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Obsessive-Compulsive Disorder in ICD-11
1. Introduction
When it is condensed to talk, obsessive-compulsive disorder (OCD) is often related to cleanliness, order, or perfectionism. But clinically, it can be about checking, mental rituals, fears of contamination, intrusive sexual or violent images, religious scrupulosity, and a search for certainty. Such experiences may last for hours, interfere with schooling and work, and family and lead to depression and risk of suicide. Provision shifted away from moral and psychoanalytic accounts towards a neuropsychiatric account with community treatment and structured behavioural therapy. A ground-breaking contribution to the field, this book offers a critical evaluation of OCD in the ICD-11 way, elaborating on categorization’s, evaluation, intervention, and rehabilitation. It even tackles thorny issues: like whether merging multiple disorders under an obsessive-compulsive spectrum umbrella improves validity; the extent to which insight and culture impact diagnosis; the appropriate applications of neurodivergence language; and when digital technologies might be seen as expanding access or amplifying reassurance-seeking. The argument is that the ICD-11 will facilitate easy diagnosis and provide guidance on treatment, while actual recovery will depend on a meaningful formulation, specialist input and functional rather than symptom count. 
2. Classification, history, and diagnostic language
In ICD-11, OCD is now classified separately from other anxiety disorders under a new chapter, “Obsessive-compulsive or related disorders” with the code 6B20 (WHO, 2024). The new section also contains body dysmorphic disorder, olfactory reference disorder, hypochondriasis, hoarding disorder, and body-focused repetitive behaviour disorders. This reclassification is based on shared characteristics, which include intrusive thoughts or concerns with repetitive behaviours, avoidance, or mental actions. It also separated it from things that were lumped together. Hoarding, for instance, is no longer viewed as simply an OCD symptom. Field trials demonstrated that the ICD-11 guidelines improved diagnostic decisions for obsessive-compulsive and related disorders compared to ICD-10, providing support for the value of the revision (Kogan et al., 2020). But the category is so disparate: a repetition is not diagnostic of one "spectrum" as an aetiologia, and "spectrum" language could blind clinicians to significant differences in motivation, phenomenology, and therapeutic response. 
Persistent obsessions or compulsions or both are the hallmark. Unwanted and repetitive thoughts, images, or impulses that are intrusive and lead to feelings of anxiety, disgust, or a need for completeness are obsessions. Compulsions are mental or bodily actions that a person who is suffering from OCD feels compelled to perform in compliance with certain rules or to mitigate anxiety or prevent a terrible event. The event could be only loosely related to the feared activity. They must be time-consuming or cause significant distress or disability, and cannot be better explained by another disorder, substance, medication, or neurological condition (WHO, 2024). Unlike depictions in culture, compulsions can be invisible, like praying, counting, or mentally neutralizing a thought, or rechecking memories. 
Moderate to good and poor to absent insight: ICD-11 further details. This is important because the former group is individuals who know that their fears are exaggerated, but the latter group is those who are almost certain that contamination, responsibility, or danger-related beliefs are true. Retaining OCD with poor insight may also avoid misdiagnosis as a primary psychotic disorder and facilitate the person's treatment. The modifier is not, however, a biological marker and can change under duress. It should therefore be used to inform formulation, risk assessment and communication, and not as a fixed label.
Practical implications of "disorder" The term has consequences in this life. It represents clinically meaningful distress, lets you bill insurance, and distinguishes OCD from preferences. But flippant statements such as "I'm so OCD" turn a debilitating disorder into a simple personality quirk. It can trivialise secret rituals and add shame for people with taboo obsessions. A diagnosis can be a relief and explain things, but the language should remain person-led and focus on needs, strengths, and context rather than an alphanumeric that defines the person. 
3. Diagnosis and assessment
There is no scan, blood test or cognitive test that can diagnose. Postdiagnosis is a clinical decision based on one or more evaluations that consider the type, frequency, trigger, and impact of obsessions and compulsions. Clinicians need to be frank and compassionate when asking about checking, washing, ordering, avoiding, reassurance-seeking, and unwanted thoughts, as shame often prevents early disclosure. NICE (2005) acknowledges the unrecognised distress and recommends that patients be informed that the general population experiences intrusive thoughts; it is in OCD where the frequency, importance, and the patient's reaction in the form of rituals bring about impairment. Severity scores such as the Yale-Brown Obsessive Compulsive Scale may be utilized to monitor progress; however, a number cannot replace diagnosis or case formulation. 
