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Obsessive- compulsive disorder (6B20)
1. Introduction
Obsessive-Compulsive Disorder (OCD) is a chronic mental health condition that ranks among the top ten most debilitating illnesses globally because of its impact on lost income and quality of life. OCD is a disabling condition with a lifetime prevalence of around 2%, roughly twice as common as schizophrenia (Senter 2021). It causes considerable dysfunction, reduced quality of life, and increased disability.
This report focuses on OCD, aiming to outline its classification and diagnosis according to ICD_11, explore treatment and rehabilitation options, discuss ongoing debates and emerging concerns about the disorder, and offer recommendations to improve its diagnosis and management.
2. Classification and Diagnosis 
2.1. Classification
OCD is classified as a mental, behavioural, or neurodevelopmental disorder within the ICD-11 section on Obsessive-compulsive or related disorders (WHO, 2026). OCD has three subcategories, presented in Figure 1.

Figure 1: Subcategories of OCD (WHO, 2026)
OCD is a persistent mental health disorder characterised by obsessions, compulsions, or both (ICD-11) (Figure 2). Obsessions manifest as intrusive, unwanted thoughts, images, or impulses that cause anxiety. Individuals may try to ignore these obsessions or counteract them with compulsions, which are repetitive behaviours or mental acts performed in response to the obsessions, often governed by strict rules (WHO, 2026). 
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Figure 2: OCD cycle (Stoddard, 2023; BioRender, 2025)
2.2. Diagnosis
The diagnosis of OCD is made through clinical assessment, adhering to the ICD-11 criteria, which require the presence of obsessions or compulsions. Symptoms must be time-consuming, usually exceeding one hour per day, or result in considerable distress or significant functional impairments in personal, family, social, educational, and occupational domains of life (WHO, 2026). A comprehensive medical history and mental status evaluation are essential for diagnosing OCD, distinguishing it from other disorders, assessing prognosis, and developing a treatment plan (Brock, Hany and Rizvi, 2024). Assessing whether the patient experiences obsessions, compulsions, or both is crucial, and symptoms should be classified into specific dimensions (Figure 3). These symptoms must not be attributed to other medical conditions or the effects of substances.
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Figure 3: Symptoms of OCD (Stein et al., 2019)
The mental status examination (MSE) for individuals with OCD varies with symptom severity, disorder manifestations, and coexisting conditions, and specific common findings are observed during clinical assessment (Figure 4) (Brock, Hany and Rizvi, 2024).


Figure 4: Mental status examination (Brock, Hany and Rizvi, 2024)


3. Treatment and Rehabilitation 
3.1. Treatment of OCD
OCD treatment includes forming a therapeutic alliance, providing psychoeducation, and using psychological, pharmacological, or neuromodulation methods, especially in treatment-resistant cases which may require neurosurgery (see Figure 5) (Reddy et al., 2017). Although alternative treatments appear promising, more research is necessary. There are general management principles, but they need to be tailored to each individual case (Stein et al., 2019).
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Figure 5: OCD treatment algorithm (Stein et al., 2019)

