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INTRODUCTION

Many people have some obsessions during their lives: it is estimated that more than
one-quarter of people experience obsessions or compulsions at some time [1], and
a substantial proportion of them will meet the criteria for obsessive-compulsive
disorder (OCD). The lifetime prevalence of OCD is about 2–2.5%, and the annual
prevalence is 1–2% among the general population [1,2]. The male to female ratio
is approximately unity, with some studies finding a slightly higher prevalence
in women, while in the child and adolescent populations males show a higher
prevalence.

The hallmark of OCD is the presence of either obsessions or compulsions.
According to the Diagnostic and Statistical Manual of Mental Disorders, 4th
Edition, Text Revision (DSM-IV-TR) [3] diagnostic criteria, the obsessions are
defined by the following four criteria:

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).

Obsessive-Compulsive Disorder: Current Science and Clinical Practice, First Edition. Edited by Joseph Zohar.
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Compulsions are defined as: ‘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, and 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.’ Hence, obsessions and
compulsions are repetitive, unpleasant and intrusive (although recognized as own
thoughts), and usually the individual considers that the obsessions or compulsions
are excessive or irrational, demonstrated by the subject’s attempts to resist them.
While obsessions are considered phenomena that increase anxiety or discomfort,
compulsions are behaviours that are aimed at reducing it.

Obsessions and compulsions are very diverse and have been grouped into vari-
ous types. Table 1.1 shows the percentage of obsessions and compulsions in adult
OCD samples reported in several studies. Such diversity in the clinical manifes-
tations of OCD has led researchers to examine whether the different obsessions
and compulsions seen in patients could be related and grouped into a few sub-
types or dimensions; for instance, a recent meta-analysis [10] has derived four
main factors: symmetry, forbidden thoughts, cleaning and hoarding. Apart from its
descriptive utility, this kind of approach has heuristic value since it allows exami-
nation of the possible heterogeneity of OCD in terms of neurobiology, genetics or

Table 1.1 Percentage of obsessions and compulsions in OCD adult samples
reported in various studies.

[4] [5] [6] [7] [8] [9]
Study (n = 560) (n = 354) (n = 180) (n = 293) (n = 485) (n = 343)

Obsessions
Aggressive 31 44 56 71 58 36
Contamination 50 35 60 58 59 48
Sexual 24 15 17 13 26 10
Hoarding 18 11 29 34 12
Religious 22 22 26 31 8
Symmetry 32 36 32 48 50 42
Somatic 33 23 26 26 40 12

Compulsions
Washing/cleaning 50 35 59 60 59 47
Checking 61 43 72 69 73 47
Repeating rituals 42 58 56 52 31
Counting 36 29 16 26 34 14
Ordering 28 29 25 43 50 22
Hoarding 18 16 13 28 36 12

Numbers in brackets refer to the relevant reference.
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Table 1.2 Components in the assessment of OCD.

Clinical Assessment
Present obsessive-compulsive symptoms: subtype/dimensions of symptoms;

severity; degree of insight
Risk of suicide
Cognitive biases and behavioural analysis (how does the patient behave in

response to obsessions? What kind of obsessions elicits compulsions? How
much associated anxiety is there? Is there any resistance to and control over
compulsions?)

Neuropsychological dysfunctions

Conditions associated with the onset and course of the symptoms: past or present
history of tics or Tourette disorder; possible history of PANDAS (Pediatric
Autoimmune Neuropsychiatric Disorders Associated with Streptococcal
infections); relationship of the disorder with reproductive events (onset or
worsening of symptoms at the menarche, pregnancy and other reproductive
events); relationship with life events

Course of the disorder: age at onset of the first symptoms and of the disorder,
degree of stability of the subtype of symptoms (have always been the same
type of symptoms?), age at first treatment, type of evolution (episodic, chronic
or fluctuating, progressive improvement or worsening), degree of functional
impairment

Personality traits or disorders

Differential diagnosis of other disorders and comorbidities: organic brain
disorders, schizophrenia, depression, hypochondriasis, phobias, Tourette or tic
disorder, obsessive-compulsive personality disorder, body dysmorphic
disorders, grooming disorders (trichotillomania, skin picking disorder),
hoarding, presence of other obsessive-compulsive spectrum disorders

Family assessment: family history of psychiatric disorders, degree of support from
relatives, degree of understanding of the disorder by relatives, ability of the
relatives to participate in the treatment

Treatment: previous drug treatments (doses and duration), previous psychological
therapies, response to previous treatments (remission, partial response, no
response)

treatment response, among other aspects [11]. This issue is reviewed in detail in
Chapter 6 of this book.

The assessment of OCD includes the usual elements involved in the psychiatric
assessment of mental disorders, although there are also specific issues related to
this condition. Relevant issues in the OCD assessment are (Table 1.2):

� the instruments for detecting and diagnosing the disorder;
� the examination of the obsessive-compulsive (OC) symptoms: the severity and

type of symptoms, the level of insight, cognitive biases and behavioural analysis;
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� the assessment of the suicide risk;
� the appraisal of neuropsychological functions;
� differential diagnosis;
� the presence of comorbid and related/spectrum disorders;
� the review of the course of the disorder: age of onset of OC symptoms, age at

which the subject met diagnostic criteria for OCD, type of course of the disorder
(e.g. episodic, chronic with or without fluctuations, progressive worsening);

� the analysis of the response to previous treatments, including both clinical out-
come and degree of disability of the patient’s functioning.

Given that some of the components of the assessment are examined in other
chapters, the present review will focus on the detection of OCD, the clinical rating
of OC symptoms, the assessment of insight and the suicide risk, the differential
diagnosis, and OC related and spectrum disorders.

