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                                    OBESESSIVE COMPULSIVE DISORDER (OCD)
INTRODUCTION
Obsessive Compulsive Disorder (OCD) is a mental health condition that affects millions of people worldwide. It is characterised by intrusive thoughts and repetitive behaviours that can significantly disrupt an individual's daily life (Micali et al., 2010). In the UK (United Kingdom), according to the “Mental Health Facts and Statistics (2023)”, approximately 1 in 4 people experience a mental disorder in a year. And as in many other countries, in the UK, addressing the needs of individuals with OCD has been a subject of ongoing debate and concern. This report aims to provide an overview of the current state of support and inclusive for individuals with OCD in the UK. It will discuss the historical context, the evolution of mental health legislation and provisions, and extent to which they benefit or potentially harm OCD patients. Obsessive Compulsive Disorder is a complex condition that often necessitates multifaceted support, encompassing not only medical but also understanding, acceptance, and accommodation in various aspects of life. However, the neuron-cognitive mechanisms that drive the emergence of OCD during development are still largely unknown (Hauser, 2021). 

The report will explore the challenges that individuals with OCD face in education, work, and social relationships, discussing how mental health legislation and provisions may exacerbate these challenges. To provide a comprehensive overview, this report will reference key literature, research findings and expert opinions related to OCD, its treatment, and the legal framework surrounding mental health in the UK. In the following sections, the historical perspective in the UK and the subsequent changes in legislation and provisions. It will also analyse the potential negativity consequences of the Mental Health Act and Mental Health Capacity Act for OCD patients, with a focus on how these acts may affect their education, work, and social relationships. Finally, the report will conclude the report by providing recommendations on how the current support system in the UK can be enhanced to better serve the needs of individuals living with OCD. 




DEFINITION AND CLASSIFICATION OF OCD
Obsessive-Compulsive Disorder (OCD) is a debilitating mental health condition characterized by the presence of obsessions and compulsions. Obsessions are intrusive, distressing, and persistent thoughts, images, or urges that cause significant anxiety. Compulsions, on the other hand, are repetitive behaviours or mental acts performed in response to the obsessions to reduce the associated distress. Individuals with OCD often recognize that their obsessions and compulsions are irrational, yet they struggle to control them, resulting in considerable impairment in daily functioning (Micali et al., 2017).

ICD-10 CLASSIFICATION 
[bookmark: _Int_onncvOux]In the International Classification of Diseases, 10th Edition (ICD-10), OCD is classified under the F42 category, titled “Obsessive-Compulsive Disorder”. The classification code for OCD in ICD- 10 is F42. 

COMPARISON TO DSM-5
[bookmark: _Int_i2ZkfMwE]The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), is another widely recognized diagnostic criteria manual. In DSM-5, OCD is classified under the “Obsessive- Compulsive and Related Disorders” category, which includes several conditions related to obsessive- compulsive features. The primary diagnosis in this category is “Obsessive-Compulsive Disorder” (DSM-5 code:300.3).

While both ICD- 10 and DSM-5 recognize OCD as a mental health disorder with similar fundamental characteristics, there are some differences in terminology and classification. For example, in ICD-10, OCD is a distinct category labelled “obsessive-compulsive disorder”, whereas in DSM-5, it falls under the broader category of “Obsessive -Compulsive Disorder Related Disorders”, which includes other related conditions such as hoarding disorder and body dysmorphic disorder. However, the diagnostic criteria for OCD in both manuals are consistent, emphasizing the presence of obsessions and compulsions and their impact on a person’s life. Notably, the choice of depending on the region and the health care provider’s preference, but the core understanding, and classification of OCD remain consistent between ICD-10 and DSM-5. These manuals serve as essential tools for clinicians to diagnose and categorize mental health condition including OCD, providing a common language for mental health professionals and researchers.