3.1.1. Psychoeducation
Psychoeducational interventions can increase access to treatment for OCD by enhancing disorder awareness (Bansal, Chakrabarti and Grover, 2025). After receiving an OCD diagnosis, patients and families are educated about the disorder, its symptoms and possible treatments, which can offer partial symptom relief and improved quality of life (Stein et al., 2019). During psychoeducation, stigma is addressed, and the family's role in understanding OCD is emphasised, reinforcing the inclusion of family in treatment, especially for children and adolescents (Bansal, Chakrabarti and Grover, 2025). Patients, particularly those with poor insight, are engaged, and motivational interviewing techniques are used to foster empathy, discuss the pros and cons of symptoms and their management, and prioritise building a therapeutic alliance (Stein et al., 2019). 
3.1.2. Psychotherapy
Cognitive-behavioural therapy (CBT) is the most effective psychotherapy for OCD, combining cognitive reappraisal with behavioural interventions (Stein et al., 2019). The primary CBT method is Exposure and Response Prevention (ERP), which involves gradual exposure to fear-inducing stimuli while refraining from compulsive behaviours (Mayo Clinic, 2023). Combining ERP with cognitive strategies, such as addressing feared outcomes and dysfunctional beliefs, can enhance effectiveness, especially for patients with poor insight and low tolerance for exposure (Hirschtritt, Bloch and Mathews, 2017).
Individual and group CBT, which can be delivered in person or remotely, is effective for treating OCD (Rogers et al., 2017). The key factor for successful short- and long-term outcomes is patient adherence to homework assignments, such as ERP exercises (Church et al., 2023). CBT is suitable as the initial treatment for OCD, especially if preferred by the patient and if trained clinicians are available, provided there are no comorbid conditions that necessitate medication (Stein et al., 2019). Additionally, ERP therapy with a high response rate has long-term benefits, yet it can cause significant initial anxiety and has a high dropout rate, requiring access to specialised therapists (Gragnani et al., 2022).
3.1.3. Pharmacotherapy
Pharmacotherapy, particularly the selective serotonin reuptake inhibitors (SSRIs), combined with psychotherapy, is a first-line treatment for OCD due to their proven efficacy, safety, and low abuse potential (Pittenger and Bloch, 2014). Higher doses are typically required for OCD compared to other anxiety disorders, which improves efficacy but also increases dropout rates due to adverse effects like gastrointestinal issues and sexual dysfunction (Oh et al., 2024). SSRIs also necessitate longer trials (10-12 weeks) and present a high relapse rate if discontinued (NHS, 2021).
3.1.4. Other treatments
When psychotherapy and medication do not effectively manage OCD symptoms, alternative treatment options include intensive outpatient and residential programmes focused on ERP, which are beneficial for those severely affected (Mayo Clinic, 2023). For adults over 18 whose symptoms remain resistant to traditional treatments, deep brain stimulation (DBS) is an option that involves implanting electrodes in the brain to regulate neural activity, though its availability is limited (Mar-Barrutia et al., 2021). Additionally, transcranial magnetic stimulation (TMS) has been approved for use in adults with OCD, utilising magnetic fields to stimulate brain nerve cells without the need for surgery, and is considered when conventional treatments have failed (Cocchi et al., 2018).
3.2. Rehabilitation
Rehabilitation and management approaches in ICD-11 emphasise comprehensive symptom recognition, extending beyond overt behaviours to include covert compulsions and urges (WHO, 2026). The focus is on functioning and distress, targeting symptoms that consume more than one hour per day or significantly impair various life domains. ICD-11 permits the diagnosis of OCD alongside comorbid conditions, promoting integrated treatment plans (WHO, 2026). Rehabilitation is tailored to a patient's insight and self-awareness, distinguishing between "good/fair" and "poor to absent" insight to inform cognitive strategies (Kogan et al., 2020). It also takes into account emotions such as disgust and shame in OCD symptoms, providing targeted interventions that address these affective aspects.
In practice, rehabilitation for OCD emphasises diminishing symptom severity, ameliorating functional impairment, and improving quality of life by combining psychoeducation, evidence-based psychotherapy and pharmaceutical treatments (Elsouri et al., 2024). The objective is not always a full recovery, but rather the management of symptoms to prevent them from interfering with everyday living. Furthermore, rehabilitation emphasises early intervention to improve outcomes by preventing irrational thoughts from becoming entrenched (Binensztok, 2025). Motivation is critical to effective ERP therapy, with motivational interviewing helping patients engage in the process (McCabe et al., 2019). Therapy should also address internal mental compulsions, including silent prayers and counting (Law and Boisseau, 2019). Additionally, educating families to avoid providing reassurance is essential to breaking the cycle of anxiety (Remmerswaal, Batelaan, and Balkom van JLM, 2019).
Although these approaches are helpful for many patients, a substantial number fail to achieve complete remission, and challenges such as limited accessibility and treatment resistance are prevalent (Zaboski and Bednarek, 2025). Limitations of these therapeutic approaches include high dropout/refusal rates due to anxiety during exposure, difficulty in addressing internal rituals, treatment resistance, side effects of SSRIs, and restricted accessibility (Ong et al., 2016; Leeuwerik, Cavanagh and Strauss, 2019; Kayser, 2020). Moreover, effectiveness can be lower in individuals with poor insight or specific obsessive-compulsive concerns, such as "not just right" obsessions (de Avila et al., 2019).
4. Current Debates and Emerging Issues
OCD is a complex mental health condition that has attracted attention, particularly with the shift from ICD-10 to ICD-11. The classification of OCD within a new group of Obsessive-Compulsive and Related Disorders (OCRDs) highlights its unique characteristics, including feelings of "incompleteness" and distinct neurobiological features (WHO, 2026). OCD is now classified by compulsivity rather than anxiety, distinguishing it from anxiety disorders and allowing for consolidation with other similar disorders, such as trichotillomania and skin-picking (WHO, 2026).
Research indicates that the ICD-11 revisions enhance understanding of obsessions and compulsions compared with ICD-10. The new OCRDs in ICD-11 validate additional disorders, enhance clinical utility, and ensure the global applicability of the criteria (First et al., 2015). A study found that clinicians using ICD-11 were more accurate in diagnosing the newly introduced OCRDs than those using ICD-10 (Kogan et al., 2020). However, challenges in differentiating OCD from other disorders persist, as noted by Kogan et al. (2020). Furthermore, the ICD-11's statistical version is insufficient for global mental health implementation (WHO, 1992). In response, the WHO Department of Mental Health and Substance Abuse developed the Clinical Descriptions and Diagnostic Guidelines (CDDG) to support clinicians in diagnosing mental disorders across diverse clinical settings worldwide (First et al., 2015).
Considerable disagreement exists among scientists and mental health professionals about the causes and treatment of OCD. Psychoanalytic therapies, which focus on past experiences, may hinder effective treatment by amplifying intrusive thoughts (OCD Action, 2026). Studies show that these therapies do not yield reliable positive outcomes and call into question the justification for their duration (Surles, 2025). Effective OCD treatment should prioritise breaking the cycle of symptoms rather than exploring origins.

