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Introduction
This report examines obsessive - compulsive disorder (OCD) by analysing its ICD-11 classification and diagnostic criteria, evaluating standard treatment and rehabilitation approaches, and assessing their effectiveness and limitations.

Classification and Diagnosis
Detailed analysis of how OCD is classified in ICD-11
ICD-11 introduces a more refined and clinically grounded approach to the classification of obsessive-compulsive disorder (OCD). In the new system, OCD is defined by the presence of persistent obsessions, compulsions, or both, which are experienced as intrusive and difficult to control, and which cause significant distress or impairment in daily functioning. Obsessions may involve unwanted thoughts, images, or urges, while compulsions can include both observable repetitive actions and covert mental rituals. ICD-11 removes the restrictive subtypes used in earlier editions, instead recognising the wide variability in how obsessions and compulsions co-occur. The revised framework also eliminates previous diagnostic exclusions, allowing OCD to be diagnosed even when other mental disorders are present, improving diagnostic accuracy in complex clinical presentations. ICD-11 places OCD within a new category called Obsessive-Compulsive and Related Disorders (OCRD). This reflects evidence that these conditions share similar symptoms, genetic influences, and brain mechanisms. These changes improve how OCD is diagnosed and assessed and support a clearer understanding of the disorder within modern psychiatric classification (NIH, 2024).

Diagnostic criteria and processes associated with OCD 
OCD is diagnosed by identifying ongoing obsessions, compulsions, or both, as described in ICD-11. Obsessions are intrusive thoughts, images, or urges that cause distress, while compulsions are repeated actions or mental rituals that the person feels driven to perform. For a diagnosis, these symptoms must take up a significant amount of time or interfere with daily life, work, school, or relationships. The clinician’s role is to determine whether the symptoms are excessive and disruptive rather than ordinary worries or habits. This process helps confirm that the individual’s experiences meet the criteria for OCD and require clinical attention. Because several other conditions are similar to OCD, clinicians must carefully distinguish it from disorders such as anxiety, depression, psychosis, tic disorders, or body-focused conditions. These disorders may share features like intrusive thoughts or repetitive behaviours, but the reasons behind the symptoms differ. By exploring the person’s level of insight, the meaning they attach to their thoughts or actions, and how these symptoms affect daily life, clinicians can determine whether OCD is the most accurate diagnosis. Clinicians use tools, such as the Yale–Brown Obsessive Compulsive Scale (Y-BOCS), to measure how severe the symptoms are and to help guide treatment decisions. These tools provide a clearer picture of how often symptoms occur, how intense they are, and how much control the person feels they have. The clinician also checks whether the symptoms could be linked to a medical problem, neurological issue, or substance use (NIH, 2024).
• Identify the language used in the classification
The OCD-UK emphasizes the importance of respectful and accurate language, preferring wording such as a person “suffers with OCD” rather than saying someone “is OCD” or using terms like “OCDers”, because a person should not be equated with the disorder itself. This language reflects a wider commitment to recognise the condition in ways that support understanding and access to appropriate treatment (OCD-UK, 2025).

Treatment and Rehabilitation
Standard treatment approaches for OCD
Treatment for Obsessive–Compulsive Disorder (OCD) typically involves a combination of psychotherapy, medication, and, in some cases, additional treatment approaches. Psychotherapy is a central component of OCD treatment, with Cognitive Behavioural Therapy (CBT) being the most effective approach. In CBT, individuals learn to identify and challenge distorted thinking patterns and to understand how these thoughts influence their emotional and behavioural responses. A specialised form of CBT called Exposure and Response Prevention (ERP) is particularly beneficial for OCD. ERP gradually exposes individuals to feared thoughts or situations while teaching them to resist performing compulsive behaviours. Over time, it reduces anxiety and weakens the cycle that reinforces obsessions and compulsions. For children and adolescents, therapy often involves guidance for parents and caregivers to provide support and maintain structured routines. Medication is also used to treat OCD, especially for individuals with moderate to severe symptoms. The most frequently prescribed medications are Selective Serotonin Reuptake Inhibitors (SSRIs), a type of antidepressant that helps regulate serotonin levels. These medications can reduce the intensity of obsessions and compulsions, although they may take several weeks to show noticeable effects. Treatment for OCD often requires higher doses or longer durations compared to treatments for depression. Healthcare providers monitor patients closely to adjust dosage as needed and manage any potential side effects. Many individuals benefit most when medication is combined with psychotherapy, as the two approaches support each other. When symptoms do not respond adequately to psychotherapy or medication, is apply additional treatment such as Transcranial Magnetic Stimulation (TMS), a non-invasive procedure that uses targeted magnetic pulses to stimulate specific areas of the brain involved in regulating obsessive–compulsive symptoms (NIH, 2023).

