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Treatment of OCD
Obsessive-compulsive disorder (OCD) 
needs to be treated “vigorously from 
the start”, according to Professor Naomi 
Fineberg of the Highly Specialised Service 
for Compulsive and Related Disorders at 
the University of Hertfordshire.
 “My message is treat vigorously from 
the start because this is not a disorder 
that is going to go away. Our treatments 
are very limited and we need new strat-
egies,” said the professor, during an 
update on current treatments for OCD.
 Compulsive disorders were recently 
reclassified by the British Association for 
Psychopharmacology, moving them from 
anxiety disorders and placing them under 
the rubric of ‘compulsive behaviours’. 
Alongside OCD, the list includes body dys-
morphic disorder (BDD), hoarding disor-
der, hair-pulling disorder (trichotillomania), 
and skin picking (excoriation) disorder.
 Professor Fineburg added: “Though 
OCD has by far the most data, we know 
very little about the other disorders. The 
idea that these are behavioural addic-
tions, that there is some kind of pleasure 
in getting the great hair pull and that an 
antiopiate might treat that, is informing 
the treatment of all these disorders.” 
 In the treatment of OCD, cognitive 
behavioural therapy (CBT) is often com-
bined with an SSRI. However, not all disor-

ders respond in a similar way. For example, 
“hair-pulling and skin-picking disorders 
have a very variable response to SSRIs, 
and they are probably heterogeneous dis-
orders,” explained Professor Fineburg. 
 Even the treatment of OCD is highly 
sporadic. An American study1 followed up 
213 adults with OCD over five years to pre-
dict remission rates. The results showed 
only 39% achieved any sort of remission, 
with partial remission for 22.1% and full 
remission for 16.9%. In this group 59% 
subsequently relapsed over the five-year 
period. If the patient had a shorter period 
of illness they were significantly more 
likely to have successful remission. 
 Professor Fineburg said the results 
“talk to early intervention”, so profes-
sionals in primary care should look out 
for body-focused repetitive disorders as 
patients “tend to hide their symptoms”. 
“I would suggest, just look at your 
patient, look for bald patches, look for 
spots; women in their 40s with a pock-
marked face may well be skin picking.” 
 The medication dosage is also an 
important factor in treatment. A place-
bo-controlled trial of the SSRI escitalopram 
in 20072 showed a distinct difference in 
Yale-Brown Obsessive-Compulsive Scale 
(Y-BOCS) score after 24 weeks between 
the 10mg and 20mg daily dosages (mean 
change from baseline -10 and -12 respec-
tively). Another study by Fineburg et al.3 
showed that after 24 weeks, relapse rates 
were significantly higher with placebo 
(52.6%) than with 10mg or 20mg daily 
escitalopram (23.5%). 
 In light of this, Professor Fineburg con-
cluded that with regard to SSRI treatment 
“higher licence doses are the most effec-
tive” and “there is no evidence of a safe 
period when you can stop medication.”
 In cases when a patient does not 
respond to SSRI treatment, the options 
become less clear. The clinician can 
either increase the dosage or, if that fails, 
add a second-generation (atypical) anti-
psychotic, a first-generation antipsychotic 
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such as haloperidol, or even combine clo-
mipramine with an SSRI. 
 However, Professor Fineburg was 
clear that “the data for this is not very 
favourable, especially trying to moderate 
side-effects”, admitting that “we have 
very little, truthfully, to offer” if a combi-
nation of behavioural therapy and SSRI 
fails to achieve remission. 

