SUMMARY
Obsessive-compulsive disorder
was once thought to be rare.
Recent epidemiologic surveys
reveal the lifetime prevalence
rate to be as high as 3%. We
now have greater understanding
of the neurophysiologic and
neurochemical basis of this very
crippling disorder. Although
obsessive-compulsive disorder
often starts in adolescence or
early adulthood and can last
lifetime, effective treatment
enables most patients to lead
relatively normal lives.

RESUME

On croyait autrefois que le
trouble obsessionnel-compulsif
était une névrose rare. Des
enquétes épidémiologiques
récentes révélent que le taux de
prévalence a vie pourrait
atteindre 3%. Nous possédons
maintenant une meillevre
compréhension de la base
neurophysiologique et
nevrochimique de cette maladie
trés invalidante. Méme si le
trouble obsessionnel-compulsif
débute souvent au cours de
I'adolescence ov av début de
I'dge adulte et persiste toute ln
vie durant, il existe des
traitements efficaces qui
permettront d la plupart des
patients a mener une vie
relativement normale.
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HE DIAGNOSTIC AND STATISTICAL
Manual' or the American
Psychiatric Association
(DSM 3-R) classifies obses-
sive-compulsive disorder
(OCD) with other anxiety disorders, such
as generalized anxiety, panic disorder, sim-
ple phobia, and social phobia. Although
anxiety is a disabling feature of OCD, the
course of the illness, symptom complex,
etiologic factors, and response to treat-
ment all suggest that it 1s unique and
should be classified separately.

Obsessive-compulsive disorder is a dis-
abling illness characterized by intrusive,
repetitive thoughts (obsessions) and stereo-
typical or repetitive volitional behaviours
(compulsions) that can markedly disrupt
day-to-day functioning.

The German neurologist Carl
Westphal formally described the disorder
in the late 1800s, although reference had
been made to the illness for centuries. The
famous English essayist Samuel Johnson
suffered from the illness; Howard Hughes,
industrialist and billionaire, paradoxically
died in squalor because of obsessional
fears of contamination and elaborate ritu-
als to avoid it.

Dr Warneke is Clinical Professor of Psychiatry at
the University of Alberta and is Clinical Head of the
Department of Psychiatry at Grey Nuns Hospital
(Caritas Health Group) in Edmonton.

Anxiety Disorders

Focus on obsessive-compulsive disorder

Epidemiologic data

Once thought to be rare, OCD’s preva-
lence rates were estimated to be as low
as 0.05%. However, recent extensive
epidemiologic surveys*? have revealed
the startling fact that the illness has a
lifetime prevalence rate as high as 2% to
3% and a 6-month prevalence rate of
1.6%. This means about one in 50 per-
sons in Canada might be suffering from
OCD, and the total number might be as
high as 600 000.

Studies of child and adolescent popula-
tions confirm that OCD is common in
that age group and has the same high
prevalence rate.* It is the fourth most com-
mon psychiatric disorder after substance
abuse, phobias, and affective disorders. It
has a higher prevalence rate than panic
disorder or schizophrenia, and more peo-
ple arc affected by OCD than epilepsy or
multiple sclerosis (Table 1*).

Earlier prevalence rates were inaccu-
rate for several reasons. Many studies were
retrospective case reviews based on hospi-
tal records. Patients with OCD, although
dysfunctional, are seldom hospitalized
and are often afraid to describe their
symptoms for fear of being labeled
“crazy.” Physicians failed to recognize the
illness because it was deemed so rare.
Many patients, in spite of being very ill,
could hide their symptoms and maintain a
facade of normalcy.
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Obsessive-compulsive disorder often
begins at an early age with a third or more
cases starting at puberty. It can also begin
in childhood; cases in children as young as
3 or 4 years have been reported.> Male
patients outnumber female patients in
these very early onset cases and also seem
to be more subject to motor tics. Overall,
the illness affects both sexes about equally,
with a slight preponderance of women.
The disorder rarely begins after age 40.