Evidence also suggests that stress management and relaxation training (SMRT) and the thought-stopping technique (TST) have not been shown to be effective in treating OCD (Arumugham et al., 2026). Specifically, research shows no effectiveness for SMRT in treating OCD (Mathur et al., 2021), while TST can worsen symptoms by heightening awareness of distressing thoughts (Surles, 2025).
Debates about the nature, diagnosis, and treatment of OCD significantly influence clinical practice and healthcare policy. These debates have shifted the understanding of OCD from a rare anxiety disorder to a prevalent and debilitating neuropsychiatric condition (ICD-11, WHO, 2026). Critical discussions focus on the definition of "recovery," the impact of technology, and the effects of cultural, moral, or religious interpretations (Ferrarese, 2025; Rakesh et al., 2025). These factors contribute to the development of specialised, evidence-based treatments and policies to enhance access to care for individuals with OCD (Arumugham et al., 2026).
Debates on the heterogeneity of OCD have prompted more individualised treatment plans, recognising that various symptom clusters may require different interventions (Puder, 2024). Current discussions emphasise improving quality of life over merely reducing symptom scores, encouraging clinicians to assess success by a patient's reintegration into work or social activities (dos Santos-Ribeiro et al., 2025).
Advocacy for recognising OCD as a significant disability in education and employment has increased, driven by its ranking among the WHO's top ten debilitating illnesses (Franco, 2024; University of Surrey, 2026). This has prompted stricter clinical guidelines to address the treatment gap and recommend earlier intervention. Additionally, policies are evolving to ensure that workplace and academic environments provide reasonable accommodations for individuals with OCD, addressing the stigma that contributes to unemployment and academic challenges (Marks and Appel, 2021; University of Surrey, 2026). 
Frequent misdiagnosis and delayed treatment of OCD cause unnecessary suffering and relapse among patients. The NICE has revised its guideline CG31 to improve the treatment of OCD, yet there remains a need for reform in how OCD is perceived and treated within healthcare policy (NICE, 2025). A Plan for Change has been proposed to the UK Government to enhance understanding, identify those affected, and ensure timely access to recommended treatments (OCD Action, 2024).