Oral antipsychotic adherence
The stigma surrounding antipsychotic 
depots (long-acting injectables) has 
altered little in recent years. However, 
Professor David Taylor, director of phar-
macy and pathology at the Maudsley 
Hospital, said that it is now time to 
change as we need to switch from oral to 
depot medication.  
 “The problem is that patients don’t 
take their pills,” explained Professor Taylor. 
“Adherence is a problem in medication, 
but it is an even bigger problem in schizo-
phrenia as the consequences of noncom-
pliance are much greater. If you don’t take 
your antipsychotic and you have schizo-
phrenia, you relapse.”  
 Unmonitored compliance is clearly an 
issue. In a nationwide Finnish study4 of 
2588 patients diagnosed with schizophre-
nia, 41.8% did not collect an antipsychotic 
prescription within 30 days of hospital dis-
charge. In a separate US outpatient trial,5 
MEMS chips – electronic devices that 
monitor when a pill container is opened 
– were used to estimate the maximum 
levels of compliance. The results showed 
that while clinicians estimated that 100% 
of their patients with schizophrenia were 
taking their antipsychotic medication, only 
52% were adhering to treatment. 
 Professor Taylor said the results 
showed that “we tend to overestimate 
how well our patients adhere to oral med-
ication treatment.” He continued: “Depot 
ensures that we know someone is com-
pliant. If we use an injection, we know 
the drug is in the person. That is not the 
case with oral treatment.”
 In the past, depot antipsychotics were 
unpredictable as they sometimes resulted 
in tardive dyskinesia, and there was 
uncertainty around the correct dosage. 
However, since 2003, long-acting inject-
able atypical antipsychotics have made 
great advances. In a randomised clinical 

trial of risperidone,6 for example, an oral 
formulation was compared with a long- 
acting depot formulation in 86 patients 
with schizophrenia to check relapse rates. 
After one year, 5% of those on the depot 
preparation had relapsed, while 33% on 
oral medication had relapsed; a relative 
risk reduction of 84.7% with the depot. 
 Professor Taylor said that “this is the 
biggest difference between treatments 
that I am aware of in a trial of people 
with schizophrenia. Same drug, different 
modes of administration or delivery, the 
difference between them is accounted 
for, I suspect, entirely by compliance.” 
 Concluding the talk, Professor Taylor 
asked: “Is it time to give up on oral anti-
psychotic treatment? I think the answer 
is yes. Instead of having the worst drugs 
available as long-acting injections we now 
have the best.”

Body dysmorphic disorder
Very little is known about body dys-
morphic disorder (BDD) as it is usually 
obscured by co-morbidities such as 
depression, anxiety and OCD. In his pres-
entation Professor David Veale, consult-
ant psychiatrist at Maudsley NHS Trust, 
outlined the importance of early interven-
tion to treat the condition. 
 The problem is that “there is a fail-
ure to identify and treat BDD, there is a 
low-level of awareness generally; it is 
more likely to be presented to dermatol-
ogists and cosmetic surgeons, and there 
is a secretiveness about it,” explained 
Professor Veale. When patients with BDD 
finally present at a specialist clinic, on 
average, they have had the condition for 
10 years, with the onset usually starting 
before adolescence. The condition affects 
women and men equally and has a high 
mortality, with around 25% of patients with 
BDD having attempted suicide, and 0.3% 
dying by suicide each year. 
 The key, therefore, is early intervention, 
and Professor Veale informed clinicians 
that “individuals with BDD don’t tend to 
reveal their problems unless they’re asked 
and are more likely to present with depres-
sion, social anxiety and OCD.”
 “What you are looking for is a dis-
crepancy between their perceived defect 
and how you see them. They fear being 
labelled as vain, or narcissistic, so start 

with a very simple question like: ‘Some 
people are very bothered with the way 
they look. Is that a problem for you?’”  
 Other observations can guide clini-
cians: does the patient wear a hat, scarf, 
sunglasses or baggy clothes inappropri-
ately; are they heavily made up; do they 
find it difficult to make eye contact or do 
they sit in a particular way to hide part of 
their body; and are there any scars from 
skin-picking. Although BDD can encom-
pass a preoccupation with any part of the 
body, the nose, facial skin, hair, eyes, teeth, 
lips and chin are often the main focus. 
 In conclusion, Professor Veale told 
the audience: “I would like you all to think 
about the motivation behind a patient’s 
BDD. It is very similar to OCD in that they 
seek reassurance, or try to camouflage, 
or repair it, much like washing in OCD.”
 Treatment recommendations for BDD 
are very similar to OCD, according to the 
NICE guidelines on OCD and BDD (CG31). 
In patients with mild impairment, treat-
ment should start with CBT, progressing 
to intensive CBT or a course of SSRIs in 
cases of moderate impairment, moving on 
to a combination of both CBT and SSRIs in 
cases of severe impairment. If this fails, 
then a different SSRI or clomipramine 
should be tried, as well as intensive CBT 
treatment with highly trained specialists.  
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