Karno et al,® reporting from the large
United States’ epidemiologic catchment
study, state, “Although not conclusive, the
evidence is strong that OCD is a common
mental disorder that, like other stigma-
tized and hidden disorders in the past,
may be ready for discovery and demands
for treatment on a large scale.”® Jenike,’ in
an editorial in a recent issue of the New
England Journal of Medicine, referred to
OCD as “a hidden epidemic.”

Edology

As Rapoport,? author of the popular book
The Boy who Couldn’t Stop Washing, recently
commented, OCD has moved in the last
5 years from an illness with the strongest
psychodynamic explanation to an
illness with the greatest evidence for a
biologic origin.

Many lines of evidence suggest that
OCD has a biologic basis. For years OCD
was observed to be more common among
patients who suffered from birth trauma,
epilepsy, or other organic brain syn-
dromes. The great encephalitis epidemic
of von Economo’s disease during World
War I produced many cases of OCD and
OCDlike syndromes as well as parkinson-
ism. Research in the last few years has
focused on the role of the prefrontal cortex
and the striatal system, in particular the
caudate nuclei.

Anecdotal case reports have suggested
that OCD can be a rapid sequela of
necrotic lesions in the caudate that have
developed following bee stings or carbon
monoxide poisoning.® Observers have
noted other associations that link OCD to
the basal ganglia. Obsessive-compulsive
disorder symptoms are prevalent in
patients with Sydenham’s chorea!® but not
in patients who have just had rheumatic
fever. An earlier study'! reported that anti-
bodies to the cytoplasm of the subthalamic

and caudate nuclei were found in a high
percentage of patients with chorea as com-
pared with patients who had only carditis
and with normal control subjects. A strong

| Table 1. Lifetime prevalence rates

DISORDER PREVALENCE (%)

Any psychiatric disorder 28.8-38.0

SUbstance abuse ..................................................................... 150-20 5 AAAAAAAAAAAAAAAAAAAAAAAAAAAA
Amuety (phOblaS) ................................................................... 104-25 1 AAAAAAAAAAAAAAAAAAAAAAAAAAAA
Affectwcd,sorderﬁl_log .............................
Obscsswe-compmswe dlsorder ............................................. 19-30 ..............................
SChlzophrema or SChlzophmmform ..................................... 06-20 ..............................

Adapted from Rasmussen and Eisen® and Bland et al.®

association also exists between Tourette’s
syndrome and OCD. Up to two thirds of
Tourette’s sufferers have OCD symptoms
and about a third of OCD patients have
choreiform movements or tics.!?!?
Researchers have suggested that
Tourette’s syndrome and OCD might
result from the same genetic factor, which
has variable penetrance.'*

Other disorders that involve the cau-
date nuclei, such as Meige’s disease and
Huntington’s disease, also have a high
incidence of OCD symptoms. Brain imag-
ing studies have demonstrated abnormali-
ties of the caudate region. Computed
tomographic scanning has demonstrated
that OCD patients have a smaller caudate
volume than normal control subjects.'®

Positron emission tomography has
demonstrated significantly elevated meta-
bolic rates in the caudate nuclei and in
frontal areas,'® whereas single photon
emission tomography has shown
decreased perfusion of blood in the same
regions.!” These abnormalities seem to
return to normal with treatment.!8!°

This evidence has led to a biologic the-
ory for OCD.?%%! The striatal system is
seen as a repository for a number of fixed
action patterns of behaviour (similar to the
hard wiring programs that come with a
computer). These patterns are phyloge-
netically important for survival and
involve grooming, courtship, and domestic
behaviours. The striatum is thought to act
as a filtering mechanism, receiving

Table 2. Screening

questions for OCD

R

¢ Do you have thoughts that
are repetitive and
distressing?

* Are you overly concerned
with cleanliness or fearful
of contamination?

* Do you fear doing
something impulsively that
might cause
embarrassment
or harm?

* Do you have to wash your
hands repeatedly?

* Do you have a need to
check locks, switches, or
calculations repeatedly?

* Do you have a need to do
things in a ritualized way,
or need to have things
exact or symmetrical?

