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Academic and Pop-Culture Documentaries:
http://www.youtube.com/watch?v=jqtrXBZ9R
ag&feature=relatedPop-Culture
http://www.youtube.com/watch?v=Rn1OYlYz
gm8&feature=related
Hollywood:
http://www.youtube.com/watch?v=44DCWslb
sNM&feature=related



A. Has either obsessions OR compulsions:

◦ Obsessions (must include all four of the following):





Repeated and unwanted thoughts
Not just exaggerated worry about real-life problems
Tries to ignore or stop having the thoughts
Realizes thoughts are a product of his/her own mind

◦ Compulsions (must include both of the following):

 Repeated acts performed in response to an obsession or in accordance with
imagined tragedy







B. Realizes (at least at some point in the illness) that the
obsessions and/or compulsions are unreasonable.
C. Causes considerable distress, consumes more than an hour
per day, and/or interferes with normal daily routine.
D. Obsession and/or compulsions are not solely related to
another mental illness.
E. Not due to a medicine, an illicit drug, or a medical illness.

Aggression
Contamination
Sexual
Hoarding
Religious
Symmetry
Somatic

Cleaning/washing
Counting

Repetition
Ordering/arranging
Somatic



The common obsessions are associated with
a fear of contamination.
◦
◦
◦
◦



Germs
Diseases
Chemicals
Bodily Wastes

Obsessional Doubts are also common
◦ “Did I remember to……”



Obsessions with symmetry are another
common subtype.





Patients with delusions are unaware that their
false beliefs are unreasonable.
Patients with obsessions often realize the
unreasonableness of their worries (but not
always).
◦ Hence the “with impaired insight” specifier in the
DSM-IV. This is equivalent to “with psychotic
features”.



Lifetime prevalence is 2-3%.
◦ More common than bipolar disorder, schizophrenia,
and most psychiatric illnesses other than
depression and the substance use disorders.



Affects both genders at nearly equal rates
◦ Although, childhood onset is seen nearly double in
boys than girls
◦ Some evidence of OCD being associated with prior
strep-infection



Patients are often ashamed of their symptoms
and try to hide them

◦ They eventually seek treatment out of desperation
and/or the coercion of concerned family members or
friends
◦ Children with OCD are often seen at the request of
concerned parents






Insidious on-set
Chronic condition
With treatment symptoms can be reduced to
tolerable levels

◦ Symptoms may become exacerbated during times of
increased stress
 Postpartum

Medication

FDA Approved?

Effective Dose

Side-Effects

Clomipramine

Yes

150-300mg/day

Dizziness, sedation, dry mouth,
weight gain, sexual
dysfunction

SSRI’s (Fluoxetine, Fluvoxamine,
Paroxetine, Sertraline)

Yes

Fluoxetine 60-80mg/day
Fuvoxamine 200-300mg/day
Paroxetine 40-60mg/day
Sertraline 150-200mg/day

Anxiety, decreased libido, sexual
dysfunction, diarrhea, sedation,
headache, insomnia, dizziness,
nausea

Buspirone (Buspar)

No

Augmentation to SSRI at 15-20 or 30-60 (max)
mg/day

drowsiness, dizziness, blurred vision;
feeling restless;
nausea, upset stomach;
sleep problems (insomnia);
trouble concentrating.

Risperidone

No

Augmentation to SSRI at 2-4mg/day

restlessness, drowsiness, or tremor;
dreaming more than usual; blurred
vision;
dizziness or headache;
weight gain; problems with urination;
nausea, dry mouth, constipation;
sexual

Olanzapine (Zyprexa)

No

Augmentation to SSRI at 5-20mg/day

dizziness, drowsiness, or weakness;
constipation;
dry mouth; swelling in your hands or
feet; back pain; weight gain,
increased appetite; upset stomach

Pindolol (Visken)

No

Augmentation to SSRI at 2.5 mg three times daily

Low B.P., Dizziness, and Sedation

Venlafaxine (Effexor)

No

75-375mg/day

Accommodation disorder, blurred
vision, headache, sexual dysfunction,
paresthesias, nausea, weight loss,
withdrawal syndrome (dizziness,
nausea, weakness)

Kelsey, J.E., Newport, D. J., Nemeroff, C.B. (2006). Prinicples of psychopharmacology for mental health professionals. New Jersey:
John Wiley & Sons.



Cognitive Behavioral Therapy (CBT)



SSRI’s (Mono Pharmacotherapy)

◦ Studies indicate reduces symptoms
◦ Prophylactic effect against future recurrences
◦ Augmentation to any medications
◦ First-Line Agents
◦ Starting dose usually one-half for depression



But will likely titrate up to—or above—therapeutic dose for depression
8-12 weeks for full treatment response





1. Switch to different SSRI
2. Switching to Venlafaxine or Duloxetine
3. Switching to Clomipramine (limited data indicates switching to SNRI’s before
Clomipramine due to more favorable side-effects and greater safety profiles)

◦ Alternatives to SSRI



Poly-Pharmacy
◦ Augment with:





1.
2.
3.
4.

An atypical anti-psychotic (risperidone, olanzapine)
Clomipramine
Buspirone
Pindolol






Continue meds for 1-2 years
Continue with CBT and include “boostersessions” at time of medication cessation
If 2 or more moderate-to-severe episodes of
OCD have occurred, consider long-term
medication treatment
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