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Abstract

Background—Since the publication of the DSM-1V in 1994, research on obsessive—compulsive
disorder (OCD) has continued to expand. It is timely to reconsider the nosology of this disorder,
assessing whether changes to diagnostic criteria as well as subtypes and specifiers may improve
diagnostic validity and clinical utility.

Methods—The existing criteria were evaluated. Key issues were identified. Electronic databases
of PubMed, ScienceDirect, and PsycINFO were searched for relevant studies.

Results—This review presents a number of options and preliminary recommendations to be
considered for DSM-V. These include: (1) clarifying and simplifying the definition of obsessions
and compulsions(criterion A); (2) possibly deleting the requirement that people recognize that
their obsessions or compulsions are excessive or unreasonable (criterion B); (3) rethinking the
clinical significance criterion (criterion C) and, in the interim, possibly adjusting what is
considered “time-consuming” for OCD; (4) listing additional disorders to help with the differential
diagnosis (criterion D); (5) rethinking the medical exclusion criterion (criterion E) and clarifying
what is meant by a “general medical condition”; (6) revising the specifiers (i.e., clarifying that
OCD can involve a range of insight, in addition to “poor insight,” and adding “tic-related OCD”);
and (7) highlighting in the DSM-V text important clinical features of OCD that are not currently
mentioned in the criteria (e.g., the major symptom dimensions).

Conclusions—A number of changes to the existing diagnostic criteria for OCD are proposed.
These proposed criteria may change as the DSM-V process progresses.

Keywords

Obsessive compulsive disorder; DSM-V; nosology; tic disorders; early onset; symptom
dimensions

INTRODUCTION

Obsessive—compulsive disorder (OCD) is an often-chronic and potentially disabling
condition affecting from 1 to 3% of the general population around the globe.[*-3] Individuals
with OCD exhibit heterogeneous symptoms and a broad range of comorbid disorders and
outcomes.[1-31 In DSM-IV, OCD is classified in the section of anxiety disorders. DSM-1V
criteria are given in Table 1.141 In ICD-10, OCD is classified in the section of Neurotic,
Stress-related, and Somatoform disorders.[®] This review focuses on some of the key issues
pertaining to OCD that are being considered for the Diagnostic and Statistical Manual of
Mental Disorders (DSM) Fifth Edition (DSM-V). Given that research on OCD has
substantially increased since DSM-1V was published in 1994,[4] it is important to consider
whether changes in the diagnostic criteria are needed to reflect new knowledge. Our focus is
limited to considering possible revisions to the diagnostic criteria and how best to parse
OCD in terms of specifiers and dimensions. This article was commissioned by the DSM-V
Anxiety, Obsessive—Compulsive (OC) Spectrum, Post-traumatic, and Dissociative Disorders
Work Group. It represents the work of the authors for consideration by the work group.
Recommendations provided in this article should be considered preliminary. They do not
necessarily reflect the final recommendations or decisions for DSM-V, as the DSM-V
development process is still ongoing.

Depress Anxiety. Author manuscript; available in PMC 2014 April 03.
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STATEMENT OF THE ISSUES

REFINEMENT OF THE DSM-IV CRITERIA
Criterion A

a.

DSM-I1V, in contrast to ICD-10, provides separate definitions of obsessions and
compulsions. Should the separate definitions be maintained?

Should “impulse” be changed to “urge”?
Should “inappropriate” be changed to “unwanted”?

Should it be stated explicitly that obsessions “cause marked anxiety or distress,” or
should this be modified or deleted from DSM-IV?

Should what is meant by “ignoring or suppressing obsessions” or “neutralizing”
them with some other thought or action be clarified?

Should the phrases, “the thoughts, impulses, or images are not simply excessive
worries about real-life problems” and “the person recognizes that the obsessional
thoughts, impulses, or images are aproduct of his or her own mind (not imposed
from without as in thought insertion)” be moved to criterion D (the diagnostic
hierarchy criterion)?

Should the notion that obsessions and compulsions are typically not pleasurable be
emphasized in criterion A or B?

Should the fact that avoidance is often associated with obsessions and compulsions
be added to criterion A, B, or C?

Criterion B—Is the criterion that obsessions or compulsions are “excessive or
unreasonable” valid? If not, can this clinical criterion be better defined or operationalized?

Criterion C—Can the clinical significance criterion be better operationalized? Should the
1-hr portion of this criterion be maintained?

Criterion D—Should the diagnostic hierarchy with other mental disorders be retained? If
so0, should it specifically mention other disorders in addition to those already mentioned in
the criterion?

Criterion E—What is meant by a “general medical condition”? For example, does this
include Pediatric Autoimmune Neuropsychiatric Disorders Associated with Steptococcal
Infections (PANDAS)?

OCD SUBTYPES

How strong is the evidence for specific OCD subtypes: tic-related OCD, early-onset OCD,
and PANDAS? (Hoarding Disorder is covered by a separate review).[6]

OC SYMPTOM DIMENSIONS

How strong is the evidence for incorporating OC symptom dimensions including:
contamination/cleaning, hoarding, and symmetry/doing-redoing?

SIGNIFICANCE OF THE ISSUES

Although OCD is a prevalent disorder affecting as many as 3% of the population, many
more individuals have sub-clinical forms of OCD that frequently lead to help-seeking

Depress Anxiety. Author manuscript; available in PMC 2014 April 03.
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behavior.[1-3.7-9] How OCD is formulated in the diagnostic criteria has a major impact on
prevalence rates, who will be selected to participate in future scientific research studies, and
who will be offered evidence-based treatment for OCD. The inclusion of additional
specifiers has the potential to improve clinical practice and may contribute to a deeper
knowledge of the neurobiological and psychological substrates and cognitive-behavioral
mechanisms that underlie this disorder. Our goal in reviewing the nosology of OCD is not
only to incorporate new data but also to consider ways to simplify or clarify the wording and
organization of the criteria to make them more clinically useful.

SEARCH METHODS

RESULTS

Electronic databases of PubMed, ScienceDirect, and PsycINFO were searched for relevant
studies using relevant search terms (“obsessive—compulsive disorder” or “OCD”) and
“DSM-IV” or “diagnostic criteria” or “factor analytic studies” or “factor” or “dimension” or
“subtype” or “class.” The Annotated Listings of Changes in DSM-111, DSM-I1I-R, and
DSM-1V; the DSM-IV Sourcebooks; and the DSM-IV Options Book were consulted for
details of the DSM-111 to DSM-IV OCD criteria revisions.[10-15] The proceedings and/or
monographs of the preparatory conference series for DSM-V, particularly the OC Spectrum
Disorder conference were also used. The reference sections of selected articles and reviews
in this area were also searched for citations of further relevant published and unpublished
research. As this review is complementary to the other reviews contained in this special
issue, there are several important topics that are not covered, including where OCD should
be positioned in the organization of DSM-V.[16.17] Nor will we fully consider whether or not
Hoarding Disorder should be a separate diagnostic entity, as this is being covered in a
separate review.[8] In addition, the issue of insight (criterion B) will be more fully discussed
in a separate literature review. (Personal communication, Katherine Phillips, January 2010).

CRITERION A

Definition of Obsessions and Compulsions: DSM-1V, in contrast to ICD-10,
provides separate definitions of obsessions and compulsions. Should the
separate definitions be maintained?—DSM-IV and ICD-10 take a somewhat
different approach to defining obsessions and compulsions.[4°] In ICD-10, an obsession is a
thought, idea, or image (i.e., a cognitive event), whereas a compulsion is an act. ICD-10
emphasizes that obsessions and compulsions share features such as being repetitive and
unpleasant.

In contrast, DSM-1V defines obsessions as recurrent and persistent thoughts, images, or
impulses; thus, obsessions are not only cognitive events. Moreover, in DSM-IV,
compulsions are repetitive behaviors or mental acts; thus, compulsions also can be cognitive
events. A key difference between obsessions and compulsions in DSM-1V is that obsessions
cause anxiety or distress, whereas compulsions are aimed at preventing or reducing distress
or some dreaded event. Thus, unlike ICD-10, DSM-1V assumes a functional relationship
between obsessions and compulsions. Finally, there is an implicit distinction between
obsessions and compulsions in the wording in DSM-IV: an obsession is involuntary
(“intrusive™) whereas a compulsion is voluntary (“act”). These distinctions are central to the
cognit[i\g?-behavioral therapy (CBT) approach to the conceptualization and treatment of
ocbp.lt

For a practitioner who is used to the ICD-10 approach, there are several potential problems

with the DSM-IV criteria. First, in DSM-IV a thought can be either an obsession or a
compulsion, depending on whether it causes anxiety or is aimed at preventing anxiety.