DIAGNOSIS OF OBSESSIVE-COMPULSIVE DISORDER (OCD)
The diagnosis of obsessive-compulsive disorder (OCD) is a complex and multifaceted process that involves formal criteria, clinical assessment, and collaboration between mental professionals (Veale and Roberts, 2014). A formal diagnosis of OCD is essential for several reasons, including appropriate treatment planning, access to support service, and research purpose. However, it also comes with potential drawbacks and challenges.
The current process of diagnosing OCD typically adheres to established diagnostic criteria outlined in authoritative manuals such as the Diagnostic and Statistical Manuals of Mental Disorders (DSM-5) and the International Classification of Diseases (ICD-10). These criteria define the essential features of OCD, including the presence of obsession (intrusive and distressing thoughts) and compulsions (repetitive behaviours or mental acts), along with the marked distress and impairment they cause (Goodman, 1999). To receive a formal diagnosis of OCD, a service user typically begins by seeking help from a mental health professional, such as a psychiatrist, psychologist, or clinical social worker. The diagnosis may involve a clinical assessment conducted to elevate the service user’s mental health. (Grabill, et al., 2007). The assessment often includes interviews, questionnaires, and standardized assessment to gather information about the individual’s symptoms, duration, and impact on daily life. Mental health professionals must differentiate OCD from other conditions that may present with similar features, such as anxiety disorder, tic disorder, or hoarding disorder. This step is crucial to ensure an accurate diagnosis (Rasmussen, and Eisen, 1994).
 The clinicians which provide criteria confirmation assess whether the service user’s symptoms align with the formal diagnostic criteria for OCD, as defined in the relevant diagnostic manual (e.g., DSM-or ICD-10). The service user input is valuable in providing insights into the nature and impact their symptoms (Veale and Robert, 2014). Once a diagnosis of OCD is confirmed, it is formally documented in the individual mental health records. This record of diagnosis is important for treatment planning and ongoing care (Hirschtitt, et al., 2017).

A formal diagnosis of OCD holds several crucial benefits for treatment planning because it allows mental health professionals to tailor treatment to the specific needs of the individual. Evidence-based therapies such as Cognitive-Behavioural Therapy (CBT) and medication can be employed effectively (Eric et al., 2010). It also means an individual can have access to support services, including community programs especially designed for individuals with OCD (Simonds and Elliot, 2001). Accurate diagnosis can lead a person resulting to research on OCD, leading to a better understanding of the condition and improved treatment options. It also supports advocacy efforts for individuals with OCD (Stein and Phillips, 2013). Receiving a formal diagnosis can be validating for service users, as it confirms that their experiences are real and are shared by others. It oftens provides relief by attributing their symptoms to a recognized condition (Grabill, et al., 2008). 

While formal diagnosis is essential, it also comes with potential drawbacks. The diagnosis label can carry stigma, potentially leading to discrimination and social prejudice, affecting the service user’s self-esteem and quality of life (Homonoff and Sciutto, 2019). It must also result in the pathologizing normal behaviour. In some cases, a diagnosis label may pathologized what may be considered normal variation in behaviour or cognition, potentially leading to overdiagnosis (Spence and Carel, 2021). The process of formal diagnosis can sometimes result in overmedicalization, with individuals being subjected to unnecessary treatment or intervention (Nucifora, 2015). Some individuals may struggle with the identity associated with the diagnostic label of their personality and life (Floris and McPherson, 2015).
In summary, the diagnosis of OCD is a formal process that involves clinical assessment, adherence to diagnostic criteria, and collaboration between service users and health professionals. A formal diagnosis is essential for appropriate treatment, access to support services, and research efforts. However, it also comes with potential drawbacks, including stigma, overmedicalization, and identity issues, highlighting the need for sensitivity and caution in the diagnostic process.








TREATMENT OF OBSESSIVE- COMPULSIV DISORDER (OCD)
The treatment provision for obsessive-compulsive disorder (OCD) has evolved significantly over the years, with current approaches emphasizing a combination of psychotherapy, medication, and self-help strategies (Hirschtitt et al., 2017). These treatments aim to alleviate symptoms, improve daily functioning, and enhance the overall quality of life for individual with OCD. 
Cognitive-Behavioural Therapy (CBT), particularly Exposure and Response Prevention (ERP), is considered the goal standard for OCD treatment. ERP involves exposing individuals to their obsession while preventing the corresponding compulsions. The goal is to reduce the distress associated obsessions and overtime, diminish their frequency and intensity. CBT helps individuals identify and challenge irrational beliefs, fostering a more adaptive response to obsessive thoughts (Eric et al., 2010). Selective Serotonin Reuptake Inhibitors (SSRIs), such as fluoxetine and sertraline, are often prescribed to individuals with OCD. These medications help regulate serotonin levels in the brain, reducing the frequency and intensity of obsessions and compulsions (Walsh and McDougle, 2011). In severe and treatment resistant cases, deep brain stimulation (DBS) is considered. It involves surgical implanting electrodes in the brain to modulate neural activity, potentially alleviating OCD symptoms (Walsh and McDuogle, 2011). Practice and Evaluation, Cognitive- Behavioural Therapy CBT, particularly ERP, is widely regarded as effective studies indicates that around 60-80% of individuals with OCD experience significant symptom reduction after completing a course of CBT. However, access to CBT can be limited due to long waiting lists in some regions, reducing its practicality (Walsh and McDougle, 2011). SSRIs have demonstrated efficacy in reducing OCD symptoms, with response rate ranging from 40% to 60%. Medication is accessible, but some individuals may experience side effects, and not all individuals respond to medication (Walsh and McDougle, 2011). Deep Brain Stimulation is typically reserved for extreme cases of OCD that do not respond to other treatments. It carries substantial ethical and practical considerations, including the invasiveness of the procedure and the potential for side effects. (Walsh and McDougle 2011). 
It can be argued that treatment provision for OCD has notably improved compared to the past. Historically, individuals with OCD often received ineffective or even harmful treatments, such as institutionalization and electroconvulsive therapy. Their focus was on containment and control rather than recovery (Hirschtitt, et al., 2017). Contemporary treatment, such as CBT and medication, are not only more effective but also more ethical. They empower individuals to actively participate in their treatment, respect their autonomy, and aim for long-term well-being. Moreover, the reduction of stigma has encouraged more people to seek help, increasing the accessibility of effective treatments. Despite improvements, challenges persist stigma continue to hinder some individuals from seeking treatment (Homonoff and Sciutto, 2019). Access to specialized treatment, particularly CBT, can be limited, leading to long wating times (Edbrooke-Childs, and Deighton, 2020). Finding the right medication and dosage can be trail-and-error process (Ackerman et al.,1999). While deep brain stimulation is highly invasive and reserved for severe cases because of its ethical implications and long-term effects which require careful considerations (Husted and Shapira, 2004).
In summary the current treatment provision for OCD is more successful and ethical than historical practices. CBT, medication, and deep brain stimulation offer effective options for individuals with OCD, but challenges related to accessibility, side effects, and ethical considerations remain as society continue to evolve its understanding of mental health. It is crucial to work towards improved access and supportive environment for individuals with OCD.