• Examine the rehabilitation measures included in ICD-11 and in practice
Rehabilitation in Obsessive–Compulsive Disorder (OCD) focuses not only on reducing symptoms but also on helping individuals improve daily functioning, social relationships, and independence. The main therapeutic method used is Cognitive Behavioural Therapy with Exposure and Response Prevention (ERP). Research consistently shows that ERP is one of the most effective interventions for reducing OCD symptoms and maintaining long-term improvements. In addition to ERP, newer forms of therapy such as Acceptance and Commitment Therapy (ACT), Metacognitive Therapy (MCT), and Inference-Based Therapy (IBT) are used in rehabilitation. These approaches help individuals change the way they relate to their thoughts, improve cognitive flexibility, and reduce unhelpful patterns of reasoning. They are helpful for people who do not fully respond to ERP or who find exposure-based work too difficult. Another important rehabilitation measure is creating personalised treatment plans, increases motivation and helps therapies work more effectively. Family involvement is also an important part of rehabilitation, especially for children and adolescents. Educating parents about OCD, reducing behaviours that support compulsions, and helping them guide exposure exercises at home strengthens treatment results. Group CBT or metacognitive groups reduce feelings of isolation and make it easier for individuals to stay engaged in treatment. Psychoeducation groups increase understanding of OCD and help people feel more in control of their condition. A major component of rehabilitation is psychosocial support. OCD often interferes with everyday functioning, making ordinary activities time-consuming or distressing. Rehabilitation programmes therefore include social skills training, problem-solving, stress-management techniques, and independent living skills such as maintaining routines, organising tasks, or managing responsibilities at home or work. Community-based rehabilitation centres, give individuals structured opportunities to practise these skills, participate in social activities, and receive support from a multidisciplinary team (GJOHBS, 2025).
• Assess the effectiveness and limitations of these approaches
Pharmacological treatments, particularly clomipramine and selective serotonin reuptake inhibitors (SSRIs), have been shown to significantly reduce OCD symptoms. However, treatment response is often incomplete, with many patients continuing to experience residual symptoms. Relapse following medication suspension is common, indicating limited long-term effectiveness when pharmacotherapy is used alone. Adding antipsychotic medication can help some individuals with treatment-resistant OCD, but significant improvement is seen in minority of patients. Psychological treatment using cognitive behavioural therapy (CBT) with exposure and response prevention (ERP) is the most strongly supported intervention for OCD. Nevertheless, ERP can be challenging for patients due to the anxiety it provokes, resulting in relatively high dropout rates. Individuals with severe symptoms or poor insight may require additional support to engage successfully in treatment. Current treatments for OCD are effective, but each has important limitations. This shows the need for personalised treatment plans that combine medication and psychological therapy to achieve better results (Abudy et al., 2011).

Current Debates and Emerging Issues: 
• Debates surrounding the classification and treatment of OCD
OCD is generally understood as a mental health condition, although its relationship to neurodivergence is sometimes discussed. Neurodivergence is a broad term, and OCD shares some overlap with neurodivergent conditions, particularly through frequent co-occurrence with autism, ADHD, and Tourette syndrome. These overlaps suggest the importance of recognising individual differences and providing tailored support. OCD is usually not classified as neurodivergent because it is not a neurodevelopmental condition present from early life. Instead, it is defined by distressing obsessions and compulsions that can emerge at any age and are typically treated with therapy and medication. As a result, while OCD may overlap with neurodivergent conditions, it remains conceptually and clinically distinct (Unique Community Service, n.d.).