Depress Anxiety. Author manuscript; available in PMC 2014 April 03.
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Without appreciating the functional relationship that DSM-1V assumes, this can be
confusing. Second, not all obsessions generate anxiety or distress (as discussed in more
detail below), and some patients report that the uncontrollability of their compulsions is a
source of distress. Third, although DSM-IV assumes a functional relationship between
obsessions and compulsions, DSM-1V also allows a diagnosis of OCD to be made if a
patient has only obsessions or compulsions. This is an apparent contradiction. Finally, not
all patients experience their compulsions as voluntary (i.e., within their control). This raises
the question of what is meant by voluntary.

On the other hand, there is a clear advantage to retaining the current DSM-1V criteria given
that OCD is a prevalent and widely studied disorder. For clinical purposes and in research
studies, the current criteria have worked reasonably well since 1994. Furthermore, there is a
good deal of data to support the functional relationship between obsessions and
compulsions, and embodying this relationship in the diagnostic criteria may be clinically
useful insofar as it provides an accurate conceptualization of the nature of OCD of
symptoms.

Summary and preliminary recommendations. DSM-IV defines obsessions and
compulsions somewhat differently than ICD-10. There is no simple way to resolve this
incompatibility without a fundamental change in either the ICD-10 or the DSM-IV
definition. Given the possible clinical utility of emphasizing a functional relationship
between obsessions and compulsions, and in the absence of evidence that the ICD-10
definition of obsessions and compulsions is preferable, we recommend that separate
definitions of obsessions and compulsions remain in criterion A, although clarifications and
simplifications of these definitions are recommended, as noted below.

Should “impulse” be changed to “urge” ?—Based on clinical experience, the term
“impulse” in criterion A is possibly confusing, in that impulses are characteristic of the
impulse control disorders. The latter are sometimes misdiagnosed as OCD. The use of the
term “urge” may more accurately reflect some of the common symptoms of OCD, e.g.,
obsessions with aggressive, religious, or sexual content. Such patients can have intrusive
urges, e.g., to harm themselves or others, which generate marked anxiety or distress because
of fears of acting on these urges.

One option is to replace the term “impulse” with “urge.”[20] Urge is defined as a continuing
impulse toward an activity or goal.[21] Although both “urge” and “impulse” connote
immediate, pre-reflexive acting, impulses are usually seen as more fleeting and urges more
long-lasting and persistent. Both terms enrich the purely cognitive description of
“obsession” presented in 1CD-10.15]

There are both advantages and disadvantages to replacing “impulse” with “urge.”
Advantages include the fact that the word “urge” might decrease confusion of impulse
disorders with OCD, and it conveys something more persistent than a fleeting impulse. On
the other hand, “urge” may connote the drive in various behavioral addictions and the
sensations some patients have prior to tics. Another disadvantage of the term “urge” is that it
may be confused with a compulsion, since “urge” is often used in the context of compulsive
rituals, e.g., “the urge to do or think certain things repeatedly can dominate your life
unhelpfully”(http://www.rcpsych.ac.uk/mentalhealthinfo/problems/
obsessivecompulsivedisorder/obsessivecomplusivedisorder.aspx).” Finally, some may favor
“impulse” because it emphasizes similarities between impulse control disorders and OCD.

Summary and preliminary recommendations: Both “impulse” and “urge” capture the
involuntary (losing control) nature of some obsessions. Since the concept “impulse”

Depress Anxiety. Author manuscript; available in PMC 2014 April 03.
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indirectly refers to the notion of impulse control disorders, which may complicate
differential diagnosis, our recommendation at this time is to replace “impulse” with “urge”
in criterion A and mention alternative terms such as “impulse” in the text. A potential
limitation of the word “urge,” however, is that it may create less differentiation from tic
disorders.

Should “inappropriate” be changed to “unwanted” ?—Classically, the content of
obsessions has been considered to conflict with a person’s personality and prior history.[22]
DSM-IV requires that obsessions be experienced as “inappropriate,” in an attempt to
operationalize the traditional concept of ego-dystonicity.[4] Indeed, from a clinical
perspective patients can experience their symptoms as “inappropriate.” However, it is not
clear that defining an obsession as “inappropriate” is the clearest description, given that
different cultures, genders, and ages have different definitions of what is appropriate and
what is inappropriate.[23] Furthermore, “inappropriate” may be interpreted as absolute (i.e.,
in relation to standard societal or cultural values) or as relative (i.e., in relation to patient
personal norms and values). Although criterion A explicitly states that patients experience
the content of their obsessions as inappropriate, thereby stressing the relative nature of
“inappropriate,” “unwanted” may be a better word, as it is less value-laden. In addition,
“unwanted” was the term used in DSM-I and DSM-11.[10.11]

Summary and preliminary recommendations: Operationalizing the concept of ego-
dystonicity of obsessions is difficult. On balance, given that different cultures, genders, and
ages have different definitions of what is appropriate and what is inappropriate, and that
“unwanted” was used in earlier editions of DSM, we suggest replacing “inappropriate” with
“unwanted” in criterion A. At the same time, “unwanted” might introduce other problems
(e.g., it focuses on volition and ignores content of the obsession).

Should it be stated explicitly that obsessions “cause marked anxiety or
distress” or should this be modified or deleted from DSM-IV?—The DSM-III-R
definition of obsessions expressed only indirectly that obsessions are distressing, while the
definition of compulsions explicitly stated that compulsive behavior was designed to reduce
discomfort. Although obsessions are not explicitly defined as aversive, the individual was
said to attempt to “ignore, suppress, or neutralize” them. In the DSM-IV Sourcebook,[24] the
proposal was made to specify that obsessions “are experienced as intrusive and
inappropriate, and cause marked anxiety or distress,” and this change was made in DSM-1V.

The DSM-IV workgroup supported their proposal with findings from several studies
indicating that “ruminative thoughts give rise to greater elevation of heart rate and increased
skin conductance response than do neutral thoughts.”[2526] n addition, both actual and
imaginary confrontation with contamination has been found to result in increases in heart
rate, subjective anxiety and skin conductance response.[27:28] Such physiological changes
have been repeatedly found to be associated with anxiety.[2427]

Clinical experience and data from clinical trials and longitudinal studies generally support
retaining anxiety and distress in the definition of obsessions.[20:27.29-33] For example, OCD
experts often consider whether a patient experiences anxiety or distress to help differentiate
the obsessions of OCD from the recurrent thoughts or images that are present in other
disorders (e.g., intrusive sexual images in paraphilias).[3%] As mentioned above, the anxiety-
inducing element of obsessions is central to the CBT perspective on OCD.[19] In addition,
data from several large OCD studies demonstrate that the vast majority of people with OCD
experience moderate or severe anxiety or distress from their obsessions. For example, in 122
untreated adults with OCD who were evaluated by trained raters before entering a
randomized clinical trial, most reported that their obsessions caused either moderate or

Depress Anxiety. Author manuscript; available in PMC 2014 April 03.
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severe distress (none: 0%; mild: 12.3%; moderate: 41.8%; severe: 43.4%; extreme:
2.5%).131] These data are comparable to similar data from a large randomized controlled trial
in children (POTS study) and data from a longitudinal naturalistic study of children and
adults with OCD.[32:33] At the same time, these data also demonstrate that not all obsessions
generate “marked” anxiety or distress (i.e., that is at least moderate in severity). Taken
together, these data support the notion that obsessions typically, but not always, cause
marked anxiety or distress in people with OCD and that compulsions are usually performed
in an effort to reduce anxiety or distress.

Summary and preliminary recommendations: Given the available data, it is
recommended that the phrase “cause marked anxiety or distress” be modified to state that
obsessions “usually cause marked anxiety or distress.” In addition, the definition of
“compulsion” should indicate that compulsions are behaviors or mental acts that are aimed
at preventing or reducing “anxiety or distress.”

Should what is meant by “ignhoring or suppressing obsessions” or
“neutralizing” them with some other thought or action be clarified?—As
mentioned above, DSM-1V assumes a functional relationship between obsessions and
compulsions, since compulsions are often done in response to an obsession. In fact, in the
DSM-IV field trial, most adults with OCD (96%) had both obsessions and compulsions
when evaluated by trained raters using the Yale-Brown Obsessive Compulsive Scale
Symptom Checklist (Y-BOCS-SC).[34-36] However, DSM-1V also allows a diagnosis of
OCD if a person has only obsessions or only compulsions.

The DSM-IV definition of an obsession requires that a person respond to an obsession by
attempting to ignore, suppress, or neutralize it with some other thought or action. Attempts
to ignore or suppress the obsession can take different forms (e.g., avoiding people, places,
and things that generate obsessions, using distraction techniques). On the other hand,
attempting to neutralize the obsession with some other thought or action refers to
performance of a compulsion. This differentiation is not specified in the criteria and is
potentially confusing, given that the definition of compulsion follows later, and it may not
be clear to a clinician who does not have expertise in OCD what “neutralizing the
obsession” means.