5. Recommendations: 
Key recommendations for improving OCD diagnosis include implementing targeted screening procedures by using direct screening questions to address common symptoms, utilising structured tools like the Yale-Brown Obsessive-Compulsive Scale (Y-BOCS) for severity assessment, and screening in high-risk settings (e.g., those presenting with anxiety, depression, eating disorders, or substance misuse) (NICE, 2024; Seibell et al., 2025). 
Some recommendations emphasise the need to enhance clinical awareness and training for healthcare providers on OCD (Menchon et al., 2016). They should recognise "hidden" symptoms beyond cleanliness concerns, such as forbidden thoughts and mental rituals (Ridgeway, 2026). Understanding the egodystonic nature of OCD symptoms is vital, as they are often intrusive, conflict with the patient’s values, cause distress, and lead to symptom concealment (Singh et al., 2023). Additionally, training should aim to help distinguish OCD from anxiety, depression, or psychosis to minimise misdiagnosis.
Other ways to improve OCD care include establishing multidisciplinary teams for expert assessment and improving referral pathways to expedite access to mental health specialists (NHS, 2023; OCD Action, 2026). Allowing direct patient referrals to psychological therapy can reduce wait times (Gentle et al., 2014). Educating patients and families about OCD is vital, focusing on reducing stigma, addressing family accommodation that may reinforce rituals, and promoting engagement with support groups such as OCD UK to recognise symptoms and seek help (Bansal et al., 2025;  OCD UK, 2026).
Children and young people with moderate to severe OCD should undergo multidisciplinary reviews involving family and carers and receive ongoing psychological treatment tailored to their developmental age (NICE Clinical Guidelines, 2006). Close monitoring is essential, along with support for the child's adaptation to social and educational environments (Arumugham et al., 2026). Detailed guidelines are needed to aid educators and mental health practitioners in this support process.
Although some telehealth interventions may support OCD treatment (e.g., OCD-NET), further research is required to clarify the role of digital health technologies in improving the detection and management of OCD (NHS England, 2026).
6. Conclusion
This report analysed OCD’s classification and diagnosis in ICD-11, reviewed available treatment and rehabilitation options, and discussed ongoing debates and emerging issues concerning the disorder. It also offered recommendations for enhancing diagnosis and treatment.
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Appearance and behaviour


Patients typically appear well-groomed yet have evident signs of worry. Repetitive hand-washing, checking behaviours, or rearranging objects, are frequently seen during interviews and act as diagnostic indicators.


Psychomotor activity


Individuals are seen performing motor tasks in a repetitive manner, such as tapping, checking, or repeatedly washing their hands. The patient continues to engage in these behaviours despite the obvious distress they cause.


Speech


Mood and effect


Patients typically describe emotions of worry or discomfort, and their affect aligns with the stated experiences, frequently exhibiting pronounced indications of stress.


Thought content


While articulation is usually purposeful and logical, random thoughts can occasionally get in the way. The extent to which these ideas are expressed throughout the examination varies from person to person.


Thought process


Perceptual abnormalities


Cognition


Insight and judgement


Problematic sexual or religious views, contamination, harming oneself or others, seeking symmetry, and other similar themes are prominent in obsessive-compulsive disorder (OCD) thinking. Many people report engaging in compulsions as a means to control and manage their obsessions.


The mental process is predominantly linear and coherent, albeit it is intermittently disrupted by intrusive and compulsive thoughts. Patients typically recognise these beliefs as unreasonable but feel forced to engage in similar compulsions.


Hallucinations or illusions are rarely reported in persons with OCD, in contrast to certain other psychiatric diseases.


Patients generally maintain alertness and orientation to time, place, and identity. Cognitive function is generally maintained, albeit it may be occasionally undermined by the pervasive nature of obsessive thinking.


A prominent feature of most OCD cases is preserved insight, where patients recognise the irrationality of their obsessions and compulsions but feel powerless to control them. Their judgment may specifically falter when resisting the urge to perform compulsive behaviours.



6B20.0


6B20.1


6B20.Z


OCD with fair to good insight


OCD with poor to absent insight


OCD, unspecified
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