MEASUREMENT OF REHABILITATION FOR OCD
The measurement of rehabilitation for obsessive-compulsive disorder (OCD) is a crucial aspect of assessing the effectiveness of treatments. It evolves evaluating whether a treatment has achieved its goals and led to symptom reduction, functional improvement, and enhance overall quality of life for the service user. (Ghadiriet at., 2007). However, the measurement process in OCD rehabilitation is not without challenges, and a comprehensive evaluation requires consideration of multiple factors. 
One primary measure of success in OCD rehabilitation is a reduction in the frequency and intensity of obsessions and compulsions. Clinician often use standardized assessment tools like the Yale- Brown Obsessive- Compulsive Scale (Y-BOCS) to quantify the severity of OCD symptoms (Moritz et al., 2002). Additionally, successful rehabilitation should lead to improved functioning in daily life. This includes better social, occupational, and educational outcomes (Ghadiri et al., 2007). Clinicians may use structure interviews and self- report questionnaires to assess functional improvement. The service user’s overall quality of life is also a crucial outcome. Measures of quality of life encompass domains such as relationships, emotional well-being, and social functioning. The World Health Organization Quality of Life (WHOQL) questionnaire is an example of a total used for this purpose. (Macy, et al., 2013).
 Another way to measure rehabilitation is the maintenance of gain. The durability of treatment affects over time is essential. Monitoring service user’s ability to maintain improvements post- treatment and potentially lowering the risk of relapse is critical (Ghadiri et al., 2007). One of the primary challenges in measuring the effectiveness of OCD rehabilitation is the potential for an over- reliance on a limited set of outcomes. While symptom on reduction is vital, focusing solely on this aspect may neglect other essential factors like the quality of life and the service user’s subjective experience. This limited focus might not capture the full scope of the individual’s well-being (Fisher and Wells, 2005). Furthermore, OCD is a heterogeneous condition with various symptom profiles, comorbidities, and individuals experience. A one-size-fit-all approach to measurement may not account for these differences and may not overlook the unique needs and goals of service users (Lochner and Stein, 2023). Many outcomes in OCD rehabilitation rely on self-reporting, making them subjective in nature. This can introduce bias and may not always reflect the actual severity of symptoms or the extent of functional improvement (Fisher and Wells, 2005). The literature highlights these challenges and underscores the importance of a comprehensive and individualized approach to measurement. It is acknowledged that a restricted set of outcomes, especially if limited to symptom reduction, may not fully reflect the effectiveness of rehabilitation for OCD. This critique aligns with the recovery overall- oriented model of care, which emphasizes that the success of treatment should encompass improved overall well-being, individual goals, and the prevention of relapse overtime.
In summary, the measurement of rehabilitation for OCD is a complex process involving multiple outcomes, from symptom reduction to improve quality of life. While assessing the success of treatment is crucial, the field should address issues related to subjectivity, limited outcomes, and focus on the short-term. Taking a more comprehensive and individualized approach will enhance the accuracy and utility of rehabilitation measurement for individuals with OCD.