Summary and preliminary recommendation: One option is to specify in criterion A what
is meant by the phrase “to neutralize them with some other thought or action” by clarifying
in a parenthesis that this means in many instances to perform a compulsion. However, in an
attempt to keep the criteria relatively simple, we suggest that this be done in the text instead.
The text needs to be clear that compulsive rituals are but one form of neutralizing behavior
that people with OCD use to deal with their obsessions and reduce anxiety/distress (others
being thought suppression, distraction, mental analyzing, avoidance, reassurance seeking,
among others). Clarifying this point is crucially important and various specific examples
should be described so that readers of the DSM do not simply look for overt compulsions to
define OCD, but are also sufficiently knowledgeable to inquire about these more covert
neutralizing strategies, which serve the same function as compulsions.

Should the phrases, “the thoughts, impulses, or images are not simply
excessive worries about real-life problems” and “the person recognizes that
the obsessional thoughts, impulses, or images are a product of his or her
own mind (not imposed from without as in thought insertion)” be moved to
criterion D?—It is important to differentiate OCD obsessions from worries about real-life
problems that are present in generalized anxiety disorder (GAD) and from psychotic
thoughts that characterize schizophrenia or other psychatic disorders. However, it is also

Depress Anxiety. Author manuscript; available in PMC 2014 April 03.
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important to differentiate obsessions from a whole range of other psychiatric symptoms. It is
unclear why these particular disorders are mentioned in criterion A.

Summary and preliminary recommendations: There is no clear advantage for the
definition of obsessions to include information about the differential diagnosis specifically
between OCD, GAD, and psychotic disorders. We recommend moving these components of
criterion A to criterion D. This move will simplify the definition of an obsession and
enhance consistency by placing all diagnostic hierarchy issues in one criterion.

Should the notion that obsessions and compulsions are typically not
pleasurable be emphasized in criterion A or B?—DSM-I111-R required that patients
not derive pleasure from carrying out a compulsion, although compulsions could provide a
release of tension; however, this was removed in the DSM-IV edition. ICD-10, on the other
hand, explicitly mentions that both obsessive thoughts and compulsive acts are not in
themselves pleasurable.

Although there is little empirical evidence on this issue, clinical experience indicates that the
more a particular behavior is enjoyed, the less likely it is to be a compulsion of OCD.
Moreover, the fact that the compulsive behavior does not in itself produce a pleasurable
outcome (as opposed to reducing anxiety) is of value for the clinician in differentiating
compulsions associated with OCD from other disorders with compulsive behaviors, and in
particular from “purely” impulsive acts, sexual paraphilic behaviors, or pathological
gambling. As noted above, the fact that obsessions typically are not pleasurable can help
distinguish them from non-OCD intrusive thoughts. Thus, adding the fact that obsessions
and compulsions are generally not pleasurable might increase the reliability of the diagnosis
of OCD.

On the other hand, there are currently no strong empirical data to support this change and
adding it to criterion B and thus requiring it for a diagnosis of OCD might change caseness
in unexpected ways. In addition, criterion A states that obsessions cause marked anxiety or
distress, already indicating, albeit indirectly, that at least obsessions are not pleasurable.
Furthermore, some patients (e.g., those with symmetry/exactness concerns) report some
pleasure from their compulsions. Finally, instead of adding a new criterion about pleasure, it
may be simpler to indicate under criterion D those disorders that have pleasurable intrusive
thoughts or compulsive behaviors and that can be confused with OCD.

Summary and preliminary recommendations: Data are needed to determine whether the
reliability of diagnosis is improved by including in the criteria the notion that obsessive
thoughts and compulsive acts are not usually in themselves pleasurable. Without such data,
it is probably preferable not to add this to the criteria. However, at a minimum, this should
be described in the text, and disorders that can be confused with OCD should be specified
under criterion D.

Should the fact that avoidance is often associated with obsessions and
compulsions be added to criterion A, B, or C?—It is well known from a clinical
perspective that OCD patients actively avoid certain persons, places, objects, or actions
because they fear that these will prompt the obsessions or lead to compulsions. Avoidance
can lead to significant clinical impairment. Yet, avoidance is not specifically mentioned in
DSM-IV criteria for OCD. However, whether to include avoidance in the criteria is not
clear.

One option is to introduce avoidance under criterion A (in the definition of either obsession
or compulsion). However, although the concept of avoidance is often used to refer to
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avoidance of triggering obsessions, it can also refer to avoidance of anticipated anxiety/
distress or to avoidance of starting compulsions (e.g., the person with a contamination
obsession who has not cleaned the house in years because to start is never to stop). Thus,
avoidance is not unique to obsessions. Likewise, avoidance, although in some senses a
behavioral act that can reduce anxiety, is not quite the same thing as a compulsion as
currently defined. A second option is to add avoidance to criterion B and require it for the
diagnosis of OCD. In fact, for some of the other anxiety disorders, avoidance is a key feature
of the diagnostic criteria in DSM-1V.[4 However, empirical data are needed on the
prevalence and nature of avoidance in OCD to understand how requiring avoidance might
affect caseness. Finally, avoidance could be introduced in the clinical significance criterion
(criterion C in DSM-1V), since obsessions, compulsions, anxiety/distress, and subsequent
avoidance can all lead to impairment, and sometimes it is avoidance that is the most
impairing. However, it is not clear how one would operationalize this since avoidance is the
absence of behavior.

In sum, although avoidance is an important clinical feature of OCD, it is not clear how best
to operationalize avoidance so that it can be adequately assessed by clinicians. Part of the
challenge is that there are many different types of avoidance, as described above. Moreover,
in common parlance, a patient who refrains from doing rituals could be described as
avoiding their rituals, but this is considered a sign of health, not a sign of pathology.

Summary and preliminary recommendation: On balance, our preliminary
recommendation is to discuss avoidance more clearly in the text rather than adding it to the
criteria. Before final recommendations are made for DSM-V, it will be helpful to consider
how avoidance will be addressed for other disorders.

CRITERION B

Is the criterion that obsessions or compulsions are “excessive or
unreasonable” valid? If not, can this clinical criterion be better defined or
operationalized?—Criterion B requires that a person with OCD has at some point during
the course of the disorder recognized that the obsessions or compulsions are excessive or
unreasonable. One problem with this criterion is that neither “excessive” nor “unreasonable”
are defined or operationalized and it is unclear how clinicians and researchers interpret
them. Presumably this criterion pertains to insight about the accuracy of the beliefs that
underlie the obsessions, (e.g., the belief that the house will burn down if the stove is not
checked) or the rationality of the compulsions (e.g., the need to check the stove 30 times to
be safe). Studies have shown, however, that some patients with OCD have poor or even
absent insight; in two studies in different samples, about 2% of patients completely lacked
insight, i.e., the belief underlying their obsession was delusional.[3] Technically speaking
unless they had shown some insight during the course of the disorder, such patients should
receive a diagnosis of delusional disorder or psychotic disorder NOS, not OCD.

Data from the DSM-IV field trial similarly demonstrated that OCD is characterized by a
spectrum of insight, including delusional beliefs: only 13% of 250 OCD patients were
certain that their feared consequences would not occur.[38] The majority of patients were
either uncertain (30%) or mostly certain that the consequence would occur (26%); 4% were
completely certain that their feared consequence would occur.

These data from the DSM-IV OCD field trial led to the addition of the specifier “with poor
insight” in DSM-IV. The addition of this specifier was useful in that it focused attention on
poor insight as an important clinical feature of OCD. However, the wording of this specifier
is problematic, as it uses the same unclear terminology as in criterion B, e.g., “excessive”
and “unreasonable;” in addition, it focuses on the “current episode,” even though OCD is
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not typically an episodic illness.[38] The poor insight specifier also does not reflect that
insight varies along a continuum in OCD, from good to absent. Finally, this specifier does
not resolve the question of whether an OCD patient who completely lacks insight should be
diagnosed with a psychotic disorder instead of OCD.

Summary and preliminary recommendations: As neither “excessive” nor “unreasonable”
are defined or operationalized, it is unclear how clinicians and researchers interpret them;
indeed, they are difficult to define and can have different meanings. Given that insight varies
in OCD patients, and can include delusional OCD beliefs, we suggest deleting criterion B
from OCD. This may help prevent misdiagnosis of OCD as schizophrenia or another
psychotic disorder, which clinical experience suggests sometimes occurs. However, the
impact of this deletion on caseness should first be examined. In parallel, we recommend that
OCD’s delusional variant be eliminated from the psychosis section of DSM.