DETECTING OCD

Many OCD sufferers experience shame about their symptoms or think that these
will be misunderstood as ‘madness’, while others may even be afraid that their
symptoms do actually mean that they are becoming ‘mad’. For some patients these
symptoms may be stigmatizing while others do not view their symptoms as a disor-
der, lacking insight of their morbid nature; others may think that they do not require
treatment. All these beliefs and attitudes reduce the likelihood of disclosing their
OCD symptoms to their physicians. A study of attitudes towards OCD symptoms
[12] showed that the attitudes may vary across the different symptoms of the disor-
der, finding that obsessions related to harm were the most feared and unacceptable,
followed by the washing behaviour, and then the checking behaviour. Therefore,
fear of the meaning of the obsessions/compulsions, embarrassment about reporting
them, viewing them as stigmatizing, or lacking insight into their nature, may all
delay seeking help for them. This delay was evident in the study by Pinto et al.
[7], which found that the time elapsed between the first symptoms and the first
treatment was 17 years, and that between meeting the diagnostic criteria for OCD
and the first treatment was 11 years.

The importance of adequate recognition of OCD is reflected in a study in which
only 30.9% of severe OCD cases received a specific OCD treatment [1], although
93% of the patients reported that they were receiving mental health treatment
in some kind of health setting (general medical, mental health settings, human
services or complementary/alternative medicine). The data were more striking in
patients with moderate OCD, since only 2.9% of this group of patients were on
specific OCD treatment while 25.6% of this group were receiving mental health
treatment.
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These data regarding attitudes to OCD symptoms, and therefore the delay in
both receiving an OCD diagnosis and starting an adequate treatment, emphasize
the importance of the strategies to detect OCD.

Screening in clinical interview

Some patients with OCD will describe their symptoms quite well, and diagnosing
OCD will not be difficult provided that the physician knows the disorder. However,
other patients will display other symptoms that may not be so apparently related to
OCD, thereby making it more difficult to reach the diagnosis. For instance, some
patients may describe general complaints of anxiety or depression, avoidance of
specific situations, or excessive concerns about illnesses. In some cases, the pres-
ence of hand dermatitis may suggest repetitive hand washing due to contamination
obsessions. Indeed, it is not unusual that patients see non-psychiatrist doctors such
as dermatologists for dermatitis or trichotillomania, neurologists for tics, plastic
surgeons for concerns about appearance (typically in body dysmorphic disorder),
or other physicians for fear of cancer or HIV infection [13]. Therefore, it is useful to
have some easy screening questions to detect OCD if the doctor suspects it during
the clinical interview.

One of the most useful sets of screening questions are those derived from the
Zohar–Fineberg Obsessive Compulsive Screen (ZF-OCS) [14], which are also
recommended by the National Institute for Health and Clinical Excellence (NICE)
guideline [15]:

1. Do you wash or clean a lot?
2. Do you check things a lot?
3. Is there any thought that keeps bothering you that you’d like to get rid of but

can’t?
4. Do your daily activities take a long time to finish?
5. Are you concerned about orderliness and symmetry?
6. Do these problems trouble you?

These questions have good sensitivity and specificity for detecting OCD.
Using the Mini International Neuropsychiatric Interview (MINI, see below for full
description) as the criterion, the five first questions showed a sensitivity of 94.4%
and a specificity of 85.1%, with a kappa agreement of 0.66, in a sample of 92
referred dermatology patients [14].

Several OCD guidelines propose similar questions to detect OCD. The American
Psychiatric Association guideline [16] suggests the following screening questions
to detect OCD:

� Do you have unpleasant thoughts you can’t get rid of?
� Do you worry that you might impulsively harm someone?
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� Do you have to count things, or wash your hands, or check things over and over?
� Do you worry a lot about whether you performed religious rituals correctly or

have been immoral?
� Do you have troubling thoughts about sexual matters? Do you need things

arranged symmetrically or in a very exact order?
� Do you have trouble discarding things, so that your house is quite cluttered?
� Do these worries and behaviours interfere with your functioning at work, with

your family, or in social activities?

The Canadian Psychiatric Association [17] recommends essentially two ques-
tions to detect obsessions and compulsions:

� Obsessions: Do you experience disturbing thoughts, images or urges that keep
coming back to you and that you have trouble putting out of your head? For
example, being contaminated by something, something terrible happening to
you or someone you care about, or of doing something terrible?

� Compulsions: Do you ever have to perform a behaviour or repeat some action
that doesn’t make sense to you or that you don’t want to do? For example,
washing or cleaning excessively, checking things over and over, counting things
repeatedly?

When a doctor in a clinical setting suspects OCD all these screening questions may
be very useful since they are quick and easy to ask.

Structured interviews

Apart from screening questions, OCD diagnosis may also be examined through
more formal clinical interviews. In fact, the most widely used structured clinical
interviews contain some questions or a section for the diagnosis of OCD. The
structured clinical interviews most used for diagnosing OCD are the following.

� Anxiety Disorders Interview Schedule for DSM-IV (ADIS-IV). The ADIS pro-
vides information about the presence or absence of a given diagnosis, as well
as information about subthreshold symptom levels or the severity of the dis-
order. The ADIS-IV [18] is a semi-structured interview designed to assess the
DSM anxiety disorders and other often comorbid DSM-IV disorders as well
as disorders that are usually screened in research trials. The ADIS should be
administered by trained clinicians. There are lifetime and child versions. With
regard to OCD, it provides more information than the SCID (see below), since
it assesses severity of obsessive-compulsive symptoms, insight, resistance and
avoidance. It has good psychometric properties but it is time-consuming, being
more used in research than in clinical practice.
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� Structured Clinical Interview for DSM-IV-TR Axis I Disorders (SCID-I). The
SCID-I [19,20] is a semi-structured interview that provides a broad assessment
of major DSM Axis I disorders. Like the ADIS, it should be administered by
experienced clinicians or trained mental health professionals. In general, SCID
has good psychometric properties although the data specifically for OCD are
more moderate. For instance, reliability studies (including studies for both DSM-
III-R and DSM-IV) selected in the SCID website show coefficients ranging from
0.40 to 0.70 [21].