• The role of neurodivergence and any relevant reclassification issues 
OCD can be viewed as a neurodivergent condition because people with OCD tend to think, process, and behave differently from what is considered typical. This perspective highlights that obsessions and compulsions seen in OCD reflect distinct patterns of brain function and mental processing that diverge from neurotypical experience. 
Previously, OCD was classified as an anxiety disorder because its symptoms are closely linked to anxiety. From a neurodiversity perspective, OCD involves patterns of thinking and behaviour that differ from what is considered typical. Reflecting this shift in understanding, the DSM-5 moved OCD out of anxiety disorders into a separate category, Obsessive-Compulsive and Related Disorders, acknowledging that OCD is more than just an anxiety condition (Thrive, 2023).

Recommendations
• Recommendations for improving treatment and rehabilitation of OCD
For individuals with mild OCD symptoms, psychological treatment involving Cognitive Behavioural Therapy (CBT) with Exposure and Response Prevention (ERP) should be offered as the first-line intervention. This may include up to 10 hours of guided self-help CBT with professional support, telephone-based CBT with ERP, or group-based CBT programmes with a healthcare professional. If these treatments do not lead to improvement or are not suitable, individuals should be offered pharmacological treatment with selective serotonin reuptake inhibitors (SSRIs) or more intensive CBT with ERP, usually delivered through individual, one-to-one therapy sessions lasting more than 10 hours. For individuals with more severe OCD symptoms, treatment should involve either SSRIs or extended individual CBT with ERP. In cases of very severe OCD, a combined treatment approach using both CBT with ERP and SSRIs is recommended to address the higher level of symptom severity (NICE, 2005). When first-line approaches are ineffective, second-line treatments including Acceptance and Commitment Therapy and metacognitive therapy. Second-line medications, such as SNRIs or mirtazapine, may be used, though evidence for their effectiveness in OCD is more limited. Third-line treatments are specialized interventions reserved for individuals with severe, treatment-resistant OCD, include transcranial magnetic stimulation (TMS), deep brain stimulation (DBS), and, in rare cases, surgery (International OCD Foundation, 2025).




• Consider the implications of these recommendations for practice, policy, and further research.
Mental health services for both adults and children should have access to specialist multidisciplinary teams for obsessive-compulsive disorder (OCD) that provide age-appropriate, evidence-based care. These teams play a key role in improving clinician’s skills, offering expert assessment and treatment, and addressing family and developmental needs. As OCD often follow a relapsing course, individuals who have previously responded to treatment should be seen promptly if symptoms return, rather than being placed on routine waiting lists. For those who do not benefit from treatment, coordinated follow-up is essential to identify ongoing support needs and ensure access to appropriate services (NIH, n.d). To improve psychosocial rehabilitation in the treatment of OCD, intervention programs should be more detailed and tailored to individual needs. These programs should use proven methods such as social skills training and group therapy and be based on evidence-based guidelines to ensure effective and consistent treatment. For children and adolescents, involving parents more actively can lead to better outcomes. Easy-to-access education programs should be provided to help parents take part in the treatment process. In addition, increasing the number of support groups and community-based rehabilitation centres can help individuals with OCD receive better social support. These services should be well funded and connected to existing public health systems to improve access and reduce social isolation. Creating multidisciplinary teams that include psychiatrists, psychologists, social workers, and other healthcare professionals can also improve care by ensuring a more coordinated and holistic treatment approach (GJOHBS, 2025).

Conclusion
The analysis demonstrates that while ICD-11 offers a consistent framework for classifying and diagnosing the condition, its criteria and language continue to shape how the condition is understood and managed in practice. Treatment and rehabilitation strategies show variable effectiveness, reflecting both clinical limitations and the need for more individualised and holistic approaches. Current debates, particularly those related to neurodivergence and reclassification, underscore the importance of ongoing critical review to ensure that classification systems support ethical, inclusive, and effective care.
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