Adapted from Ciba-Geigy.?®
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CASE 1

Ms C.S. was 16 years old
when she first came for help
after a suicide attempt. Her
0CD began a couple of years
earlier when she developed
the obsessive thought that
she might become pregnant
by touching a man or touch-
ing where a man had been.
The thought was repetitive,
created considerable anxi-
ety, and led to elaborate
compulsions to avoid contact
with men.

She developed complicated
cleaning rituals that com-
pelled her father and brother
to change their clothes at the
door and to shower before
putting on “clean clothes.” If
they did not comply, she

would become hysterical. Her

own cleaning rituals took
several hours every night,
including 2 hours in the
shower. Attempts by the
family to change her actions
were unsuccessful.

She paradoxically then
developed a fear of contam-
ination with soap, washing
her hands 30 to 40 times a
day and often using corro-
sives like bleach, and devel-
oped severe dermatitis.
Demoralization and continu-
ous anxiety led to the sui-
cide attempt.

Treatment with medica-
tions and behavioural thera-
py were successful and she
was able to complete a uni-
versity program with hon-
ours, was chosen winner of a
Miss Teen competition, and is
now married and in charge of
a bank department.

sensory input from the environment that,
in turn, can activate specific responses. In
OCD, the function of the striatal system is
altered so that triggered behaviours are
not extinguished once executed, as would
happen normally, leading to repetitive
thinking and behaviour.

A much greater understanding of the
neurochemistry of OCD has evolved
also. The response of the illness to sero-
tonin reuptake blocking drugs has led to
the “serotonin hypothesis”?? for OCD.
This hypothesis is reinforced by the fact
that 5-hydroxytryptamine receptors are
found in high concentrations in the cau-
date nuclei and that drugs acting as sero-
tonin antagonists can worsen the
symptoms of the disorder.

An animal model for OCD has been
described. The acral lick syndrome, which
occurs in some species of large dogs, is
characterized by compulsive licking of
paws until tissue is eroded to the bone,
which can become infected. Drugs useful
for OCD in humans also have a beneficial
effect on the acral lick syndrome.?%%*
Some children with OCD who compul-
sively wash their hands also lick their
hands in a ritualistic manner.

Diagnostic criteria

The essential feature of OCD is the pres-

ence of obsessions or compulsions or, in

most cases, both. The DSM 3-R! suggests
the following diagnostic criteria.

Obsessions are marked by the following
characteristics.

* Recurrent and persistent ideas,
thoughts, impulses, or images that are
experienced, at least initially, as intru-
sive and senseless.

* The person attempts to ignore or sup-
press such thoughts or impulses, or to
neutralize them with some other
thought or action.

* The person recognizes that the obses-
sions are a product of the mind and not
imposed from without.

* If another axis I disorder is present, the
content of the obsession is unrelated
(eg, guilty thoughts in the presence of a
major depression).

The characteristics of compulsions are

as follows.

* Repetitive, purposeful, and inten-
tional behaviours are performed

in response to an obsession, accord-
ing to certain rules, or in a stereo-
typical fashion.

* The behaviour is designed to neutral-
ize or to prevent discomfort or some
dreaded event or situation; however,
either the activity is not connected in a
realistic way with whatever it is
designed to neutralize or prevent, or it
is clearly excessive.

* The person recognizes that the behav-
iour is excessive and unreasonable (not
usually true for children or for people
whose obsessions have evolved into
overvalued ideas).

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

Diagnosing OCD is usually not diffi-
cult. A family physician must be aware
that OCD is prevalent and that patients
seldom come for help specifically for this
problem. A set of basic screening ques-
tions asked by a family physician (or
nurse) can be very useful and takes little
time. Most patients are relieved to talk
about their symptoms once the illness has
been discovered.

Diagnosis is based on clinical features.
No specific diagnostic tests are available
for OCD even though rating scales can
be helpful.?? Table 2 lists useful screen-
ing questions.?®

Clinical characteristics

Obsessive-compulsive disorder often
begins in early adolescence and can also
begin in childhood. The first stage is
characterized by “microepisodes,”*
which are the sudden appearance of
obsessions and compulsions that last a
few days or weeks then disappear for a
time. Gradually, the symptoms become
more frequent and intense until they are
continuous, although they might wax
and wane. Initially, the patient is able to
conceal the symptoms or gradually draw
the family into accommodating the
abnormal behaviour. Families can
become highly dysfunctional in accom-
modating the rituals of a family member

who has OCD.
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Most patients have OCD for about
7.5 years before receiving treatment, as it
is often overlooked by physicians.