� Composite International Diagnostic Interview (CIDI). The CIDI is a comprehen-
sive, fully structured interview designed to be used by trained lay interviewers for
the assessment of mental disorders according to the definitions and criteria of the
International Classification of Diseases, Tenth Revision (ICD-10) and DSM-IV.
It is intended for use in large epidemiological and cross-cultural studies as well
as for clinical and research purposes [22]. The CIDI is an expansion of the Di-
agnostic Interview Schedule (DIS) that was developed under the auspices of the
World Health Organization (WHO) to address the problem that DIS diagnoses
were exclusively based on the definitions and criteria of the DSM, and therefore
to generate diagnoses based on the definitions and criteria of the WHO ICD.
This is a very lengthy interview since it can take an average of approximately 2
hours to administer. Therefore, using CIDI to detect OCD requires administration
specifically of the module with OCD.

� Mini International Neuropsychiatric Interview (MINI). The MINI was designed
as a structured interview for the major Axis I psychiatric disorders in DSM-IV
and ICD-10. The administration of the MINI usually takes 15–20 minutes. Al-
though its administration is short, the MINI covers the following disorders:
panic disorder, agoraphobia, social phobia, OCD, specific phobia, generalized
anxiety disorder (GAD), posttraumatic stress disorder (PTSD), major depressive
disorder, dysthymic disorder, suicidality, mania, alcohol dependence, alcohol
abuse, drug dependence (non-alcohol), drug abuse (non-alcohol), psychotic dis-
order, anorexia nervosa, bulimia and antisocial personality disorder. The MINI
has been shown to have good concordance with other diagnostic measures [23].
The MINI also has good interrater reliability, with κ coefficients ranging between
0.88 and 1.0, and good test-retest reliability, with coefficients ranging between
0.76 and 0.93 [24,25].

CLINICAL ASSESSMENT OF OBSESSIVE-COMPULSIVE
SYMPTOMS

The assessment and rating of OCD symptoms to establish the severity of the disor-
der has been complex due to the nature of the disorder. For instance, the severity of
the disorder could be interpreted differently depending on whether the assessment
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is based on the number of obsessions or compulsions, or the distress that they
cause, or the degree of interference associated with them. Some subjects may have
many obsessions and compulsions without these being too disabling, while other
subjects with notably fewer obsessions may experience them as much more dis-
tressing or as severely interfering with their daily functioning. There are also many
types of obsessions and compulsions, which are not always specified in the rating
scales and which may be very particular to a given individual. In other subjects,
the obsessions may not have all their usual characteristics, for instance in subjects
lacking insight into their symptoms. As a result, many different scales that try to
capture the severity of the OC symptoms have been developed and used for the
assessment of OCD. Those used most widely are described below.

Yale–Brown Obsessive-Compulsive Scale

The Yale–Brown Obsessive-Compulsive Scale (Y–BOCS) [26,27] is probably the
most widely used scale for measuring the severity of obsessive-compulsive symp-
toms and has become the ‘gold standard’ for OCD assessment. The scale was
designed to assess OCD severity independently of the number and type of the
obsessive and compulsive symptoms.

The Y–BOCS includes two primary sections: the Symptom Checklist and the
Severity Scale. The Symptom Checklist examines the current (within the past week)
and past presence of 64 obsessions and compulsions. These obsessions and com-
pulsions are arranged into 13 specific (plus two miscellaneous) categories. Within
the obsessions, the following categories are examined: aggressive, contamination,
sexual, hoarding/saving, religious, need for symmetry or exactness, somatic and
miscellaneous obsessions. The categories examined for compulsions are: clean-
ing/washing, checking, repeating rituals, counting, ordering/arranging, hoarding/
collecting and miscellaneous compulsions. A substantial number of studies on its
factor structure have been carried out providing solutions with between three and
five factors. A recent meta-analysis of 21 factor analytic studies [10] yielded four
main factors: hoarding, symmetry, forbidden thoughts and cleaning.

The Severity Scale is a semi-structured clinician-administered scale that assesses
the presence and severity of obsessive-compulsive symptoms over the past week.
It contains 10 items that assess separately several features of the obsessions (five
items) and compulsions (five items). The five items for obsessions and compulsions
are similar: time occupied by obsessive thoughts or compulsions; interference due
to obsessions or compulsions; distress related to obsessions or not performing
compulsions; efforts to resist obsessions or compulsions; and degree of control
over obsessions or compulsions.

In addition to these sections, there is a target symptom list and a number of
supplemental items that assess symptoms or behaviours that may be present but
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which are not included in the definition of OCD and are not used in the Y–BOCS
scoring. The target symptom list refers to the patient’s three most impairing or
distressing obsessions, compulsions and avoidance behaviours. The supplemental
items comprise insight, avoidance, indecisiveness, sense of responsibility, pervasive
slowness and pathological doubt.

The Y–BOCS provides three summary scores: the severity score for obsessions
(range 0–20), for compulsions (range 0–20), and a total score, which is the sum of all
items (range 0–40). Y-BOCS scores of 0–7 are considered to indicate subclinical
OCD symptoms; scores of 8–15, mild symptoms; 16–23, moderate symptoms;
24–31, severe symptoms; and 32–40, extreme severity.

