



ICD-11 (2024) Chapter 06
Mental, Behavioural or Neurodevelopmental Disorders
🔽
Obsessive-Compulsive or Related Disorders
🔽
Obsessive-Compulsive Disorder (OCD)
(ICD-11 Code: 6B20)

Purpose of ICD-11
Provides internationally recognised diagnostic criteria.
Supports clinical assessment and communication.
Helps guide treatment planning and research.
Critical Evaluation
Strength: Standardised classification improves consistency in recognising OCD.
Limitation: Diagnostic labels support consistency but may oversimplify personal experiences. Wider psychiatric debates also question whether expanding definitions of psychological problems can lead to over-pathologising ordinary experiences (Haslam, 2016; Haslam, Tse and De Deyne, 2021).

Obsessive-Compulsive Disorder (OCD) is a mental health condition involving unwanted, repeated thoughts (obsessions) and repetitive actions or mental rituals (compulsions). These symptoms can cause distress and interfere with everyday life.
Key Symptoms (WHO, 2024)
•	Fear of contamination or harm.
•	Repeated checking, cleaning or counting.
•	Unwanted intrusive thoughts.
•	Mental rituals and reassurance-seeking.
•	Difficulties with relationships, work and daily activities.
Critical Point
OCD is not simply about cleanliness or being organised. It involves psychological, biological and environmental factors. Research also links compulsive behaviour to brain circuits involved in habits and behavioural control (Stein et al., 2019; Robbins, Banca and Belin, 2024).

 
Evidence-based treatment

Psychological theories

Critical Insights: OCD care has moved towards more testable psychological treatments and patient involvement. However, scientific progress does not guarantee equal access to specialist support.

Treatment
CBT with ERP is recommended.
▶️
Medical recognition

▶️
▶️
Modern care

▶️


Early historical periods
Obsessive thoughts were sometimes interpreted through religious or moral beliefs. Responses could involve spiritual guidance rather than clinical treatment.

19th century
Medical and psychiatric explanations became more prominent, and obsessive symptoms were increasingly recognised as psychological difficulties.

Early 20th century
Psychoanalytic theories connected obsessive symptoms with unconscious conflicts. However, their treatment effectiveness was not supported by the level of controlled evidence expected today.

Mid-to-late 20th century
Behavioural approaches, including exposure and response prevention, developed alongside advances in medication.

21st century
OCD is recognised through formal diagnostic systems, with CBT, ERP and SSRIs among the principal evidence-based treatments (Stein et al., 2019; NICE, 2005).


Historically, OCD was often explained through religious and moral beliefs. During the 20th century, psychological approaches became more common, followed by exposure and response prevention (ERP) and medication. Today, treatment focuses on evidence-based therapy, medication when appropriate, and person-centred care that respects individual needs and choices (Stein et al., 2019; NICE, 2005)..
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6. FACTS AT A GLANCE

Classification
ICD-11 Code: 6B20
Recovery
Treatment can improve daily life.


OCD has evolved from a condition that was often misunderstood into a recognised mental health disorder with evidence-based treatments. However, improving outcomes requires more than effective therapy. Accessible services, reduced stigma and person-centred support remain essential.
Critical Comparison: Modern treatments have stronger evidence but still face challenges with effectiveness, access and individual needs (Song et al., 2022; Öst et al., 2022).
Religious and moral explanations
Psychological and biological understanding
Limited diagnostic consistency
ICD-11 classification
Psychoanalytic and early behavioural approaches
Evidence-based CBT with ERP
Limited research evidence
Clinical trials and treatment guidelines
Greater professional control
Shared decision-making
Variable recognition and support
Specialist and community-based services

7. KEY MESSAGE




1. 


OVERALL TAKEAWAY
Understanding the history of OCD helps explain the strengths of modern treatment while highlighting the need for continued improvements in equality, access and individual choice.


5. HISTORICAL vs CONTEMPORARY CARE

4. EVOLUTION OF OCD CARE – TIMELINE

2. ICD-11 CLASSIFICATION
OBSESSIVE-COMPULSIVE DISORDER (OCD) 
A Critical Examination of Historical and Contemporary Treatment and Care Provision

3. HISTORICAL UNDERSTANDING
Introduction
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1. CONTEMPORARY TREATMENT AND CARE PROVISION

OBSESSIVE-COMPULSIVE DISORDER (OCD) 
A Critical Examination of Historical and Contemporary Treatment and Care Provision



CORE PRINCIPLES FOR BETTER OUTCOMES
● Person-centred care        ● Evidence-based treatment            ● Equal access               ● Patient rights          ● Recovery and wellbeing
Recovery involves improving quality of life and personal wellbeing, not only reducing symptoms (Rethink Mental Illness, n.d.).

