and intolerance of uncertainty. Neurodiversity-affirming practice can reduce shame and improve communication. However, treating every disabling compulsion as a harmless difference may minimise distress and reduce access to treatment. Care should therefore respect identity while supporting experiences that are unwanted or restrictive (NICE, 2022).
Transdiagnostic approaches offer another perspective. Instead of treating each diagnosis as completely separate, they target processes shared across disorders, such as avoidance, repetitive negative thinking, intolerance of uncertainty and threat monitoring. This may help people with OCD alongside depression, generalised anxiety or eating difficulties. However, a general intervention may not provide the specialised ERP knowledge required for severe OCD. Transdiagnostic care should therefore complement rather than replace disorder-specific expertise (Reid et al., 2021).
Legal frameworks may become relevant when OCD is extremely severe. The Mental Capacity Act 2005 begins with the assumption that adults have capacity and requires support before concluding that someone cannot make a particular decision (Mental Capacity Act, 2005). A diagnosis of OCD does not itself mean that capacity is absent (Mental Capacity Act, 2005). The Mental Health Act 1983, as amended by the Mental Health Act 2007, may allow compulsory assessment or treatment where legal criteria are met, but restrictions should be necessary, proportionate and least restrictive (Mental Health Act, 1983; Mental Health Act, 2007). These safeguards protect safety, but compulsory treatment can damage trust and should not substitute for accessible early intervention. 
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First, primary care and mental health staff should receive better training on less visible forms of OCD, including mental rituals, harm obsessions, religious themes and reassurance seeking. Screening should be followed by a full assessment rather than used as a diagnosis by itself.
Second, services should provide timely access to therapists trained specifically in CBT with ERP. Treatment should be culturally sensitive, trauma-informed and adapted for neurodivergent people. Digital and remote treatment may improve access, but patients should retain a choice of face-to-face care because digital exclusion, privacy concerns and symptom severity may make online therapy unsuitable.
Third, assessment should measure functioning and personal recovery alongside symptom scores. WHODAS 2.0, occupational assessment and patient-defined goals can identify whether treatment is improving relationships, independence, employment and community participation.
Fourth, medication decisions should include clear information about delayed benefits, side effects, withdrawal and alternative options. Severe or treatment-resistant cases should have access to specialist multidisciplinary review before invasive interventions are considered.
Finally, research should include more culturally diverse participants, longer follow-up periods and independent trials with reduced researcher allegiance. Studies should examine not only symptom reduction but also quality of life, treatment acceptability, relapse, social recovery and cost. People with lived experience of OCD should be involved in designing services and research priorities.
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ICD-11 provides a clearer and internationally recognised framework for OCD by placing it within obsessive-compulsive or related disorders. This supports diagnosis, communication and access to treatment. However, classification cannot fully represent cultural context, hidden symptoms, functional disability or individual meaning.
CBT with ERP and SSRIs are evidence-based treatments, and combined care may benefit people with more severe symptoms. Nevertheless, variable outcomes, treatment dropout, side effects, service inequalities and limited specialist access show that effectiveness in research does not always become effectiveness in practice.
Recovery from OCD should include independence, relationships, education, employment and community participation, not only lower symptom scores. Future provision should combine accurate diagnosis with person-centred rehabilitation, neurodiversity awareness, legal safeguards and meaningful involvement of people with lived experience.
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