At first OCD seems to be a phenome-
nologically diverse syndrome. However,
there are a few core features: pathologic
doubting, a need for completeness, and
an inability to assess risk.”

These core features manifest in differ-
ent ways and to different extents
(Table 3%). Obsessions might be repetitive
thoughts to do with worry about dirt or
contamination, fear that something terri-
ble will happen, fear of harming oneself

or others (horrific temptations), fear that

something has been left undone or
incomplete, religious thoughts (scruples),
concern over symmetry or exactness, for-
bidden thoughts of a perverse sexual or
aggressive nature, or nonsense sounds,
words, or music.

Compulsions can take the form of
excessive ritualized grooming; repeated
rituals before a normal act (opening a
door); repeated checking, counting,
ordering, or arranging; hoarding or col-
lecting; touching; taking measures to
prevent harm; or rituals to remove dirt
or contamination. Compulsions are usu-
ally a response to an obsession and can
be a mental or motor phenomenon. A
compulsion can be yielding or counter-
acting (ie, an obsession to do with dirt
might lead to a yielding motor compul-
sion to wash hands). An intrusive per-
verse sexual image might lead to a
counteracting mental compulsion to
make a ritualized prayer.

Obsessions and compulsions can also
occur alone. The compulsive need for
exactness or completeness might lead to
ritualized grooming that can take hours
and is referred to as primary obsessional
slowness. Touching rituals might mimic
motor tics and seem reminiscent of
Tourette’s syndrome.

As the OCD worsens, the patient
becomes locked into an endless cycle of
repetitive behaviours or mentations that
relieve inner tension or anxiety only for
short periods. Some individuals become
so handicapped that they spend most of
their waking day engaged in compulsive
behaviours to the point of becoming
“frozen,” ie, unable to complete a task,
such as walking through a door, because of

endless rituals. Many sufferers become so
dysfunctional that they are unable to
work. They develop behaviour patterns to
avoid activity that will trigger the need
to ritualize.

With time, patients with severe OCD
become isolated, demoralized, and
depressed. Relationships falter. Some
patients appear relatively normal, but
have to spend significant time engaging in
rituals and compulsions.

Family physicians should be aware that
patients could seek treatment for a num-
ber of physical symptoms without actually
revealing the underlying cause (Table 4).
For example, a compulsive handwasher
might seek treatment for severe dermatitis
or a compulsive face picker might present
with facial lesions or scarring.

Comorbidity and

differential diagnosis

Several conditions commonly associated
with OCD (comorbidity), can confuse the
clinical picture and lead to misdiagnosis:
* major depression,

* generalized anxiety disorder,

* panic disorder,

* phobias,

* hypochondriasis,

¢ delusional disorder,

* Tourette’s syndrome, and

* compulsive personality.

An associated mood disorder is com-
mon, with two thirds of OCD patients
having a lifetime history of depression. In
most cases, the mood disorder is sec-
ondary to the OCD. About 15% of
patients have coexisting primary major
depression. There is also an important
overlap with anxiety disorders. Up to
60% of OCD patients will experience
panic attacks.

Compulsive personality is often con-
fused with OCD. Although there might be
features in common, such as the need for
cleanliness or order, these symptoms are
ego-syntonic in the compulsive personali-
ty and ego-dystonic in the patient with
OCD. Only about 20% to 30% of OCD

patients have compulsive personalities.

Related syndromes
Several syndromes seem similar to OCD
in that repetitive, excessive, often senseless

CASE 2

Mr B.K. is employed as a
teacher. His OCD began in
adolescence when he started
to have intrusive doubts
about whether he had
harmed anyone. This led to
compulsive checking. He fin-
ished high school with diffi-
clty because he was unable
to concentrate well.

