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Obsessive Compulsive Disorder
Introduction:
Obsessive Compulsive Disorder is a difficult and often weakening mental health condition described by intrusive thoughts, repetitive behaviours, and significant distress (Stein et al., 2016). In ICD-11, OCD is grouped within the group of obsessive-compulsive and related disorders, reflecting  contemporary understanding of its cognitive, behavioural and neurobiological components. This report critically examines the classification, diagnostic processes, treatment approaches, rehabilitation measures, and emerging debates surrounding OCD. Drawing on recent academic literature, it explores how evolving perspectives and neurodivergence, reclassification, and treatment innovation continue to shape practice and policy. Recommendations are provided to strengthen diagnostic clarity, improve treatment pathways and enhance support for individuals living with OCD (Gecaite, 2021). Given the substantial personal, social, and economic impact of OCD, a detailed examination of its diagnostic accuracy, treatment accessibility and long-term recovery pathways is essential for improving outcomes and informing evidence based mental health practice.

Classification and Diagnosis:
In ICD-11, OCD is grouped under 6B20- Obsessive-compulsive Disorder, within the broader grouping of obsessive-compulsive and related disorders. This classification marks a significant shift from 1CD-10, where OCD was grouped under anxiety disorders (Fineberg et al., 2013). The ICD-11 reclassification reflects growing evidence that OCD is distinct from general anxiety conditions due to its unique symptom patterns, neurobiological features, and treatment responses. ICD-11 describes OCD as a disorder characterised by the presence of obsessions, compulsions, or both. Obsessions are intrusive, unwanted thoughts, images, or urges that cause marked anxiety or distress. Compulsions are repetitive behaviours or mental acts performed to reduce distress or prevent feared outcomes. Importantly ICD-11 emphasises that these symptoms must be time consuming, causes significant impairment, and not be pleasurable, distinguishing compulsions from habits or impulsive behaviours (Abramowitz, 2006).
The language used, specifically the term disorder, reinforces a medicalised framing. While this supports clinical clarity and service eligibility, it also contributes to debates about stigma and whether alternative terms such as condition or syndrome may be more appropriate (Stein et al., 2016). 
Diagnosis of OCD involves a detailed clinical assessment, typically including:
· Structured interviews
· Symptoms checklists
· Behavioural observations
· Standardised tools such as the Yale brown Obsessive Compulsive Scale
Clinicians must identify, the presence of obsessions, compulsions or both, the level of distress caused, the degree of interface with daily functioning and insight levels. ICD 11 also includes specifiers such as, with absent insight and with tic disorder. These specifiers help clinicians tailor treatment and understand symptom patterns (Storch, Abramowitz and McKay, 2022)
Differential Diagnosis:
OCD shares symptoms with several other conditions, making differential diagnosis essential. Clinicians must distinguish OCD from:
· Generalised Anxiety Disorder
· Psychotic disorders (delusions vs intrusive thoughts)
· Autism Spectrum Disorder (repetitive behaviours without distress-driven compulsions)
· Body Dysmorphic Disorder
This complexity contributes to ongoing debates about whether OCD should be conceptualised as part of a broader neurodevelopmental spectrum (Ruscio et al., 2010).
Another important debate within OCD classification concerns the extent to which insight should influence diagnostic decision making. ICD-11 includes specifiers for levels of insight, yet some researchers argue that these distinctions are not sufficiently integrated into treatment planning or severity rating. Individuals with poor or absent insight often experience more entrenched compulsions and may respond differently to standing interventions, suggesting that insight should play a more central role in diagnostic frame works. Additionally, the diversity of OCD raises questions about whether current diagnostic criterial fully capture the complexity of OCD subtypes.