We further recommend that OCD’s poor insight specifier be expanded to include not only
poor insight but a broader range of insight options, such as: (a) good or fair insight, (b) poor
insight, or (c) delusional OCD beliefs. Such specifiers have the potential advantage of
conveying the broad range of insight that can characterize OCD beliefs, including delusional
beliefs.[37] These specifiers are similar to categories in the Brown Assessment of Beliefs
Scale (BABS) and YBOCS.[34:35.39] Further evidence regarding these specifiers, their
potential clinical utility, and use and definition of the term “insight” are further considered
in a separate review (Personal communication, Katherine Phillips, January 2010).
Alternatively, additional specifiers can be considered: fair insight could be separated from
good insight, or “good or fair insight” could be replaced by separate categories of
“excellent,” “good,” and “fair” insight, as in the BABS and YBOCS. Potential advantages of
the greater specificity must be weighed against the possibility that more specifiers might be
burdensome for clinicians. The proposed option would also allow compatibility with the
insight specifiers proposed for other disorders such as body dysmorphic disorder (BDD). At
the same time, the ability of clinicians to use such an insight specifier reliably and its clinical
utility should be assessed.

CRITERION C

Can the clinical significance criterion be better operationalized?—There are
several reasons to consider possible changes to criterion C. One concern about this criterion
is that in non-psychiatric medical disorders, a disease entity usually is defined in terms of its
core symptomatology or underlying pathophysiology, not its functional consequences. On
the other hand, the etiology and psychophysiology of most psychiatric disorders are not
sufficiently understood to be useful for diagnostic purposes. In addition, many of the
characteristic symptoms of psychiatric disorders are present in the same form, as part of
everyday life, in many in the general population. For example, studies have demonstrated
that most people have occasional intrusive thoughts, and at least half of people have
repetitive behaviors or rituals.[8:940] Thus, the clinical significance criterion serves as a
clinically useful cut point, one that is helpful in differentiating disorder from normalcy.

A second potential concern about this criterion is that different individuals may have
different thresholds for experiencing subjective distress and for displaying objective
impairment in functioning. Thus, a more emotionally demonstrative person may voice
distress in response to milder symptoms. A more resilient person may not display
impairment in functioning despite suffering from severe symptoms. The functional impact
of a particular level of symptoms also may differ depending upon the level of demand
required by the person’s occupation, or the amount of available social or financial support.
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Clinical judgment is therefore required in delineating the cut points of clinically relevant
distress and impairment.

Third, the requirement that OCD symptoms take more than 1 hr a day to be considered time-
consuming seems somewhat arbitrary. As is noted in the accompanying BDD review, a
potential disadvantage of including a specific time criterion is that there are no data to
support a particular cut point, and any cut point is somewhat arbitrary.[1] Moreover, recent
data have shown that even people with obsessions and compulsions which last less than 1 hr
a day may have significant impairment in functioning.[8.%] For example, Denys et al. used
data from the Netherlands Mental Health Survey and Incidence Study (NEMESIS), a large
representative sample of the general Dutch population (N = 7,076), to compare subjects
without obsessions or compulsions (94.2%), subjects with obsessions and compulsions who
did not meet full DSM-I111-R criteria (4.9%), and subjects with “full-blown” OCD according
to DSM-111-R (0.9%).[8] These three groups were compared on psychological vulnerability,
health and functional status, psychiatric comorbidity and seeking treatment. Sub-threshold
subjects scored equally to OCD subjects on all measures, except for seeking treatment. OCD
subjects and sub-threshold subjects scored worse on most measures when compared to the
subjects without obsessions or compulsions. These data challenge the validity of the clinical
significance criterion as it is formulated in DSM-111-R and DSM-1V.

At the same time, changing clinical significance criteria can produce large differences in
prevalence rates. For example, Crino et al. found that the 12-month prevalence according to
the former DSM-I11I criteria and the more stringent DSM-IV criteria differed more than 3-
fold (2.1 versus 0.6%, respectively).l42] Thus, changes in clinical significance criteria should
be supported by very strong evidence.

Summary and preliminary recommendations: Because intrusive thoughts and repetitive
behaviors are so common in the general population, it is important that the criteria
differentiate clinically significant from clinically non-significant symptoms to avoid
overpathologizing normal experience. How to determine clinical significance optimally is a
key issue across the diagnostic system. Ideally, distress and impairment should be better
operationalized in DSM-V. In addition, the language of this criterion in OCD differs from
other disorders. We suggest rewording it so that it is more consistent (e.g., deleting the
phrase “significantly interfere with the person’s normal routine” and rewording the rest of
that sentence), although the impact of this change on caseness needs testing. Otherwise, we
are not aware of any evidence-based suggestions for how to improve this criterion for OCD.
However, for the reasons discussed above, we recommend indicating that more than 1 hr a
day is a guide to what is time consuming (by using it as an example) rather than being an
absolute requirement for the diagnosis.

CRITERION D

Should the diagnostic hierarchy with other mental disorders be retained? If
so, should it specifically mention other disorders in addition to those already
mentioned in the criterion?—Since obsessions can be confused with other intrusive or
recurrent thoughts (e.g., worries, intrusions, ruminations, and delusions), and compulsions
can be confused with stereotypies, tics, impulses, urges, habits, and perseveration, it is
useful to identify those disorders that need to be differentiated diagnostically. For example,
the ruminative thoughts of depressed patients may resemble obsessive preoccupations, and
the excessive worries of patients with GAD may resemble obsessive thinking. Patients with
hypochondriasis may present with unrealistic preoccupations with physical disease that
closely resemble obsessive ruminations of OCD; somatic checking rituals and frequent visits
to the physician’s office for reassurance may play an anxiety-reducing role similar to that of
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compulsive rituals. Patients with anorexia nervosa or BDD may have obsessive pre-
occupations with physical appearance as well as compulsive behaviors, e.g., excessive
grooming in BDD or ritualistic behaviors around food in anorexia nervosa. The diagnosis of
obsessive-compulsive personality disorder (OCPD), with its preoccupation with orderliness
and perfectionism, can be confused with OCD.

Summary and preliminary recommendations: We recommend that the diagnostic
hierarchy criterion be retained. However, we recommend that the opening sentence of this
criterion be reworded for clarity and consistency with how this criterion is worded for other
disorders. We further recommend that the most important differential diagnoses continue to
be explicitly listed in the new criterion C (the old criterion D). As mentioned above (see
criterion A), we also recommend moving the phrase that obsessions are not simply excessive
worries about real-life problems (as in GAD) and the phrase that the person recognizes that
the obsessional thoughts, impulses, or images are a product of his or her own mind (not
imposed from without as in thought insertion and a psychotic disorder) to the new criterion
C (the old criterion D). Finally, we recommend adding to this list ritualized eating behavior
in the presence of an eating disorder, compulsive sexual behavior, and preoccupation with
gambling or other relevant behaviors in behavioral addictions or other impulse control
disorders. If hoarding disorder and skin-picking disorder are added to DSM-V, they will also
need to be mentioned in the new criterion C.[6]

CRITERION E

What is meant by a “general medical condition”? For example, does this
include Pediatric Autoimmune Neuropsychiatric Disorders Associated with
Streptococcal Infections (PANDAS)?—-Criterion E states that OCD is not due to the
direct physiological effects of a substance or a general medical condition. In such cases,
DSM-1V has other relevant diagnostic categories, such as Anxiety Disorders Due to a
General Medical Condition. This criterion reminds clinicians that general medical disorders
may masquerade as psychiatric disorders; e.g., hyperthyroidism may present with panic
attacks and be misdiagnosed as panic disorder.

With increasing knowledge of the underlying neurobiology of OCD, the question arises of
whether this approach remains valid and what is really meant by a “general medical
condition.” There is strong evidence that OCD is mediated by frontal cortico-striatal
thalamic circuitry. Thus, anything that affects this circuitry has the potential to lead to
symptoms of OCD. Emerging data demonstrate that this circuitry may be impacted by
relatively gross neurological insults (e.g., stroke) or by a range of more subtle mechanisms,
including multiple uncommon gene variants, or environmental factors such as streptococcal
infection.[43] Currently, if OCD occurs with a tic disorder in the context of a streptococcal
infection, both OCD and the tic disorder are diagnosed since the link between the
streptococcal infection and the development of OCD remains tenuous, although the
presumed mechanism is dysfunction in the striatum. Yet if a striatal stroke leads to OCD,[44]
this might be diagnosed as an Anxiety Disorder due to a General Medical Condition. Thus,
the effect of criterion E is that certain etiological agents (e.g., a stroke) exclude a diagnosis
of OCD whereas unknown etiological agents (including those that might be described as a
“general medical condition” such as a streptococcal infection) permit a diagnosis of OCD.
Without changes to criterion E, the result may be that as we learn more and more about the
etiology of OCD, we will exclude more and more cases of OCD, and OCD will end up being
diagnosed only in those whose etiology is idiopathic.

Several options are available. First, criterion E can remain unchanged with discussion in the
text of the range of neurobiological mechanisms that are being discovered to contribute to
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the pathogenesis of OCD. The advantage is that clinicians would remain aware that in some
cases, substance abuse and general medical conditions can masquerade as OCD. This
approach may reflect the reality that in most cases what causes OCD is unknown. The
disadvantage of keeping criterion E unchanged is that this draws a clear line between
psychiatric and medical disorder, whereas in fact the reality seems more complex.