Assessment should address onset, course, family history, physical health, medication, substance use, developmental history, depression, and suicide risk. It also needs to recognize family accommodation when relatives are responding to repetitive questions, taking part in rituals, or rescheduling their lives around avoidance. While accommodation temporarily lessens discomfort, it usually perpetuates the cycle and can cause distress. For young people, parent and school information is helpful, but the young person’s own account is vital as adults may observe rituals without knowing the feared meaning.
Differential diagnosis is challenging. Generalized anxiety, by contrast, features general worry, not particular obsession-compulsion cycles. Depressive rumination is typically mood-congruent; psychotic beliefs are not often resisted or neutralized; obsessive-compulsive personality disorder is characterized by pervasive perfectionism that is regarded as appropriate, as opposed to unwanted compulsions. Repetitive behaviours in autism may be pleasurable, predictable, or related to sensory regulation, but OCD compulsions are typically completed to get away from perceived threat or distress, although both can co-occur. Consideration also needs to be given to eating disorders, tic disorders, post‑traumatic stress, and health anxiety. Cultural and religious rituals should not be pathologized simply because they are repetitive. Clinical responsibility may be shared (with consent) with an appropriate faith leader if scrupulosity is suspected (NICE, 2005), but the clinician remains responsible. 
Diagnostic delay continues to be high in levels of service failure. Shame, lack of awareness in the public, misunderstanding amongst clinicians and a lack of specialist pathways continue to function as barriers (Wongbusarakum et al., 2025). Anion and Chasseguet-Smirgel, 1985) they are ego-dystonic and not indication of intent), sexual, religious, and violent obsessions are most suspected of misinterpretation. Too hurried a risk response may reinforce the person's fear that disclosure is hazardous. Consequently, assessment involves safeguarding as well as phenomenological insight: clinicians need to be able to differentiate between an unwanted fear of harming others and actual desire, intent, or loss of control. 
4. Treatment and rehabilitation
Modern approaches differ vastly from the previously custodial or explanatory methods. NICE recommends using a stepped care approach, involving education and low-intensity psychological support, with step-up care determined by severity, risk, and response. The primary psychological treatment is exposure and response prevention (ERP) as a component of cognitive behavioural therapy. With collaborative planning, the person faces fearful situations, images, or uncertainty that is ritual, avoidance, and reassurance-free. You do not just learn that anxiety decreases, you learn that you can stand not knowing and that compulsions are unnecessary. Meta-analytic data confirm the effectiveness of ERP as a front-line treatment also in remotely delivered formats, which may increase the accessibility of this treatment (Mao et al., 2022; Steele et al., 2025).
ERP has high demands for practitioners and patients and is not always successful. Drop out happens when exposures are rolled out too quickly, feel coercive, discount trauma, culture, autism or physical disability, or the person’s goals. Inadequately trained clinicians might teach general anxiety management, give repeated reassurance, or not include response prevention. Also, services tend to record symptom reduction in good numbers and to underreport involvement, relationships, and quality of life. Treatment, therefore, should employ a joint hierarchy, state the rationale, continually revisit consent, and allow for flexibility in the means without abandoning the ends of therapy. Family work is usually needed so that relatives support exposure but are not policing the person or actively accommodating. 
Selective Serotonin Reuptake Inhibitors (SSRIs) are the mainstay pharmacologic treatment. OCD may require an adequate trial of up to 12 weeks and doses may be higher than those typically used in depression, under specialist supervision. Nausea, sleep disturbance, sexual dysfunction, emotional blunting, activation, and discontinuation symptoms must be weighed up against the benefits. Younger people and anyone with depression or suicide risk require closer monitoring. If an SSRI or ERP alone is not enough, the two treatments are added together; one more SSRI or clomipramine may then be suggested. Clomipramine is effective, but due to its higher anticholinergic and cardiac risk, ECG monitoring and concerns about toxicity in overdose are required (NICE, 2005). Drug therapy relieves symptoms in a lot of people, but it does not necessarily fix routines, confidence, or social roles.
For treatment-refractory severe OCD, expert multidisciplinary assessment should confirm diagnosis, comorbidity, and whether previous ERP has been adequately delivered. Atypical antipsychotic augmentation may be useful in a subgroup, particularly when tics coexist, but side effects, metabolic and neurological, prevent their routine use (Fineberg et al., 2020). Repetitive transcranial magnetic stimulation is non-invasive and exhibits a small average effect, though protocols, targets, and duration remain to be identified. Deep brain stimulation or lesioning neurosurgery can be offered in extremely severe, chronic, treatment-refractory cases. 