Treatment and Rehabilitation
Treatment for OCD typically includes psychological therapies, pharmacological interventions, and rehabilitation strategies aimed at restoring functioning. 
1. Cognitive Behavioural Therapy with Exposure and Response Prevention.
Exposure and Response Preventions is the best standard treatment for OCD. It involves progressively exposing individuals to feared stimuli while stopping compulsive responses. This process reduces anxiety over time and breaks the cycle of obsession-compulsion reinforcement. Research consistently shows Exposure and Response Prevention to be highly effective, with significant reductions in symptom severity and relapse rates (Olatunji et al., 2013). However, Exposure and Response Prevention can be emotionally challenging, and drop out rates remain a concern.
2. Pharmacological Treatment
First-line medications include:
· SSRIs (e.g., fluoxetine, sertraline)
· Clomipramine, a tricyclic antidepressant with strong anti-obsessional effects.
Medication is often used alongside Cognitive Behavioural Therapy, particularly for individuals with severe symptoms or limited insight. Treatment response varies, and some individuals experience partial improvement, contributing to debates about treatment-resistant OCD (Fineberg et al., 2020).
3. Combined Treatment Approaches
Combining Cognitive Behavioural Therapy and Exposure Response Prevention with medication is common in clinical practice. Evidence suggests that integrated treatment can improve outcomes for individuals with complex or severe OCD presentations (McGuire et al., 2015).
4. Emerging Treatments
New approaches include:
· Acceptance and Commitment Therapy
· Mindfulness-based interventions
· Deep Brain Simulation for treatment resistant cases
· Transcranial  Magnetic Simulation
These interventions reflect growing recognition of OCDs neurobiological underpinnings (Kessler et al., 2005).
Rehabilitation Measures in ICD-11 and Practice
Rehabilitation for OCD focuses on restoring daily functioning, improving independence, and supporting long term recovery. Key rehabilitation measures include skills training like comping strategies and anxiety management, social rehabilitation like supporting relationships, occupational rehabilitation like returning to work or education and psychoeducation for individuals and families. ICD-11 emphasises rehabilitation as part of a holistic approach, recognising that OCD can significantly disrupt daily routines, employment and social participation (Stein, Fontenelle and Reed, 2014).
Effectiveness and Limitations 
While Cognitive Behavioural Therapy with Exposure and Response Prevention are effective for many individuals, however limitation include:
· High drop out rates due to Exposure and Response difficulty
· Partial response or non response to medication
· Limited access to specialist OCD services
· Stigma and misunderstanding of symptoms
· Long waiting times in public health systems

These limitations highlight the need for improved service provision and more personalised treatment pathways.
Alongside established psychological and pharmacological treatments, there is increasing emphasis on developing more personalised and accessible interventions for OCD. Digital CBT-ERP programmes, for example, have gained attention for improving access to specialist therapy, particularly for individuals facing long waiting lists or geographical barriers (Gillian et al., 2014). Group based ERP has also shown promise in reducing isolation and increasing motivation through shared experiences. Furthermore, stepped care models are being explored to ensure that individuals receive the least intensive but most effective intervention first, reducing pressure on specialist services. These developments, highlight a broader shift toward flexible, scalable treatment pathways that better accommodate diverse needs and presentations.

Current Debates and Emerging Issues	
Debates surrounding classification
The reclassification of OCS in ICD-11 has sparked debate among clinicians and researchers. Key issues included whether OCD should be considered part of a neurodevelopmental spectrum, given its overlap with autism and tic disorders, whether the term disorder contributes to stigma and whether OCD should be conceptualised dimensionally rather than categorically. Some scholars argue that OCD is better understood as a spectrum condition with varying levels of insight, severity and symptom types.
Neurodivergence and Reclassification Issues
There is growing recognition that OCD may intersect with neurodivergence. Individuals with autism or ADHD often experience repetitive behaviours or intrusive thoughts that resemble OCD symptoms (Gillian et al., 2014). This overlap raises questions about:
· Whether current diagnostic boundaries are too rigid.
· Whether neurodivergent individuals are misdiagnosed or underdiagnosed 
· How treatment should be adapted for neurodivergent presentations
These debates reflect broader shifts toward personalised and neurodiversity-affirming mental health care.
There has also been an impact on practice and policy:
Debates about classification and neurodivergence have significant implications for practice and policy such as service eligibility may change if OCD is reframed as neurodevelopmental, Treatment guidelines may need updating to reflect diverse presentations, funding priorities may shift towards specialist OCD and neurodivergent services and lastly public health campaigns may need to address stigma and misunderstanding (Pauls et al., 2014).
Policy changes must balance clinical clarity with inclusivity and recognition of diverse experiences.