Another option is for criterion E to exclude explicitly known medical disorders that should
not be confused with OCD. For example, some would propose that OCD following a
streptococcal infection or OCD following stroke should be explicitly excluded on this basis.
The advantage is that clinicians may then be encouraged to consider such medical disorders
and, for example, to assess and treat OCD due to these causes in an appropriate way. The
disadvantage is that there is controversy in the field regarding the role that streptococcal
infection plays in the etiology of OCD and little data to support alternative treatments at the
moment.[45-49] Also, if OCD is due to dysfunction in fronto-striatal-thalamic circuits, then a
stroke in this circuit might not be masquerading as OCD but may actually be causing the
symptoms of the syndrome called OCD.

A third approach would be to omit the diagnosis of Anxiety Disorder Due to a General
Medical Condition and code all cases of OCD on axis |, and the known medical contributing
factors on Axis 11 (if Axis 111 is retained in DSM-V). The advantage of this is that it would
convey that psychiatric disorders are not merely “mental” but are instead brain-mind
disorders, with complex biological underpinnings. Then, one could sub-classify OCD based
on the different etiologies. The disadvantage of this option is that in the absence of a clear
medical exclusion criterion, clinicians may not remember to pay enough attention to ruling
out treatable medical disorders that can masquerade as OCD. Also, in most cases we do not
know enough about etiology in an individual case to subtype OCD according to etiology.
Finally, Axis Il now records all medical disorders, not just the ones that contribute to an
Axis | disorder.

Summary and recommendations: The issues raised above are not unique to OCD but need
to be addressed across DSM-V. What is meant by a “general medical condition” needs better
definition. In the interim, we suggest that no change be made to the language of the old
criterion E (the new criterion D). However, we suggest that the text describe what is known
about the etiology and pathophysiology of OCD and clarify which medical conditions can
masquerade as OCD and require treatments other than our current treatments for OCD.

OCD SUBTYPES

A number of potential subtypes of OCD have been proposed for inclusion in DSM-V. They
include: ticrelated OCD, early-onset OCD, and PANDAS.[50] Each of these potential
subtypes is associated with onset in the prepubertal period.

Tic-related OCD—It has been suggested that some forms of OCD can be etiologically
related to chronic tic disorders.[>11 The tic-related subtype (in which OCD occurs in an
individual with a lifetime history of a chronic tic disorder) may account for as many as 10—
40% of OCD cases diagnosed in childhood or adolescence.l51-64] Even in family-genetics
studies where probands with Tourette syndrome (TS) were excluded, at least 10% of the
early-onset OC cases were tic-related.[9.601 Early-onset cases with a personal history of tics
typically show a male predominance.[®1.53.57.60-65] |ndividuals with tic-related OCD are also
much more likely to report the presence of antecedent sensory phenomena.[66-68]
Descriptions of sensory phenomena include: localized tactile and muscle—skeletal sensations
“just-right” perceptions associated with visual, tactile, or auditory stimuli; feelings of
“incompleteness;” and an “urge.” Across cultures, many of the studies of individuals with
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OCD and a comorbid chronic tic disorder report a high incidence of obsessions concerning
symmetry and exactness and related ordering and arranging compulsions as well as
obsessions involving forbidden thoughts.[53-58.69-711 |n contrast, lower rates of OCD
symptoms concerning contamination obsessions and cleaning compulsions have frequently
been reported, but this may not be true in all cultures.[®3]

In addition to a chronic tic disorder, children with tic-related OCD typically have high rates
of disruptive behavior disorders (attention deficit hyperactivity disorder (ADHD) and
oppositional defiant disorder) and trichotillomania, as well as other specific and pervasive
developmental disorders.[56.60.62.71-73] Tjc-related OCD is highly familial [56:59-61.74] For
example, Rosario-Campos et al.[61] studied 325 first-degree relatives of 106 children and
adolescents with early-onset OCD (<18 yrs) and found that when the OCD probands were
stratified according to presence of a comorbid chronic tic disorder, the case-relatives of the
probands with a chronic tic disorder had a significantly higher recurrence risk of OCD:
23.8% (probands with a tic disorder) versus 14.9% (probands without a tic disorder). They
also reported that a comorbid diagnosis of tics in the relatives was the best predictor of a
diagnosis of OCD (OR = 7.35; 95% CI: 3.79-14.25, P<.0001). However, no specific genes
have been associated with tic-related OCD.[74]

Although early-onset OCD tends to respond well to cognitive-behavioral interventions,
particularly when combined with selective serotonin reuptake inhibitors (SSRIs),[32.75.76] it
appears that the presence of tics reduces the beneficial effects of SSRI treatment with
sertraline in children.l’7] The situation in adults is less clear. Fluvoxamine has been reported
to be less effective in OCD patients with a comorbid tic disorder,[78] while clomipramine
had comparable benefits in OCD patients with or without comorbid tics.[”®] In addition,
individuals with tic-related OCD may respond better to neuroleptic augmentation than do
OCD patients without a personal history of a tic disorder.[89:81] The course and outcome of
tic-related OCD may also be distinctive; characterized by an early peak in OC symptom
severity at 12.5 years and followed by an increased likelihood of remission.[82:83]

Summary and recommendations: The available scientific evidence provides empirical
support for the inclusion in DSM-V of a tic-related subtype of OCD. This is a highly
familial condition with specific clinical characteristics, such as sensory phenomena and a
characteristic clinical course. The strongest argument against this recommendation is that
children with both OCD and a chronic tic disorder respond equally well to cognitive-
behavioral interventions.[76.77] However, these tic-related cases may be less likely to
respond to SSRIs alone and more likely to benefit from SSRI augmentation with a
neuroleptic.[77:78.80] Although the literature on augmentation trials is about current tics, the
value of classifying by lifetime tics is that it encourages a developmental perspective.
Indeed, the inclusion of this subtype will require that practitioners collect information about
the individual’s developmental history.

Options include applying this subtype broadly to all individuals with OCD who have a
personal lifetime history of any tic disorder. However, the inclusion of individuals with a
lifetime history of a transient tic disorder is problematic as data are lacking concerning
whether or not such individuals show a differential treatment response to SSRIs alone or to
neuroleptic augmentation of SSRI treatment. Finally, a survey of 187 OCD experts from
around the world found that 81% supported the inclusion of a tic-related subtype of OCD in
DSM-V.[84]

Early-onset OCD—OCD has been characterized as “early-onset” if the symptoms present

before puberty.[85] The nature of the OC symptoms reported for early-onset OCD across
cultures is generally similar to adult-onset OCD.[70.85-94] However, there are some
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potentially important differences in sex distribution, natural history, comorbidity, family-
genetic data, neuroimaging findings, and treatment response. At puberty, the sex ratio of
affected individuals may switch from predominantly males to predominantly
females.[87:88.91.92,95] Early-onset OCD also appears to include a substantial proportion of
individuals whose symptoms will remit before early adulthood.[55:83.87.96] Nevertheless as

expected, early-onset OCD has a high rate of comorbidity with chronic tic disorders and
ADHD.[51,71,73,76,77,86,87]

There are conflicting data from family-genetic studies. As reviewed by Pauls,[74] there have
been at least seven family-genetic studies where the ascertainment was through children
and/or adolescents with OCD. In these studies, the rate of OCD among relatives of children
and adolescents with OCD was increased about tenfold in those studies where comparison to
controls was possible. In contrast, when the probands were adults, the rate of OCD among
relatives was about two times that among controls. However, at least two studies have found
no difference in the rate of OCD in first-degree relatives if an age of onset of 18 years was
used as the threshold.[97.98]

Early-onset OCD also has a distinctive pattern of comorbidity. For example, Hemmings et
al.1% reported that early onset (<15 yrs. versus >15 yrs.) of OCD cases was associated with
an increased frequency of chronic tic disorders and trichotillomania. Carter et al.[19%] also
reported that an early age at onset (<10 yrs versus =10 yrs.) in adult and adolescent OCD
probands was associated with higher rates of anxiety and depression among case relatives
with OCD but not among case relatives without OCD.