These procedures invoke questions about surgical risk, consent under desperation, inequitable access to care and the risk of portraying circuit-based treatment as confirmation of an overly simplistic biological ethology. 
Rehabilitation is not an add-on cure after the symptoms have abated. It is the means by which participation is restored during the process of treatment. The ICD-11 defines what constitutes an impairment, but not how to implement rehabilitation; therefore, clinicians need to be able to convert descriptive classification into an individual plan. These can include a graded return to school or work, occupational therapy, assistance with personal care, sleep and community activities, family education, reasonable adjustments, financial advice, and planning for relapses. Severe cases may require intensive home treatment, specialist inpatient care, or resettlement in the community through supported housing to recover the skills needed for independent living (NICE, 2005). Recovery should involve less time spent engaged in rituals, as well as freedom, relationships, studying, employment, and learning how to cope with relapses without waiting for the next crisis.
5. Current debates and emerging issues
One debate is whether it is better to err on the side of underdiagnosis or diagnostic inflation. Publicity enables individuals to identify symptoms they had been unaware of having, but some online material treats neatness, intrusive thoughts, or reassurance-seeking as de facto signs of OCD. Unwanted impulses are common by themselves; diagnosis needs a persistent sequence that causes "significant distress or dysfunction". The response should not be to challenge self-identification, which may be the first step towards care, but to delimit education and screening from full evaluation. Nevertheless, evidence from a global survey still suggests considerable disability and unmet treatment needs, so to claim much of this is a matter of overdiagnosis sounds too facile (World Mental Health Survey Collaborators, 2025).
Neurodivergence contributes to this tension as well. OCD is not classified as a neurodevelopmental disorder in ICD-11, although broad neurodiversity narratives are sometimes extended to cover any long-lasting variation in thought or brain activity. A system-oriented perspective also answers the question of how environments, stigma and social norms magnify impairment (Chapman, 2021). For OCD, seeing a positive identity must not mean romanticizing compulsions as if they were an identity aspect for someone who sees them as unwanted, oppressive and life-limiting. The most responsible route is a pluralistic one: honour self-identification and provide accommodation while maintaining availability of approaches that treat them to alleviate suffering. And it is also important when OCD is present alongside autism or ADHD, given that traditional ERP might need to be modified for individuals’ communication styles, pace and sensory needs — without pathologizing all repetition. 

Digital care is yet another challenge in the making. Video-based ERP, apps and symptom monitoring can mitigate physical distance and allow for between-session support. AI can potentially enable screening and provide personalized prompts, but the evidence is nascent, and issues of bias, privacy and clinical accountability are unresolved (Kim et al., 2025). An always available chatbot can become a reassurance ritual: repeated demands for certainty may ironically serve to reinforce the very learning cycle that ERP attempts to break. Digital tools should be co-designed with clinicians and people with lived experience, identify repetitive reassurance patterns, do not provide definitive guarantees, and route risk appropriately.” 
6. Recommendations
Services should be able to meet auditable diagnostic criteria which includes asking directly about taboo and mental compulsions, differential diagnosis, cultural formulation, suicide risk assessment and the functional impact. Primary care and mental health generalist training should be conducted with OECD people, minimizing stigmatising and inappropriate emergency responses. Commissioners should increase access to specialist ERP in a timely manner via supervised face-to-face and remote pathways, and should monitor therapist competence, completion, adverse events, and wider outcomes beyond symptom scores. Rehabilitation plans should address family accommodation, education, employment, and relapse prevention from the outset. Policy for digital mental health should mandate with transparent evidence privacy protections and design features that do not incentivize compulsive reassurance seeking. Research priorities are long-term comparative effectiveness, adaptations for neurodivergent people, functional recovery, and equity in access to advanced interventions. 


7. Conclusion
ICD‑11 also enhances the classification of OCD by establishing a separate related‑disorders grouping at the same hierarchical level and by acknowledging mental compulsions and the degree of insight. Its usefulness, however, relies on expert interpretation because repetition, intrusive thoughts, and culture are not inherently pathological. Although ERP and SSRIs continue to be effective cornerstones, barriers to access, tolerability, and delivery contribute to a substantial portion of the population remaining untreated or only partially recovered. An answer-level response to OCD is thus more than a list of symptoms: it is thorough diagnosis, compassionate language, evidence-based treatment, and rehabilitation focused on real life. Future policy should increase specialist provision while guarding against trivialization, digital reinforcement, and unequal care. 
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