The scale has good psychometric properties. The intraclass correlation coeffi-
cients reported are 0.81–0.97 for the test-retest reliability, 0.80–0.99 for the in-
terrater reliability, and an internal consistency (Cronbach’s alpha) ranging from
0.69 to 0.91. The convergent validity has been found to be good, although the
discriminant validity has been more discrete, with large correlations with de-
pression and anxiety [28–30]. The Y–BOCS has been shown to be sensitive to
treatment-induced change and has become one of the most widely used scales in
clinical trials [31]. There is also a self-report version, a computerized version and a
child version.

A new version of the Y–BOCS, the Y–BOCS-II, has been developed [32] to
improve some areas that had certain limitations. Several changes have been pro-
posed. One of them has been to replace the item 4, ‘resistance to obsessions’, on the
severity scale, which has a low correlation with the total severity score, by an item
called ‘obsession-free interval’. Another change concerns increasing the scoring
range of the scoring of all items from 5-point (0–4) to 6-point (0–5), since it had
been observed that the scale was less sensitive to change in patients with very high
scores. In order to emphasize the assessment of avoidance behaviours, changes
have also been made to two of the compulsion items (‘distress if compulsions
(or avoidance) prevented’ and ‘interference from compulsions’) and one obsession
item (‘interference’). Finally, some modifications have been made to the wording
and content of the Symptom Checklist.

Dimensional Yale–Brown Obsessive-Compulsive Scale (DY–BOCS)

The DY–BOCS [33] was developed from the theoretical rationale that OCD may be
a heterogeneous disorder given its clinical diversity, and the number of genetic and
treatment studies that support this view. Assessment of different symptom dimen-
sions yields more homogeneous subgroups that may allow a better understanding
of OCD’s complexity and provide a valuable approach to elucidating genetic and
neurobiological mechanisms underlying the heterogeneous OCD presentations,
through identification of more robust endophenotypes as well as comorbidity or
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treatment outcome studies [11]. The DY–BOCS was initially developed at Yale
University and refined in other centres of the United States, Brazil and Japan. The
DY–BOCS is based on the Y–BOCS and is composed of semi-structured scales for
assessing the presence and severity of OC symptom dimensions. The DY–BOCS
includes a self-report instrument and a clinician-administered instrument. The self-
report instrument consists of an 88-item checklist of obsessions and compulsions,
divided into six dimensions:

1. obsessions about harm due to aggression/injury/violence/natural disasters and
related compulsions;

2. sexual/moral/religious obsessions and related compulsions;
3. obsessions about symmetry/‘just-right’ perceptions, and compulsions to count

or order/arrange;
4. contamination obsessions and cleaning compulsions;
5. obsessions and compulsions related to hoarding; and
6. miscellaneous obsessions and compulsions that relate to somatic concerns and

superstitions, among other symptoms.

The clinician-administered scales can be used to assess the presence and severity
of each of the above symptom dimensions. Each of these scales consists of three
items (frequency, distress and interference) measured on a 0–5 scale, yielding a
total score ranging from 0 to 15. Further, the rater estimates the global symptom
severity scale using the same three ordinal scales (frequency, distress and inter-
ference; score range 0–15) and an impairment score to assess the overall level
of current impairment due to OC symptoms on a scale (range 0–15). The total
global score is obtained by combining the sum of the global severity scores and
the impairment score, yielding a maximum total global severity score of 30. The
psychometric properties of the DY–BOCS are good: interrater reliability showed
intraclass correlation coefficients greater than 0.98 for each component score of
the DY–BOCS, the levels of agreement between self-report and expert ratings
had Pearson correlation coefficients of 0.75–0.87 for each dimension, the inter-
nal consistency showed a Cronbach’s alpha of 0.94–0.95 for each dimension, and
it has also showed good construct and divergent validity in both child and adult
populations [33,34].

Leyton Obsessional Inventory (LOI)

The LOI [35] had been a commonly used scale before the appearance of the
Y–BOCS, and the Child Version of the scale is still often used. The original
LOI is a 69-item scale designed as a card sorting, or ‘post-box’, activity that
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measures obsessional symptoms and traits in a yes/no type of response. Two other
subscales scored from 0 to 3 are ‘resistance’ and ‘interference’, which should help
to differentiate between obsessional symptoms and traits. Several versions of the
LOI have been developed, such as a pencil-and-paper version [36], the Leyton
Obsessional Inventory – Child Version [37] and a shortened 10-item version, the
Lynfield Obsessional Compulsive Questionnaire [38]. Evidence for reliability and
validity is limited. The main limitations found are that the questionnaire is biased
towards domestic topics such as cleanliness or tidiness (in fact, the original study
was done in a group of ‘house-proud’ mothers) while other kind of symptoms,
such as aggressive or other unacceptable thoughts, are not well represented. The
scale is not very sensitive to treatment-induced change, and the administration of
the original version is very lengthy.

Maudsley Obsessional-Compulsive Inventory (MOCI)

The MOCI [39] is a 30-item self-rated questionnaire that yields a score on four
factorially derived subscales: checking, cleaning, doubting and slowness. Each
item is rated dichotomously as true or false and, therefore, the total score range
is 0–30. Due to the type of items included in the scale, patients with checking or
cleaning symptoms will tend to score higher than will other patients with different
kinds of obsessions with few symptoms or behaviours, even if they are very severe.
Its reliability and validity are acceptable and it is easily administered. However, not
all kinds of obsessions/compulsions are represented and its sensitivity to treatment-
induced change is limited.

Padua Inventory (PI)

The PI [40] is a 60-item self-report questionnaire that measures OCD severity.
The design of the inventory was addressed to measure obsessional complaints and
intrusive phenomena not well covered by former OCD measures. It covers com-
mon obsessional and compulsive behaviour and identifies four factors underlying
OCD: impaired control of mental activities, becoming contaminated, checking
behaviours, and urges and worries about losing control over motor behaviours.
One of the limitations of the scale is that its items do not adequately differentiate
obsessions from worries [41].