A relatively small number of neuroimaging studies have been conducted in children and
adolescents with OCD.[201] To a large extent their findings are consistent with the prevailing
frontal-striatal-thalamocortical model of the neural substrates derived from studies of adults
with OCD.[102-104] However, there is a suggestion that some differences may exist. For
example, Bussato et al.[105] found that early-onset OCD cases (age of onset <10 yrs.)
showed decreased blood flow in the right thalamus, left anterior cingulate cortex, and
bilateral inferior prefrontal cortex relative to late-onset subjects; however, the early-onset
sample included both those with and without tic disorders. Similarly, Gilbert et al. using an
fMRI activation paradigm first developed for use in adult OCD subjects, found that OCD
symptom provocation in OCD subjects aged 10 to 17 (with age of onset <14 years) was
associated with reduced levels of brain activation in the right insula, putamen, thalamus,
dorsolateral prefrontal cortex, and left orbitofrontal cortex.[106] However, the study design
cannot distinguish whether the differences between these findings and those in adult OCD
subjects were due to differences in age of OCD onset or age of the subjects or to some other
difference between the samples or the imaging procedures. Finally, the pattern of treatment
response for early-onset OCD, after the tic-related cases are excluded, appears quite similar
to that seen in post-pubertal onset OCD.[76.86-93]

Summary and recommendations: While it is possible that individuals with early-onset
OCD may constitute a distinct subtype of OCD, the data, at present, are not compelling
enough to include a separate subtype or specifier. Furthermore, studies have used varying
definitions of early-onset OCD (in terms of what ages it covers). In addition, it is unclear
whether such a subtype should apply to age of onset of subclinical OCD symptoms[8:107.108]
or to the age when the disorder itself begins. Finally, early-onset and the tic-related subtypes
seriously confound each other, as chronic tic disorders typically have an age of onset before
10 years of age.[109]

Given our present state of knowledge, it is recommended that the text accompanying the
DSM-V criteria discuss this important issue and encourage practitioners to note age of onset
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of OCD symptoms as well as the age of onset of OCD per se. Future research is needed to
determine whether early-onset OCD, in the absence of a chronic tic disorder, is a valid
subtype.

Pediatric Autoimmune Neuropsychiatric Disorders Associated with
Streptococcus (PANDAS)—It has been hypothesized that some susceptible individuals
develop OCD symptoms and tic disorders as a result of post-infectious autoimmune
processes. Infections with group A beta hemolytic streptococci (GABHS) have been
hypothesized to be responsible. Swedo et al.[43] have proposed that this subgroup, identified
by the acronym PANDAS, follows a unique “saw tooth” waxing and waning clinical course
that is closely temporally linked to GABHS infections.

Perhaps the strongest evidence that GABHS may be involved in the onset of TS and OCD
comes from a recent report by Mell et al.[}10] This is a case-control study of 144 children
who received their first diagnosis of OCD, TS, or tic disorder within set time interval (3
months to 1 yr.). Patients with OCD, TS, or ticdisorder were significantly more likely than
controls to have had streptococcal infection in the 3 months before onset date. The risk was
highest among children with multiple streptococcal infections within 12 months (OR: 3.10;
95% CI: 1.77, 8.96). These findings were recently replicated in a national sample with five
times the number of cases and controls.[111]

Prospective longitudinal studies have yielded less compelling data.[112-115] For example,
Kurlan et al.[114] recently reported equivocal findings from a 2-year long prospective
longitudinal study in which 85% of the documented exacerbations were not associated with
a new GABHS infection.[114] It is noteworthy, however, that this study did report a
significantly higher rate of GABHS infections among the PANDAS subgroup as well as a
higher rate of rheumatic fever in family members in the PANDAS cases. Hounie et al. also
recently reported that OCD and OC spectrum disorders are common in the first-degree
relatives of individuals with rheumatic fever.[116]

It has been postulated that GABHS infection must be the initial autoimmune response-
inciting event but that subsequent symptom exacerbations can be triggered by other
infectious agents. In fact, a number of other precipitants have been identified including the
common cold and Mycoplasma pneumonia.[117:118] A number of immunological
mechanisms have been proposed. Molecular mimicry between GABHS and human brain
proteins has been the most widely studied mechanism.[219-127] There is now preliminary
evidence that dopamine can directly influence key immunological mechanisms that may be
involved in PANDAS and this has led to a new model, as yet unproven, of PANDAS
pathogenesis.[122.124] Brain imaging studies of PANDAS cases have consistently implicated
the basal ganglia. Specific findings include the transient enlargement of the striatum and the
basal ganglia as a whole.[125] Efforts to develop animal models of PANDAS have also led to
mixed results although one recent study by Yaddanapudi et al. appears quite
promising.[126:127] Finally although immunomodulatory treatments may be effective in
treating PANDAS, independent replication of these findings is lacking.[4°] Likewise, the use
of prophylactic antibiotics remains controversial, and it appears that PANDAS is frequently
diagnosed in the community without the application of rigorous diagnostic criteria.[46-4°]
This phenomenon may have resulted in the unwarranted use of antibiotic treatment for tics/
OCD without laboratory evidence of infection.[48]

Summary and recommendations: A growing body of evidence supports the existence of
the PANDAS subtype.[124] However, PANDAS remains a controversial area of science,
with a significant fraction of experts doubting its existence.[49128] |n addition, in a recent
survey of 187 OCD experts from around the world only 53% of the respondents endorsed

Depress Anxiety. Author manuscript; available in PMC 2014 April 03.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Leckman et al.

Page 17

the inclusion of PANDAS as a subtype of OCD in DSM-V.[84] Options for DSM-V include
adding PANDAS as a subtype of OCD or simply describing it in the text with cautionary
statements, particularly with regard to the use of prophylactic antibiotics. Another
alternative would be to exclude PANDAS cases from being diagnosed with OCD per se
based on criterion E: “the disturbance is not due to the direct physiological effects of a
general medical condition.” Although a case can be made that PANDAS is a form of acute
local encephalitis of the basal ganglia manifested by a multiplicity of neuropsychiatric
symptoms (i.e., emotional lability, separation anxiety, cognitive deficits, dysgraphia,
oppositional behaviors, and motoric hyperactivity) in addition to OCD symptoms, we
recommend, given our present state of knowledge, that exclusionary criterion E not be used.
We further recommend that PANDAS be discussed in the text.

OC SYMPTOM DIMENSIONS

We next consider whether or not incorporating OCD symptom dimension specifiers in
DSM-V is warranted in light of the available scientific evidence.[12%] “Symptom
dimensions” refer to the thematic content of an individual’s obsessions and related
compulsions. Examples include symptoms associated with obsessions of symmetry and
related ordering compulsions or obsessions involving contamination worries and cleaning
compulsions. As reviewed below, a growing body of scientific data indicates that a
dimensional approach to OC symptoms may have value in genetic, neurobiological,
comorbidity and treatment response studies.[50.84.130,131]

A major limitation in adopting a dimensional approach had been the lack of assessment tools
capable of encompassing the dimensionality of OC symptoms and the burden associated
with collecting the data needed to complete the newly developed dimensional rating
scales.[132]

Phenomenology—The first study to factor-analyze the Yale-Brown Obsessive-
Compulsive Scale-Symptom Checklist (YBOCS-SC)[34:35] was that of Baer, who identified
three factors accounting for 48% of the variance.[%9] Subsequently, Leckman et al.[70]
evaluated the 13 a priori categories used to group types of obsessions and compulsions in the
YBOCS-SC in two large groups of OCD patients totaling over 300 cases. Both data sets
yielded nearly identical results that in total accounted for >60% of the variance. The first
factor (30% of the variance) included obsessive thoughts and images associated with
aggressive, sexual and/or religious content, and related checking compulsions. A second
factor accounted for 13.8% of the variance and included OCD symptoms concerning
symmetry/ordering. A third factor that accounted for 10.2% of the variance was composed
of contamination obsessions and cleaning compulsions. The fourth factor included hoarding
obsessions (8.5% of the variance). Subsequently, using confirmatory factor analyses,
Summerfeldt et al.[233] examined four models: a single-factor, i.e., OCD as a single
dimension, a two-factor (i.e., obsessions and compulsions), the three-factor model of
Baer,[69 and the four-factor model of Leckman et al.[7% Adequate fit was found only for the
four-factor model. Two recent studies of OCD symptoms provide strong support for the
validity of the hoarding, symmetry/ordering and contamination/cleaning dimensions while
leaving in doubt how best to divide obsessions related to over-responsibility for harm as
well as aggressive, sexual, and religious obsessions and checking compulsions.[93.134] |n the
first study, the participants were 485 adults in the six-site OCD Collaborative Genetics
Study.[1341 YBOCS-SC data were factor analyzed at both the individual item and symptom
category levels. The item- and category-level factor analyses yielded nearly identical 5-
factor solutions. Hoarding, symmetry/ordering and contamination/cleaning dimensions were
present in both the item-level and category-level analyses. In addition, aggressive, sexual
and religious obsessions constituted a fourth dimension, and over-responsibility for harm
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obsessions and checking compulsions separated out as a fifth dimension. In contrast, Bloch
et al.[93] performed a systematic meta-analysis that examined the data from 21 studies
involving 5,124 individuals with OCD. Stratified meta-analysis was conducted to determine
the factor structure of OCD in studies involving children and adults separately. The four
factors generated from category-level symptom data were: forbidden thoughts (harm,
aggressive, sexual, religious, and somatic obsessions and checking compulsions); symmetry/
ordering; contamination/cleaning; and hoarding symptoms. Factor analysis of studies
including adults yielded an identical factor structure compared to the overall meta-analysis.
Of note is that eight studies in this meta-analysis, involving 1,917 OCD subjects, were from
non-English-speaking countries in Europe and Asia, indicating that these symptom
dimensions have cross-cultural validity.