Debates surrounding OCD continue to evolve as researchers challenge traditional diagnostic boundaries and explore alternative ways of understanding the condition. One major area of discussion concerns whether OCD should be conceptualised dimensionally rather than categorically, reflecting the wide variation in symptom severity, insight and functional impact (Fitzgerald and Taylor, 2015). Another emerging issue involves the role of trauma and environmental stressors, with some scholars arguing that OCD may develop through pathways more complex than previously recognised. Additionally, debates about cultural variation highlight how compulsions and intrusive thoughts may be interpreted differently across societies, raising questions about whether current diagnostic criteria adequately capture global experiences of OCD.

Recommendations:
1. Improve Diagnostic Clarity
Diagnostic guidelines should be updated to:
· Better differentiate OCD from autism, anxiety and psychosis
· Include clearer descriptions of insight levels
· Provide guidance for assessing OCD in neurodivergent individuals (Torres et al., 2006).

2. Expand Access to Cognitive Behavioural Therapy (CBT) with Exposure and Response Prevention (ERP)
Given its strong evidence base, Cognitive Behavioural Therapy with Exposure and Response Prevention should be more widely available.
Recommendations include:
· Increasing specialist training for therapists
· Reducing waiting times
· Offering digital or remote ERP programmes
· Providing culturally sensitive ERP adaptations (Krebs et al., 2015).   
Improved access would reduce symptom and long term impairment.

3. Enhance Rehabilitation Services
Rehabilitation should be integrated into all OCD treatment plans. This includes:
· Social skills support
· Occupational rehabilitation
· Family-based interventions
· Long term recovery planning
These measures help individuals rebuild routines and independence.
4. Increase Research on Neurodivergent OCD
Further research is needed to understand:
· How OCD presents in autistic and ADHD individuals
· How treatment should be adapted 
· Whether ICD-11 classification should evolve
This would support more inclusive and effective care (National Institute for health and care excellence, 2005).

5. Reduce Stigma Through Public Education
Public health campaigns should:
· Explain the difference between OCD and personality traits
· Highlight the seriousness of the condition
· Promote help seeking 
· Challenge stereotypes
Reducing Stigma improves early diagnosis and treatment. In addition to strengthening diagnostic clarity, expanding rehabilitation services, there is a growing need for more integrated and collaborative care pathways for individuals with OCD. This includes improving communication between primary care, specialist mental health teams and community services to ensure continuity of support. Policy frameworks should also prioritise early intervention, as delays in treatment often lead to symptom escalation and reduced long-term recovery prospects. Further more, greater investment in public education campaigns can help challenge misconceptions, promote help seeking, and reduce stigma. Finally, expanding research funding for innovative treatments, including neuromodulation and also digital therapeutics,53 will hopefully support more personalised and also effective care (Stein et al., 2016).

Conclusion:
Obsessive-compulsive Disorder is a complex condition with significant impacts on individuals lives. ICD-11’s reclassification reflects evolving understanding of OCD’s distinct features, yet debates continue regarding neurodivergence, diagnostic boundaries, and treatment pathways. While Cognitive Behavioural Therapy with Exposure and Response Prevention and SSRIs remain the most effective treatments, limitations in access, response rates and rehabilitation highlight the need for improved services. Emerging perspectives on neuro divergence and personalised care offer promising directions for future practice. Strengthening diagnostic clarity, expanding treatment access, enhancing rehabilitation, and reducing stigma will support better outcomes for individuals living with OCD and ensure that mental health services remain responsive to contemporary evidence and diverse experiences. Strengthening service accessibility, improving public awareness, and investing in innovative treatments will be crucial for supporting long term recovery and ensuring that individuals with OCD receive comprehensive, compassionate and effective care. 
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