He began working in a
grocery store where he was
plagued with intrusive
thoughts that he had handled
glass jars, which had “bro-
ken” and that glass was left
about and someone had been
harmed. This led to endless
checking for “glass” and
endless phone calls to ensure
that people were “okay.” He
then developed the fear that
he had caused an accident
while driving. This led to
repetitive retracing of his
route to work. Sometimes
repeating a prayer would
help temporarily. As he
became more dysfunctional,
he was unable to work and
became very depressed. He
was successfully treated to
the point of an 80% reduc-
tion of symptoms. He is now
married, has two children,
and is teaching. He is com-
pleting a university program
without difficulty.
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CASE 3

Ms R.D. is a 48-year-old
woman with OCD since
midadolescence. She pursued
a career successfully for sev-
eral years. Following a sur-
gical procedure, her 0CD
symptoms intensified so
much that she had to quit
her work. Over the years
she became progressively
housebound because of inca-
paditating rituals to do with
grooming and routine house-
hold chores.

Various serotonergic
drugs were either ineffective
or not tolerated. She would
spend most days in bed to
avoid stimuli that triggered
rituals, and hospitalization
was delayed for months and
took place with difficulty
because of her inability to
leave her home. Psycho-
surgery was only minimally
effective, and she remains
almost totally incapacitated,
looked after and supported
by a very caring hushand.

behaviours are involved.?” These syn-
dromes might represent subtypes or vari-
ants of OCD, a hypothesis that is
reinforced by the fact that treatments for
OCD are often effective for these syn-
dromes as well. These disorders are
beyond the scope of this review. The more
common of these syndromes are:

* trichotillomania,

* onychophagia,

* compulsive face picking,

* Tourette’s syndrome,

¢ bulimia, and

* canine acral lick.

Treatment

Treating OCD was once thought to be dif-
ficult and unsatisfactory. However, this has
changed and several treatments are now
available for the disorder. Treatment can
be divided into four areas:

* psychopharmacology,

* behavioural therapy,

* psychotherapy, and

* psychosurgery.

Psychopharmacology. Psycho-
pharmacologic approaches are the main-
stay of treatment, at least in the more
severe cases, particularly as newer and
more potent serotonergic drugs become
available.

Four drugs have been proven useful in
treating OCD, all potent serotonin reup-
take inhibitors (Zable 5). Clomipramine, a
tricyclic antidepressant that is relatively
specific for serotonin reuptake blocking, is
the best studied to date and has been
shown to have clear antiobsessional prop-
erties in double-blind crossover studies of
both adults and children.2? The drug is
usually well tolerated, but can produce
troublesome side effects. The other three
drugs belong to the new class of selective
serotonin reuptake inhibitors (SSRIs) and
include fluoxetine, fluvoxamine, and ser-
traline. They have been less thoroughly
studied for OCD. Although quite compa-
rable in their therapeutic effects,
clomipramine seems to be slightly more
efficacious.®® The advantage of the SSRIs
is that they are usually better tolerated and
not as dangerous if taken as an overdose.

Physicians should keep several points in
mind when using any of these serotonergic
agents for OCD.

* About 60% to 70% of patients receive
benefit with about 30% to 40% reduc-
tion of symptoms.

* Some patients enjoy dramatic relief
while others experience only a modest
reduction of symptoms. Nonetheless,
even a modest reduction can make a
meaningful difference to a patient’s life.

* Higher doses than are normally used for
depression are often necessary (eg,
300 mg of clomipramine or 80 mg of
fluoxetine daily).

* Response could take 8 to 12 weeks.

* Unlike other psychiatric disorders, the
placebo response rate for OCD is
extremely low.

* A patient’s symptoms might worsen
temporarily because of increased
serotonin in the synaptic cleft acting
on a hypersensitive postsynaptic recep-
tor before desensitization occurs
(down-regulation).

* Once improvement is achieved, med-
ications should be taken for very long
periods, or indefinitely. A high percent-
age of patients relapse when medication
is discontinued.?!

If a single antiobsessional drug is inef-
fective or only partially effective, then
strategies to enhance the effectiveness of
the drug can be used, such as’%%; ’
* two SRIs together, or adding
* buspirone,
¢ lithium,

* neuroleptics, or
* fenfluramine.