Several revisions of the scale have been published. The Padua Inventory – Wash-
ington State University Revision (PI–WSUR) [42] aims to achieve a better differ-
entiation between worries and obsessional symptoms. It has 39 items that cover five
content categories relevant to obsessions and compulsions: obsessional thoughts
about harm to self/others; obsessional impulses to harm self/others; contamination
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obsessions and washing rituals; checking compulsions; and dressing/grooming
rituals.

The Padua Inventory – Revised (PI–R) [43] was derived from a factor-analytic
study which found a five-factor structure instead of the original four factors. It is a
41-item scale that assesses five subscales: Impulses, Washing, Checking, Rumina-
tion and Precision.

A recently proposed revision, the Padua Inventory – Palatine Revision (PI–PR)
[44], with 24 items, was derived from the study of the factor structure of the previous
two revisions (PI–R and PI–WSUR) in OCD, anxiety and depression samples, and
assesses six subscales: contamination and washing; checking; numbers; dressing
and grooming; rumination; and harming obsessions and impulses.

Obsessive Compulsive Inventory (OCI)

The OCI [45] was developed to address the problems inherent in the available
instruments for diagnosing and determining the severity of OCD. It is a self-report
inventory and consists of 42 items comprising seven subscales: washing, checking,
doubting, ordering, obsessing (i.e. having obsessional thoughts), hoarding and
mental neutralizing. Each item is rated on a five-point (0–4) Likert scale for both
frequency and distress. Psychometric properties are generally strong, although less
so for the hoarding subscale. It has been translated into several languages. A child
version has recently been developed [46]. A shorter, 18-item version, the revised
OCI (OCI–R) has also been developed [47]. This shorter version improves on the
previous version in that it eliminates the redundant frequency scale, simplifies the
scoring of the subscales, and reduces overlap across subscales, all while retaining
good psychometric properties.

INSIGHT

Although a main feature of OCD is that the person recognizes that the obsessional
thoughts, impulses or images are a product of his or her own mind, in some cases
there is poor or even a lack of insight into their symptoms. This feature that is
observed in some patients is explicitly recorded in DSM-IV as a specifier. In fact,
the only specifier of OCD that was established in DSM-IV is ‘with poor insight’,
which is defined as: ‘when, for most of the time during the current episode, the
individual does not recognize that the obsessions or compulsions are excessive or
unreasonable’ [48]. The presence of overvalued ideation denotes poor insight while
a degree of delusional intensity corresponds to a lack of insight. However, in cases
where the ideation is considered to achieve the degree of delusional intensity, DSM-
IV proposes the use of the diagnostic categories ‘delusional disorder’ or ‘psychotic
disorder not otherwise specified’. However, this suggestion has been called into
question since those patients who are diagnosed with delusional disorder due to
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the lack of insight on their obsessions may not have a disorder that is distinct from
OCD [49,50].

One issue that in some cases may become difficult is differentiating an overvalued
ideation from delusions and from obsessions. Overvalued ideas may be considered
as strongly held unreasonable beliefs, accompanied by strong affect. Overvalued
ideas are not felt to be as intrusive as an obsession, are not considered by the
individual as senseless, are egosyntonic and, hence, there is neither resistance nor
struggle against them. They are held strongly, although with less than delusional
intensity, and their content may not be as bizarre as in some delusions. Compared
to delusions, they may lead to repeated action that is considered justified [51].
However, the concept of insight, particularly in OCD, and related concepts such as
poor insight or overvalued ideation, has been the subject of different definitions and
considerations. There is no unique definition for overvalued ideation, nor is there an
operationalized definition. DSM-IV acknowledges the difficulty in clinical practice
to distinguish an overvalued idea from a delusion, and places it on a continuum
based on the intensity of the belief. While a delusion is defined as a ‘false personal
belief based on an incorrect inference about external reality and firmly sustained
in spite of what almost everyone else believes’, DSM-IV describes overvalued
ideation as ‘an unreasonable and sustained belief that is maintained with less than
delusional intensity (i.e., the person is able to acknowledge the possibility that the
belief may or may not be true). The belief is not one that is ordinarily accepted
by other members of the person’s culture or sub-culture’ [48]. The general view is
that there is a continuum from an obsession, with full or good insight at one end
of the continuum, to a poorer insight with overvalued ideation in the middle, and a
delusional intensity of belief at the other extreme.

The diagnostic criteria of DSM-IV require that ‘at some point during the course
of the disorder, the person has recognized that the obsessions or compulsions
are excessive or unreasonable’ (criterion B). This criterion may be considered
to reflect the insight quality of the obsessional symptoms but there is no clear
and operationalized definition of what ‘excessive or unreasonable’ means, and this
aspect may be interpreted in different ways by clinicians [50]. This lack of a definite
meaning of ‘excessive and unreasonable’ in the diagnostic criteria of DSM-IV has
led to the suggestion of deleting criterion B and expanding the specifier ‘with poor
insight’ to include a broader range such as ‘good or fair insight’, ‘poor insight’ and
‘lack of insight’ in DSM-5 [50].

Rating insight

Since insight is an important feature of OCD, its measurement has become an
important issue, and several scales have been designed to assess the degree of
insight. Insel and Akiskal [52] had already studied insight in 23 patients using
a scale that explored different aspects, such as the perceived validity, strength of
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belief in the feared consequences, resistance and bizarreness of the obsessions.
Subsequently, other more formal scales have been developed.