RECOMMENDATION FOR FUTURE PRACTICE REGARDING OCD
Improving the quality of life and outcomes for service users with obsessive compulsive disorder (OCD) require a multi-faceted approach. While current treatments and provisions have come a long way, there is still room for enhancements. The following recommendations encompass aspects of treatment, support, and future developments in the field. Address the issues of long waiting times for Cognitive-Behavorial Therapy (GBT) and other evidence-based treatments. Increased funding and resources for mental health services can help reduce these waiting lists, ensuring that individuals receive timely intervention. Telehealth and digital CBT platform can expand access, especially for Individuals in remote areas. Future practice should encourage and fund these accessible modes of treatment.
 Future practice should emphasize holistic care that considers the overall wellbeing of the service users. This includes addressing comorbid conditions, promoting physical health, and providing psychoeducation for both individuals with OCD and their families. It is also important to customize and tailor treatment plan to individual needs considering the heterogeneity of OCD presentations. This approach acknowledges the OCD symptoms, and their impact can vary widely among service users. It may also be worth considering combining different treatment modalities. Integrating medication, GBT and deep brain stimulation, when necessary, can improve treatment outcomes for specific service users. 
Encourage and expand peer support networks and self-help resources for individuals with OCD. These can provide valuable insights and a sense of belonging. Invest in ongoing research to better understand the underlying mechanisms of OCD and to develop more effective treatments. This research can lead to targeted interventions and personalized approaches. Promote early intervention and awareness, especially in education settings, to identify and support individuals with OCD from an early age. This can prevent the progression of the disorders and its impact on later life. Engage service users actively in their assessment and treatment planning. Recognize that the goals of treatment may differ from one person to another, and these goals should guide the therapeutic process. Continue anti-stigma campaigns and mental health education to reduce the stigma associated with OCD. Promote integrated care models that ensure coordination among mental health services primary care, and other health care providers. This approach can address the complex needs of individuals with comorbid physical and mental conditions. Stay updated on potential developments in diagnosis and treatment. Advances in neuroimaging, genetics, and neuromodulation techniques offer promising avenues for future interventions. In the coming years, potential developments in the diagnosis and treatment of OCD may include tailoring treatment based on a service user’s genetic neurobiological, and clinical profile can lead to more effective and personalized interventions. Advancement in neuromodulation techniques like transcranial magnetic stimulation (TMS) and non-invasive brain stimulation methods may offer additional treatment options. Research on new medications and substances, such as psilocybin, may provide novel treatment options. Future practice in treatment of OCD should focus on improving access, customizing care reducing stigma, and considering the unique needs of service users. Advances in diagnosis and treatment, including precision medicine and neurostimulation, offer hope for more effective interventions in the years to come. By implementing these recommendations and staying open to new developments, we can enhance the quality of life and outcomes for individuals living with OCD.



CONCLUSION
This report has delved into the multifaceted aspects of Obsession- Compulsive Disorder (OCD), examining its diagnosis, treatment, measurement of rehabilitation, and recommendations for future practice. The report provides insights into the current state of OCD support, as well as the challenges and opportunities that exist in this domain.
A formal diagnosis of OCD is essential for tailored treatment planning and access to support services. It is primarily based on the presence of obsessions and compulsions, with the Diagnostic and Statistical Manual of Mental Disorder (DSM-5) and the International Classification of Diseases (ICD-10) providing the criteria. The diagnosis process involves clinical assessment, differential diagnosis, criteria confirmation, collaboration, and documentation. Current OCD treatments include Cognitive- Behavioural Therapy (CBT), medication, and, in severe cases, deep brain stimulation. CBT, especially Exposure and Response Prevention (ERP), is considered highly effective. Medication, primarily Selective Serotonin Reuptake Inhibitors (SSRIs), has also shown efficacy. Historically, treatments were less effective and sometime harmful. 
Measuring the success of rehabilitation involves assessing symptom reduction, functional improvement, and overall quality of life. Challenges include subjectivity in assessment, limited outcomes, and short-term focus. The critique of current measurement practice underscores the need for a comprehensive and individualized approach. The report draws upon a wealth of expert consensus, diagnostic manuals (e.g., DSM-5 and ICD-10), research studies and authoritative sources. The works of notable authors have been adopted to put together this report and each of the reference mentioned in the report has helped to come to a greater judgement on how to improve the treatments for OCD patients in separate ways.
The recommendations for future practice include to enhance support for individuals with OCD, future practice should emphasize improved access to treatment, holistic care, customized treatment plans, combination therapies, peer support, ongoing research and development, early intervention, individualized assessment and treatment goals, stigma reduction integrated care and staying updated on potential developments in diagnosis and treatment. 
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