Intravenous clomipramine infusions
can be considered for treatment-resistant
OCD or for those patients who are unable
to tolerate the side effects of oral drugs.?’
About two thirds of patients treated this
way will experience moderate to marked
relief of symptoms. The effectiveness of
intravenous clomipramine is probably
based on avoiding the “first pass” effect in
the liver (less clomipramine is metabolized
into desmethylclomipramine, which has a
strong noradrenergic but weak serotoner-
gic effect). Studies have shown?® that
serum levels of clomipramine correlate
with a positive response in OCD whereas
serum levels of desmethylclomipramine
mostly do not.

Anecdotal reports have indicated other
drugs effective for OCD, including dex-
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troamphetamine, high potency benzodi-
azepines, and antiandrogens. Monoamine
oxidase inhibitors or other serotonergic tri-
cyclics can also be effective in some cases.

Behaviour therapy. Behaviour therapy
is essential for treating OCD.* In cases
where symptoms are less severe and not
“overvalued,” that is, on the verge of being
delusions or false beliefs, and the patient
has the ego strength to engage in behav-
ioural techniques, behaviour therapy can
be very effective. In most instances, behav-
iour therapy becomes an adjunct to phar-
macotherapy, used after medication has
reduced symptoms.

Behavioural techniques are relatively
simple, but time and consistency are
essential for the approach to be effective.

The most common technique is expo-
sure to an evoking stimulus and response
prevention, basically a form of systematic
desensitization. This can be done only
after a careful behavioural analysis of the
patient’s symptoms and after educating
the patient about the behavioural tech-
niques involved. Once a program has
been initiated, most patients can do
“homework” assignments, keep a record
of activities, and report to a therapist
weekly. Family members might have to be
involved if symptoms occur only at home.

Other behavioural techniques include
thought stopping, modeling, and pacing.

In the hands of an experienced behav-
ioural therapist, the results of behaviour
therapy can be impressive. Most studies
report 50% or more patients achieving
up to a 70% reduction of symptoms.*’
Because of the time and energy involved,
and the need to endure considerable
periods of psychic distress, only a few
patients are willing to undergo this type
of treatment.

Psychotherapy. Many psychologic theo-
ries on the origin of OCD have been
advanced. Noted authors in this area have
concluded that psychotherapy alone is
ineffective for treating OCD and that the
search for psychologic causes should be
discontinued.*'** However, psychothera-
py is useful as an adjunctive therapy:. It is
necessary to develop rapport, to ensure
compliance, and to understand personali-
ty and any complicating psychologic con-

flicts. Stress and conflict can accentuate
OCD symptoms. Coping with OCD and
the treatment process requires support
and reassurance. Family members might
also have to be seen for support as well.

If symptoms are successfully reduced
with medication or behaviour therapy,

Table 3. Frequency of obsessive compulsive symptoms

SYMPTOMS %

OBSESSIONS
,,,,,,, o e
...... PathOlogﬂc L e
....... Somauccomplamts e
..... Needforsymme[ry OSSO S
...... Aggressmn w
,,,,,,, o S
....... Oy ST
....... Mumple e e w
(OMPU mo“s ...........................................................................................................
e CheCkmg ........................................................................... oo
....... W%hmg e o
...... Coummg o
..... o e BT
....... Symmem e W
....... Hoardmg e e
....... Mumple e .
Adapted from Rasmussen and Eisen®

then psychotherapy can help a patient
restructure life in terms of work, leisure
time, and relationships. The average
patient has been ill for 7.5 years before
coming for treatment, a period of coping
with a severe illness that can have a pro-
foundly negative effect on personality
and lifestyle.

Education is also very important.
Many excellent self-help books are avail-
able for both patients and families.?*3-+
Some of these books have self-rating scales
that can be very useful.

Psychosurgery. Psychosurgery should
be considered as a last resort for OCD, but
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Figure 1. Flow chart for treatment of OCD

Serotonin reuptake
inhibitors

¢ Clomipramine
¢ Fluoxetine

* Fluvoxamine
 Sertraline

Switch serotonin
reuptake inhibitor

.