� Brown Assessment of Beliefs Scale (BABS). One of the most widely used scales
for the assessment of insight is the BABS [53]. The BABS is a semi-structured,
clinician-administered, seven-item scale with specific probes and five anchors
for each item, designed to assess insight/degree of delusionality during the past
week in a variety of psychiatric disorders. It assumes that insight exists on
a continuum and that insight itself consists of a number of components. The
components covered by the scale are conviction (how convinced the person is
that his/her belief is accurate); perception of others’ views (how certain the
person is that most people think the belief makes sense); explanation of differing
views (the person’s explanation for the difference between his/her and others’
views of the belief); fixity (whether the person could be convinced that the
belief is wrong); attempt to disprove beliefs (how actively the person tries to
disprove his/her belief); insight (whether the person recognizes that the belief
has a psychiatric/psychological cause); and referential thinking (an optional item
that assesses ideas/delusions of reference). Each of the first six items is rated
from 0 to 4 and the total score is the sum of these six items. The psychometric
properties of this scale are well established, with a strong internal consistency
(Cronbach’s alpha = 0.87) and strong interrater (intraclass correlation coefficient
(ICC) for total = 0.96) and retest reliability (ICC for total = 0.95). The BABS
is sensitive to treatment-induced changes.

� Overvalued Ideas Scale (OVIS). Another scale used to measure insight is the
OVIS [54]. This is a nine-item clinician-administered scale designed to quan-
titatively assess levels of overvalued ideas in OCD. The components that form
the scale are: bizarreness, belief accuracy, fixity, reasonableness, effectiveness
of compulsions, pervasiveness of belief, reasons others do not share the be-
lief, and two items assessing stability of belief. One study [54] found the scale
to show adequate internal consistency reliability (alpha coefficient = 0.88 at
baseline), test-retest reliability (r = 0.86) and interrater reliability (r = 0.88).
Moderate to high levels of convergent validity were found with measures of
obsessive-compulsive symptoms, a single-item assessment of overvalued ideas
and psychotic symptoms. This study also obtained medium levels of discriminant
validity with respect to measures of anxiety and depression. Individuals regarded
as having high OVIS scores showed greater stability of this pathology than did
those with lower OVIS scores, suggesting that overvalued ideas are stable for
extreme scorers.

� Fixity of Beliefs Scale. This is a five-item instrument designed to measure pa-
tients’ degree of recognition that their obsessive-compulsive beliefs are unrea-
sonable [55]. The items rate the patients’ beliefs about the feared consequences
of not performing their compulsions. The items assess: (1) patients’ confi-
dence that the harmful consequence will happen; (2) patients’ recognition of the
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disparity of their beliefs from conventional beliefs; (3) patients’ understanding
of why they have unrealistic beliefs; (4) flexibility in changing mistaken beliefs;
and (5) bizarreness of obsessive ideas. Foa et al. [56] found that two items,
presence of feared consequences and certainty that the feared consequence will
occur, predicted treatment outcome for OCD.

Patients with OCD with poor insight have been reported to suffer a more se-
vere form of the disorder, with higher Y–BOCS scores and a greater number of
symptoms [57–62], although some studies have not found this association [63,64].
However, the greater severity found in some studies could be at least partially ex-
plained by the higher scores on specific items (lack of resistance and lack of control)
that are assigned to these patients on the Y–BOCS scale given that poor insight
involves the absence of struggle against obsessions and rituals that are not consid-
ered senseless [62]. Poor insight has also been associated with a poorer response
to treatment [60,65], although not all studies have confirmed this relationship [66].

In summary, poor insight is a phenomenon that has been reported in 15–36%
of obsessive patients [51,52,57–59,62,63,67,68]. In some cases, the distinction
among obsessions, overvalued ideas and delusions may be complex and part of this
complexity may stem from the definition of the nature of insight. A recent review
[69] considers that insight could be best conceived as a dynamic mental state rather
than a symptom or a component of the symptoms, and it would be independent of
the disorder itself. Notwithstanding, the assessment of insight is essential because
of the clinical, diagnostic and outcome issues that may be associated with poor or
lack of insight.

ASSESSMENT OF THE RISK OF SUICIDE

Traditionally, suicidal behaviour in OCD has been estimated to be infrequent. Pa-
tients with OCD have classically been considered to be at low risk for suicide, with
reports of completed suicides in less than 1% [70], and a history of suicide attempts
in 3–4% of patients [71–73]. However, more recent studies have found higher rates
of suicidal behaviour, suggesting that 10–27% of those suffering from an OCD
may attempt suicide at least once in their life [74–76]. Kamath et al. [75] have
reported that OCD is associated with high rates of both suicide attempts (27%) and
suicidal ideation (59% of patients at any time in their life). A Brazilian study [76]
found that 46% of OCD patients surveyed had suicidal thoughts, 20% had made
suicidal plans and 10% had attempted suicide. The Brown Longitudinal Obsessive
Compulsive Study [7] has studied 293 OCD patients and found a reported rate of
suicidal ideation in 52% of them, while a history of at least one suicide attempt
was found in 15% of them. Another study [77] followed-up 216 OCD patients for
1 to 6 years and found persistent suicidal ideation in 8% of the sample (persistent
defined as being present in three consecutive assessments, each carried out every
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3 months), while 5% of the sample attempted suicide and two patients (0.9%)
actually committed suicide during the follow-up. The most frequent factor found
to be associated with suicidal behaviour has been severity of depression. Other
factors found in studies have been hopelessness, being non-married, and symme-
try/ordering obsessions and compulsions. Some limitations of these studies are that
many of them have recorded the information retrospectively and consequently only
a few factors have been examined for their association with suicidal behaviour.