· 

STIGMA AND DISCRIMINATION
OCD is sometimes incorrectly presented as a personality trait associated with cleanliness or perfectionism. This can minimise the seriousness of the condition.

Critical Perspective: Public awareness is important, but reducing stigma alone will not resolve unequal access to treatment. Mental health funding and service capacity also influence access to care. Therefore, awareness campaigns should be supported by investment and culturally appropriate services (NICE, 2005; The King's Fund, n.d.).

Mental Health Act 1983
he Mental Health Act allows compulsory assessment and treatment in specific circumstances. However, compulsory powers must be balanced with patients' rights and safeguards (NHS, n.d.-b; Mind, n.d.).
Mental Capacity Act 2005
The Mental Capacity Act protects decision-making rights and presumes adults have capacity unless established otherwise. Having OCD does not automatically mean someone lacks capacity (NHS, n.d.-a ; SCIE, n.d.).
NICE Guideline CG31
Provides recommendations for recognising, assessing and treating OCD, including psychological therapies, medication and specialist referrals.
Critical Perspective: Legal safeguards support patient rights, but their effectiveness depends on correct implementation, accessible information and meaningful involvement in care decisions.

LIMITATIONS
· ERP can initially increase anxiety and requires active participation.
· Some patients experience persistent symptoms despite medication, highlighting the need for alternative treatment strategies (Suhas et al., 2023).
· SSRIs may cause side effects.
· Specialist care may not be readily available. 

STRENGTHS
· ERP has demonstrated effectiveness in reducing OCD symptoms.
· Medication can reduce OCD symptoms, although effectiveness varies between studies and patients (Cohen et al., 2024).
· Combining ERP with medication may improve symptoms compared with medication alone (Mao et al., 2022).
· Psychological care can improve everyday functioning (Mao et al., 2022). 

· Standardised diagnosis. 
· Stronger evidence for ERP
· Medication options
Greater awareness
· More person-centred approaches
· Classification cannot capture every personal experience
· Treatment remains demanding for some patients 
· Side effects and incomplete response 
· Stigma and misunderstanding persist. 
· Unequal access to specialist services

Social influences
OCD can affect education, employment, relationships and family life. Shame and misunderstanding may prevent people from discussing intrusive thoughts or seeking help.
Cultural influences
Beliefs about mental illness may affect how symptoms are interpreted and whether professional treatment is accepted. 


Modern OCD care includes psychological therapy, medication and specialist support. Treatment should reflect symptom severity, functional difficulties and individual preferences (NICE, 2005).
NICE STEPPED-CARE APPROACH
Step 1
Assessment, information and shared treatment planning
↓
Step 2
Guided self-help or CBT with ERP, depending on severity
↓
Step 3
More intensive CBT with ERP or SSRI medication
↓
Step 4
Combined CBT with ERP and SSRI for severe impairment
↓
Step 5
Specialist multidisciplinary assessment for persistent or complex OCD

illustrative pathway based on NICE CG31; actual treatment decisions are individualised rather than a fixed sequence.

1. Improve early identification of OCD through professional training and awareness.
2. Increase access to specialist CBT with ERP and carefully evaluated digital self-help options (Wang et al., 2024).
3. Offer shared decision-making and clear information about medication benefits and risks.
4. Develop culturally sensitive and accessible mental health services.
5. Provide additional specialist support when initial treatments are unsuccessful.
6. Evaluate long-term functioning, quality of life and patient experiences alongside symptom improvement.
5. RECOMMENDATIONS FOR FUTURE PRACTICE
1. 


















CRITICAL PERSPECTIVE

Modern OCD treatment is more evidence-based than many historical approaches. Nevertheless, no single intervention works equally well for everyone. Psychological, biological and social perspectives should therefore be considered together. Evidence-based treatment must also be balanced with patient choice, accessibility and long-term wellbeing (Stein et al., 2019; Song et al., 2022).
Progress
ONGOING CHALLENGES
· 

4. CRITICAL ANALYSIS

3. RIGHTS, LEGISLATION AND POLICY

2. SOCIAL, CULTURAL AND POLITICAL CONTEXT
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