Factor analytic approaches have their limitations and other approaches may be more useful
in sorting out the clinical heterogeneity of OCD. For example several groups of investigators
have begun to use latent class modeling to identify specific OCD subgroups. Results of a
first latent class analysis of Y-BOCS symptoms conducted in a large group of OCD patients
(n=1611) provides compelling evidence for OCD defined as a single spectrum based on
severity or symptom endorsement rates rather than the distinct subgroups of symptoms that
have been identified via factor analyses.[13%]

Temporal stability—Large-scale studies using adult subjects identified in both
epidemiological and clinical settings provide support for the temporal stability of these
symptom dimensions.[131-133] For example, Mataix-Cols et al.[137] completed a large study
of adult OCD patients who were repeatedly administered the YBOCS-SC over a period of 2
years. For the most part, the patients maintained their symptoms across follow-up, and the
strongest predictor of having a particular symptom was having had that symptom in the past.
The partial correlations over the 2-year period were the highest for the contamination/
cleaning dimension (r = .73), but each of the other dimensions (hoarding, symmetry,
aggressive, sexual/religious) had partial correlations of r = .57 or higher. Further study is
needed to examine the temporal stability of symptom dimension over the course of
development.

Comorbidity—Aggressive, sexual, religious, and somatic obsessions, and checking
compulsions have been differentially associated with comorbid anxiety disorders and
depression.[13% patients with prominent OCD symptoms in the symmetry/ordering
dimension have been found to be more likely to have tic chronic disorders, bipolar disorder,
OCPD, panic disorder, or agoraphobia.[70-73.139-143] | contrast, OCD patients with
prominent contamination/cleaning symptoms were more likely to have an eating
disorder.[13%] Finally, hoarding symptoms have been strongly related to the presence and
number of all personality disorders, especially from the anxious—fearful cluster.[142.143] For
other disorders, this pattern may in part be due to gender differences. For example, among
men, hoarding appears to be associated with GAD and tic disorders, whereas, among
women, hoarding was associated with social phobia disorder, post-traumatic stress disorder,
BDD, nail biting, and skin picking.[143]

Twin and family-genetic studies—OC symptom dimensions have rarely been
evaluated in the context of twin studies with the one exception being the recent study by van
Grootheest et al.[144] In this study, data from a population sample of 1,383 female twins
from the Virginia Twin Registry was examined. Using a 20-item self-report questionnaire
(the Padua Inventory) to assess OCD symptoms, the authors performed a factor analysis and
identified three factors: rumination, contamination, and checking. These OCD dimensions
were analyzed with multivariate genetic models. They found that all OCD symptom
dimensions shared variation with a latent common factor, that is, OCD behavior in general.

Depress Anxiety. Author manuscript; available in PMC 2014 April 03.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Leckman et al.

Page 19

Variation in this common factor was explained by both genes (36%) and environmental
factors (64%). Only the contamination/washing dimension appeared to be influenced by
specific genes. The results of this twin study could be interpreted as providing support for
only the contamination/washing dimension. However, the questionnaire used in this study
did not contain any “precision” (symmetry/ordering) or hoarding items.

Family-genetic and affected sibling studies also suggest that familial factors play a role in
the expression of OCD, but unlike twin studies they cannot distinguish between
environmental versus genetic factors. Alsobrook et al.[}45] were the first to use OCD
symptom dimensions in a family-genetic study. They found that the relatives of OCD
probands who had high scores on the aggression/sexual dimension and the symmetry/
ordering dimensions were at significantly greater risk for having OCD compared to relatives
of probands who had low scores on those factors. This finding for symmetry has been
replicated in two subsequent studies.[146.147] Specifically, the OCD Collaborative Genetics
Study Group has reported significant sib-sib intraclass correlations for the hoarding
dimension (P = .001) and for aggressive, sexual, and religious obsessions and checking
compulsions (P =.002). Smaller, but still significant, sib-sib intraclass correlations were
also found for the contamination/cleaning dimension; (P = .02) and the symmetry/ordering
dimension (P = .04). More recently they did both an item-level and a categorical analysis
and found robust sib-sib intraclass correlations for the hoarding and taboo thoughts
(aggressive, sexual, and religious obsessions).[147]

Neuropsychological findings—Neuropsychological studies of OCD to date have been
characterized by inconsistent findings, which may be due to small sample sizes, the range of
neuropsychological tasks performed, as well as disorder heterogeneity.[148-153] Relatively
few studies have examined the utility of the OCD symptom dimensions, as defined above, as
they relate to neuropsychological functions.[151-153] |_awrence et al.[*>1] studied 39 OCD
patients and 40 controls using tests of decision-making and set-shifting. OCD patients and
controls showed comparable decision-making, but patients with prominent hoarding
symptoms showed impaired decision-making. OCD patients as a group had poorer set
shifting abilities than controls, and symmetry/ordering symptoms were negatively associated
with set shifting.

In vivo neuroimaging studies—Taken as a whole, brain imaging studies strongly link
OCD with altered activation of the orbitofrontal cortex, with less consistent involvement of
anterior cingulate gyrus, lateral frontal and temporal cortices, caudate nucleus, thalamus,
amygdala, and insula.[102-104,149,150] A growing number of functional imaging studies are
now incorporating ratings of OCD symptom dimensions.[154-161] For example, Phillips et
al.[135] compared OCD patients with mainly contamination/cleaning OCD symptoms to age-
matched normal controls while viewing pictures of either normally disgusting scenes or
washer-relevant pictures using fMRI. When viewing washing-related pictures, only the
patients with higher levels of contamination/cleaning symptoms demonstrated activations in
regions implicated in disgust perception, i.e., visual regions and insular cortex. Another
recent fMRI study used a symptom provocation paradigm to examine, within the same
patients, the neural correlates of washing, checking, and hoarding symptom dimensions of
OCD.[159] Each of these dimensions was mediated by a distinct but partially overlapping
neural system. Structural neuroimaging studies also suggest that OC symptom dimensions
may be useful. Pujol et al.[162] reported that patients with high scores on the aggressive/
checking dimension had reduced gray matter (GM) volume in the right amygdala compared
to age- and sex-matched control subjects. Another recent study used whole-brain voxel-
based morphometry to examine the common and distinct neuroanatomical substrates of the
major symptom dimensions of OCD in 55 medication-free patients with OCD and 50 age-
matched healthy control subjects.[163] Scores on the contamination/washing dimension were
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negatively correlated with GM volumes in the caudate. Scores on the harm/checking
dimension were negatively correlated with regional GM volume in bilateral temporal lobes.
Scores on the symmetry/ordering dimension were negatively correlated with regional GM
volume in right motor cortex, left insula and left parietal cortex and positively correlated
with bilateral temporal GM volume. If replicated, these functional and structural findings
add significant support for the view that OCD is a heterogeneous disorder, with both
overlapping and distinct neural correlates associated with specific symptom dimensions.

A counterpoint to this conclusion is that it should be no surprise that viewing or listening to
different kinds of stimuli would activate different brain regions. However, the fact that the
degree of activation in specific regions corresponds to the level of OCD symptom severity
within a given symptom dimension may point to the existence of partially distinct neural
systems associated with specific symptom dimensions.

Treatment Adherence and Response to Behavioral Interventions—In many
respects, CBT for OCD is based on a dimensional perspective.[164] Therapists typically
develop a hierarchy of OCD symptoms, which often reflect symptom dimensions, that then
guide the therapy. The efficacy of CBT for OCD has been demonstrated in numerous
controlled and meta-analytic studies.[130.131,165-167] while definitive studies have not been
undertaken, OCD patients with prominent hoarding symptoms have been consistently found
to respond less well to standard CBT.[130:131,165-167] For example, Mataix-Cols et al.[166] in
a study of 153 individuals who participated in computer versus clinician-guided behavior
therapy for OCD found that patients with hoarding were more likely to drop out or improve
less. This study also found that after controlling for symptom severity, higher scores on the
sexual/religious dimension predicted worse outcome with CBT, especially when the
treatment was computer-guided.