Suicidality is not usually related to compulsive behaviours. When suicidal
ideation is present, it may be related to hopelessness due to a chronic and highly
invalidating OCD disorder, or to the presence of comorbid disorders such as depres-
sion, substance abuse/dependence (including alcohol), or other mental disorders
with a high risk of suicide. Although the rates for completed suicide in OCD
are lower than those found in some other mental disorders such as depression or
schizophrenia, the risk of suicide in OCD deserves specific evaluation. In fact,
suicidal ideation and suicide attempts are more frequent among OCD patients than
in the general population and they may be the steps prior to a completed suicide.

DIFFERENTIAL DIAGNOSIS, COMORBIDITIES
AND RELATED DISORDERS

The assessment of OCD involves screening for the presence of other disorders.
Several disorders may exhibit obsessive or compulsive symptoms as part of their
manifestations, and a differential diagnosis from OCD must therefore be carried
out. Furthermore, some of these disorders show a high comorbidity with OCD
and their detection is important. A subgroup of these disorders that show either
certain similarities or comorbidity with OCD have been included within the term
‘OC spectrum disorders’.

Although distinct from OCD, they seem to be related and it has been proposed that
they could be best considered as belonging to an OC spectrum [78]. The disorders
that have been ascribed to the OC spectrum are diverse and have numbered from 10
to 20. Some of these disorders are more neurological disorders – such as Tourette
disorder or autism – while others are associated with bodily preoccupation –
such as body dysmorphic disorder, anorexia nervosa or hypochondriasis – and
even others belong to impulse control disorders –such as pathological gambling,
kleptomania or trichotillomania [79]. More recently, Phillips et al. [80], in an article
that was commissioned by the DSM-V Anxiety, Obsessive-Compulsive Spectrum,
Posttraumatic, and Dissociative Disorders Work Group, have proposed that these
disorders be considered according to three groups:

1. motoric or lower-order repetitive behaviours (e.g. trichotillomania, skin-picking
disorder);
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2. cognitive or higher-order OC symptoms (e.g. body dysmorphic disorder,
hypochondriasis); and

3. impulse control disorders or behavioural addictions (e.g. pathological gam-
bling).

The assessment of the presence of OC spectrum disorders is relevant because of
their similarities with OCD which may pose issues in the differential diagnosis, or
their comorbidity with OCD that some of them have.

The differential diagnosis of OCD includes organic brain disorders, schizo-
phrenia, depression, hypochondriasis, phobias, Tourette disorder and tic disor-
ders, obsessive-compulsive personality disorder, body dysmorphic disorder and
hoarding.

Organic brain disorders

As is the case with other mental symptoms, the clinician should rule out brain
diseases that may underlie OC symptoms. The presence of OC symptoms may result
from brain disturbances, either focal or diffuse, that can affect brain areas or circuits
involved in OCD. In fact, the hypothesis that a biological substrate might underlie
obsessions and compulsions was supported by the observation of the presence of
OC symptoms in patients affected by the lethargic encephalitis pandemic between
1917 and 1926 [81,82]. Currently, different brain areas and circuits have been
related to OCD, more specifically the cortico-subcortical-thalamic-cortical circuits,
particularly the orbitofrontal circuit that involves the orbitofrontal cortex, areas of
the basal ganglia and thalamus. Diseases or lesions that may affect these areas
and circuits or others related to them, may result in obsessive symptoms either
as one of the first expressions of an underlying disease or as a residual symptom
after the injury. OC symptoms have been reported in different kinds of injuries
and diseases [83], such as traumatic brain injury [84], cerebrovascular accidents
[85,86], brain tumours [87], temporal lobe epilepsy (in 14–22% of patients with this
disease) [88,89], frontotemporal dementia [90,91], progressive supranuclear palsy
[92], neuroacanthocytosis [93], brain infections (encephalitis and postencephalitic
states, acquired inmunodeficiency syndrome) [94], manganese intoxication [95] or
brain surgery [96]. Huntington’s chorea may also show OC symptoms in 22–50%
of the cases, and this may be difficult to distinguish from primary OCD [97–99].
Usually, these neurological disorders will have associated specific neurological
symptoms – apart from the obsessional ones – which will help in making the
differential diagnosis.

One particular case concerns patients with Parkinson’s disease who are treated
with dopamine agonists and who may show compulsive behaviours that are usually
linked to impulse control disorders. A recent study of 3090 patients with Parkin-
son’s disease found that 17% of those taking dopamine agonists had at least one
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impulse control disorder (gambling, compulsive sexual behaviour, compulsive buy-
ing, binge-eating disorder) [100]. The mechanism has been related to dysfunctions
in reward processing [101].

Schizophrenia

The distinction between OCD and schizophrenia is not usually difficult to make
since subjects with OCD usually recognize the absurdity of their symptoms, even
in some cases in which the obsessional thoughts and the behaviours associated
with them may be quite bizarre. In patients with OCD with poor insight the dis-
tinction may be more complex, but the absence of typical schizophrenic features
can help in the differentiation. There is another group of patients in whom the ini-
tial manifestations are OC symptoms but who eventually go on to develop typical
symptoms of schizophrenia. Furthermore, OCD will be comorbid in a substantial
group of patients with schizophrenia. Several studies [102–109] have found that
about 25–35% of subjects with schizophrenia have OC symptoms, and even around
15–25% meet criteria for OCD, although the figures differ among studies. Although
antipsychotic treatment, particularly clozapine, may be a factor that accounts for
the appearance of OC symptoms in some cases, in others the comorbidity between
these two disorders cannot be explained by these drugs.