Mild symptoms

Behaviour therapy

Partial change

Partial change or
no change

Monoamine
oxidase inhibitor

Buspirone

s ol (anxiety present)

together

Intravenous clomipramine
infusions

Lithium ‘ Neuroleptic
depression present)f | (motor tics)

If symptoms remain

Novel therapies:
antiandrogens, stimulants

Consider psychotherapy If very depressed,
electroconvulsive therapy
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it should not be withheld indefinitely.
Psychosurgery can offer dramatic relief
without undue risk in most cases. The ter-
rible long-term consequences of untreated
OCD on personality, relationships, role
functioning, and personal suffering should
not be minimized.

Bilateral anterior cingulotomy and
bilateral anterior capsulotomy are two
procedures used for OCD.**7 Both are
effective; favourable outcomes are
reported in up to 80% of patients, a
meaningful figure considering that
only treatment-resistant cases receive
psychosurgery.

There are few complications from psy-
chosurgery and no evidence of neuro-
cognitive deficits. Performance on
intelligence tests actually increases
after surgery.

Patients who have had adequate trials
with two or three serotonin reuptake
inhibitors, along with augmentation
strategies, a course of intravenous
clomipramine infusions, and a trial of
behavioural therapy, have been consistent-
ly ill for more than 5 years, and remain
very dysfunctional are candidates for psy-
chosurgery.*® Treatment for OCD is sum-
marized in Figure 1.

What is the role of the

family physician?

Most patients with psychiatric disorders

are treated by professionals not specializ-

ing in the area of mental health. The role
of the family physician is extremely impor-
tant for many reasons.

* A family physician, by routinely asking
screening questions when reviewing the
mental health status of a patient, can
easily detect most cases of OCD.

* Cases can be detected by remembering
that OCD can present as physical prob-
lems, such as dermatitis and facial sores
or deformed nails.

* Adequate trials of one of the serotonin
reuptake inhibitors can often be quickly
and dramatically effective.

* A family physician can facilitate referral
to a specialist if necessary.

* If specialized care is required, a family
physician can continue to support both
the patient and family, ensure compli-
ance, and supervise long-term effective
drug therapy.

Conclusion

Obsessive-compulsive neurosis is a sur-
prisingly prevalent psychiatric disorder
with up to 3% of the population suffer-
ing from the illness over a lifetime.
Recent research has led to a much bet-

Table 4. Physical presentations of OCD

CONDITION CAUSE

Dermatitis Compulsive hand washing
BadIYblttennalls Complﬂswenall bmng .............................
Fama“esmns Compulswe faceplemg .......................
PatChYbaldness Compmswehalr puumg ....................
‘Gumlesions, worn enamel  Compulsive tooth brushing
Repeated visits to physician Compulsive worry about illness
. Vls lts to plasncsurgeon ........................... Preoccupauon wnh bOdy parts ............

Table 5. Serotonin reuptake inhibitors for OCD
S

GENERIC NAME TRADE NAME DOSE RANGE (MG)
Clomipramine Anafranil 150-300
. Fluoxetme ............................ szac ...................................... 40_80 ,,,,,,,,,,,,,,,,,,,,,
. Flmox amme ........................ Luvox ....................................... 150-300 .......................
Sertral 1 ne ............................. ZOlOft .......................................... 100- 200 ,,,,,,,,,,,,,,,,,,,,

ter understanding of the neuroanatom-
ic and neurochemical basis for the
illness. Effective treatments are avail-
able, and most patients with OCD can
be given at least some relief from symp-
toms and thus be able to lead relatively
normal lives.

Although easily diagnosed, the disor-
der is frequently overlooked by family
physicians. This might be because
patients are reluctant to talk about their
symptoms or because they present with
other complaints, such as dermatitis. The
condition might be misdiagnosed because
of comorbid symptoms of such conditions
as depression or anxiety. Being aware of
the prevalence of OCD and routinely ask-
ing a few screening questions will usually
allow family practitioners to identify cases
of OCD and either initiate treatment or
refer the patient to a psychiatrist. n
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