Prediction of Treatment Response to Medications—SSRIs have been demonstrated
to have superior efficacy to placebo for OCD, particularly at higher doses.[168.1691 However,
40-60% of OCD patients do not have a satisfactory outcome to pharmacotherapy alone.
Non-response to treatment in OCD is associated with serious social disability.[17%] These
differences in treatment outcome emphasize the heterogeneity of OCD and the need for
identifying predictors of treatment response. While definitive studies have not been
undertaken, recent studies have suggested that a symptom-based dimensional approach may
prove to be valuable for identifying predictors of treatment outcome. For example, several
studies have found that OCD patients with prominent hoarding symptoms respond worse
than non-hoarding OCD patients to SRIs (including clomipramine and the SSRIs).[171-173]
However, others have reported that OCD patients with prominent hoarding symptoms
responded just as well as other OCD patients to paroxetine.[174] One of the possible
explanations for these mixed results may be the use of different selection criteria and
recruitment strategies across studies. At least three groups from Spain, India, and Brazil
have reported that the presence of sexual obsessions was a predictor of non-response to
SSRIs.[175-177] There are also data from three separate studies that individuals who score
high on the symmetry/ordering dimension tend to respond less well to SSRIs or
clomipramine alone.[178-181] These data are consistent with the finding that individuals with
tic-related forms of OCD are likely to benefit from neuroleptic augmentation, as individuals
with tic-related OCD frequently report prominent symptoms in the symmetry/ordering
domain.[39.70.130.131] patients with aggressive obsessions and related checking compulsions,
in the absence of sexual/religious symptoms may be among the best responders to
pharmacotherapy. For example, Landeros-Weisenberger et al.[181] evaluated the results from
a total of 165 adult OCD subjects who participated in one or more 8-week randomized
controlled clinical trials with clomipramine, fluvoxamine, or fluoxetine. All subjects were
classified as having major or minor symptoms in specific OC symptom dimensions
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(cleaning/contamination; aggressive obsessions; sexual/religious obsessions; hoarding; and
ordering/symmetry obsessions and compulsions). More than 60% of patients with high
scores on the aggressive obsessions, the absence of sexual/religious obsessions were rated as
very improved or very much improved after SRI treatment with clomipramine, fluvoxamine,
or fluoxetine (P<.001). Finally, results from deep brain stimulation studies show that
patients with perfectionism, hoarding, or symmetry do not respond well to the treatment,
whereas patients with contamination and cleaning behavior show average decreases of 75%
on the YBOCS (Denys, Personal Communication, 2009).

Summary and preliminary recommendations: OCD is a clinically heterogeneous
condition. This heterogeneity can reduce the power and obscure the findings from natural
history studies to genome scans, neuroimaging, and clinical trials. Although categorical
approaches are critical to selecting the group to be studied, i.e., development of inclusion/
exclusion criteria, dimensional approaches may help clinicians appreciate variations in
symptom presentation from patient to patient. If these variations can be well defined and are
associated with distinctive patterns of comorbidity, recurrence risk in families, areas of brain
activation, and most importantly a differential treatment response, then their inclusion in
DSM-V may be justified. There is substantial evidence that this approach may also be useful
in guiding initial treatment choices as well as the subsequent management of individual
patients. The strongest evidence supports the validity and clinical utility of the symmetry/
ordering and contamination/cleaning, and hoarding symptom dimensions.[50.70,84,130,131]
There is less clarity about how best to parse out OC symptoms that relate to “taboo or
forbidden” thoughts with aggressive, sexual and/or religious content.[93.134] |n addition, a
number of OC symptoms, often termed “miscellaneous” symptoms, have not been fully
addressed using a dimensional approach.[182.183] |_jkewise, if hoarding disorder is included
in DSM-V, the utility of a separate hoarding dimensional specifier for OCD is not clear.[6]

Although there may be clinical value in identifying the OCD symptom dimensions in order
to guide treatment,[50.70.84.130.1311 jt js not required in order to establish the diagnosis of
OCD. Other disadvantages to including a dimensional approach in the diagnostic criteria
include the inherent complexity of dimensions and the burden they would likely place on the
practitioner.[32] Finally, it may be premature to include OC symptom dimensions as
specifiers in the OCD criteria as there are likely to be a range of other approaches to OCD,
dimensional or otherwise, which will ultimately prove to be more valid or more useful in
parsing OCD, but which are based on cognitive-affective processes or perhaps well-
validated endophenotypes.[135.149.150,184,185]

In sum, it is recommended that OCD symptom dimensions be described in the text of DSM-
V. Whether to introduce OCD symptom dimensions as a specifier as well in the diagnostic
criteria remains unresolved, given the issues raised above.

CONCLUSIONS

The following are the diagnostic criteria that, on the basis of this review, we propose at this
time for DSM-V. These proposed criteria may change as the DSM-V process progresses:

Preliminary Recommendations for DSM-V Diagnostic Criteria for OCD:
A. Either obsessions or compulsions:
Obsessions as defined by (1) and (2):

1. recurrent and persistent thoughts, urges, or images that are experienced, at
some time during the disturbance, as intrusive and unwanted and that
usually cause marked anxiety or distress.
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2. the person attempts to ignore or suppress such thoughts, urges, or images,
or to neutralize them with some other thought or action (i.e., by
performing a compulsion).

Compulsions as defined by (1) and (2):

1. repetitive behaviors (e.g., hand washing, ordering, checking) or mental
acts (e.g., praying, counting, repeating words silently) that the person feels
driven to perform in response to an obsession, or according to rules that
must be applied rigidly

2. the behaviors or mental acts are aimed at preventing or reducing anxiety or
distress, or preventing some dreaded event or situation; however, these
behaviors or mental acts either are not connected in a realistic way with
what they are designed to neutralize or prevent, or are clearly excessive

B. The obsessions or compulsions are time consuming (for example, take more than 1

hour a day), or cause clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

The disturbance is not due to the direct physiological effects of a substance (e.g., a
drug of abuse, a medication) or a general medical condition.

The content of the obsessions or compulsions is not restricted to the symptoms of
another mental disorder (e.g., excessive worries about real life problems in
Generalized Anxiety Disorder; preoccupation with food or ritualized eating
behavior in an Eating Disorder; hair pulling in Trichotillomania; stereotypies in
Stereotypic Movement Disorder; preoccupation with appearance in Body
Dysmorphic Disorder; preoccupation with drugs in a Substance Use Disorder;
preoccupation with having a serious illness in Hypochondriasis; preoccupation with
sexual urges or fantasies in a Paraphilia or compulsive sexual behavior;
preoccupation with gambling or other behaviors in behavioral addictions or
impulse control disorders; guilty ruminations in Major Depressive Disorder;
paranoia or thought insertion in a Psychotic Disorder).*If Hoarding Disorder and
Skin-Picking Disorder are added to DSM-V, they will also need to be mentioned in
criterion C.

Specify whether OCD beliefs are currently characterized by

Specify if

1. Good or fair insight: Recognizes that OCD beliefs are definitely or probably not

true, or that they may or may not be true

2. Poor insight: Thinks OCD beliefs are probably true

3. Delusional beliefs: Completely convinced OCD beliefs are true

Tic-related OCD: The individual has a personal lifetime history of a chronic tic disorder.
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TABLE 1
DSM-1V diagnostic criteria for 300.3 obsessive-compulsive disorder

A.

Soecify if:

Either obsessions or compulsions:
Obsessions as defined by (1), (2), (3), and (4):

1. Recurrent and persistent thoughts, impulses, or images that are experienced, at some time during the disturbance, as
intrusive and inappropriate and that cause marked anxiety or distress

2. The thoughts, impulses, or images are not simply excessive worries about real-life problems

3. The person attempts to ignore or suppress such thoughts, impulses, or images, or to neutralize them with some other
thought or action

4. The person recognizes that the obsessional thoughts, impulses, or images are a product of his or her own mind (not
imposed from without as in thought insertion)

Compulsions as defined by (1) and (2):

1. Repetitive behaviors (e.g., hand washing, ordering, checking) or mental acts (e.g., praying, counting, repeating words
silently) that the person feels driven to perform in response to an obsession, or according to rules that must be applied
rigidly

2. The behaviors or mental acts are aimed at preventing or reducing distress or preventing some dreaded event or situation;

however, these behaviors or mental acts either are not connected in a realistic way with what they are designed to
neutralize or prevent or are clearly excessive

At some point during the course of the disorder, the person has recognized that the obsessions or compulsions are excessive or
unreasonable. Note: This does not apply to children

The obsessions or compulsions cause marked distress, are time consuming (take more than 1 hour a day), or significantly interfere
with the person’s normal routine, occupational (or academic) functioning, or usual social activities or relationships.

If another Axis | disorder is present, the content of the obsessions or compulsions is not restricted to it (e.g., preoccupation with
food in the presence of an Eating Disorder; hair pulling in the presence of Trichotillomania; concern with appearance in the
presence of Body Dysmorphic Disorder; preoccupation with drugs in the presence of a Substance Use Disorder; preoccupation with
having a serious illness in the presence of Hypochondriasis; preoccupation with sexual urges or fantasies in the presence of a
Paraphilia; or guilty ruminations in the presence of major depressive disorder)

The disturbance is not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general
medical condition

« With Poor Insight: if, for most of the time during the current
episode, the person does not recognize that the obsessions and
compulsions are excessive or unreasonable.
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