Depression

Depression, either as a full-blown syndrome or in the form of depressive symp-
toms, is a condition very often associated with OCD. It has been estimated that
about 60–70% of OCD patients may have a comorbid lifetime diagnosis of major
depression [7,102]. In many cases depressive symptoms are related to the distress
and disability due to OCD, which is the primary disorder. Reciprocally, obsessive
symptoms may also appear in about 20% of cases of a primary depressive disorder
[110,111]. In those patients in whom both the obsessional symptoms and depres-
sive symptoms appear it may be difficult to distinguish between a primary OCD
and secondary obsessions due to a depressive disorder. Depression as a primary
diagnosis usually has a later onset than OCD, and show an episodic course, with
a remission of the obsessional symptoms during the interepisodic periods; the ru-
minations are more centred on past events (whereas in OCD concerns are more
focused on present or future threats) and are more egosyntonic.

Hypochondriasis

Fear of becoming ill is a common preoccupation in both OCD and hypochondriasis.
But patients with OCD tend to have less intensity in their conviction of having
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an illness and they may have other obsessions and rituals not related to bodily
health. In hypochondriasis the beliefs are more egosyntonic and subjects may
experience somatic sensations. About 10% of OCD patients could also meet criteria
for hypochondriasis [112,113].

Phobias

In some cases OC symptoms, particularly contamination obsessions and fear of
losing control, may be confounded with phobias. Genuine phobias are usually more
circumscribed to specific stimuli, there are no rituals associated, and the avoidance
behaviours are very efficacious in relieving anxiety.

Tourette disorder and tic disorders

These disorders are considered to be closely related to OCD. About 30% of OCD
patients have comorbid lifetime tic disorders [114]. With Tourette disorder, OC
symptoms are present in about 40% of the patients and OCD in 20% of them
[115]. It is usually easy to distinguish between tics and compulsions, but it may be
more difficult in some complex tics. OCD compulsions usually have an obsessional
thought associated with them and are more goal-directed, whereas the premonitory
experiences in tics are more sensorial or perceived as urges and with fewer associ-
ated cognitions [116,117]. Finally, patients with both OCD and tics may represent
a particular subgroup since several differences have been reported in this group,
such as an earlier age of onset [118], feelings of incompleteness, a need for things
to be ‘just right’, and more aggressive and symmetry obsessions [115,119].

Obsessive-compulsive personality disorder (OCPD)

Obsessive-compulsive personality disorder is characterized by excessive preoc-
cupation with orderliness, perfectionism, and mental and interpersonal control,
symptoms that may resemble the compulsivity in OCD. There is also a certain
comorbidity between OCD and OCPD: about 30% of patients with OCD also
show OCPD [7,120,121] and OCD is present in approximately 20% of OCPD
subjects [122]. An important difference between OCD and OCPD is that in OCD
the symptoms are experienced as egodystonic (i.e. not acceptable by the indi-
vidual) whereas in OCPD they are egosyntonic. Further, the degree of functional
impairment in OCPD is significantly lower than in OCD.

Body dysmorphic disorder (BDD)

In BDD repetitive behaviours may emerge in response to an excessive preoccu-
pation with an imagined defect in appearance or a slight physical anomaly [123].
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About one-third of subjects with BDD will meet OCD criteria [124]. Insight is
poorer in BDD than in OCD, there is no feeling of incompletion, and the behaviour
is related to the preoccupations about appearance.

Hoarding

Although hoarding is a typical OCD symptom that is present in 15–40% of OCD
patients [5,55,125], it may also appear independently of OCD. This has led to
the proposal that hoarding syndrome could be considered as a different disorder
[126,127]. In those cases in which hoarding is related to OCD, this behaviour can be
explained as a consequence of the patients’ obsessions (e.g. items not discarded due
to fear of catastrophic consequences, complicated rituals before discarding items
that lead to avoidance of discarding), the hoarded items may be more bizarre, and the
behaviour is more usually experienced as egodystonic [128]. Hoarding behaviour
may also be associated with severe neurological conditions (e.g. dementia, brain
lesions) and other psychiatric disorders (e.g. alcoholism, schizophrenia, schizotypal
or obsessive personality disorders) [129].

Other disorders

Other psychiatric disorders may also show obsessive symptoms or compulsivity,
like anxiety, impulse control disorders or behavioural addictions (e.g. pathological
gambling, compulsive buying), autism, or disorders related to grooming, such
as trichotillomania or skin picking disorders. In general, the specific behaviours
and symptoms associated with the definition of these conditions will permit the
differential diagnosis from OCD.

CONCLUSIONS

The assessment of OCD follows the general procedure that is carried out in other
disorders, but there are also specific characteristics to be examined which may be
relevant to treatment decisions and to general management of an individual OCD
case. As studies have found that the time elapsed between the first OCD symptoms
and the diagnosis is very long, screening procedures for the detection of OCD
can be used in the general assessment of cases in which OCD may be suspected.
Apart from the more formal structured clinical interviews, several researchers have
proposed a few easy questions to detect the disorder. Early detection may help to
prevent functional impairment and improve the long-term prognosis.

OCD is a complex disorder with very different clinical manifestations, courses
and outcomes, which has led to discussion of the possible heterogeneity of the
disorder. Studies have identified a number of characteristics (Table 1.2) that are



P1: OTA/XYZ P2: ABC
JWST176-c01 JWST176-Zohar March 23, 2012 13:25 Printer Name: Yet to Come

ASSESSMENT 23

useful to consider when assessing an OCD patient. Regarding OC symptoms, many
clinical scales have been designed to capture the severity and diversity of them.
Among the clinical features, the assessment of insight is one of the most important
since it may have a critical bearing on the adherence to treatment and outcome.
Although suicide in OCD is less common than in some other mental disorders, the
assessment of this risk should always be included. The relationship of OCD to other
disorders is also complex. Differential diagnosis must be carried out for a number
of organic and mental disorders but OCD can also be comorbid with some of them.
Indeed, the identification of these disorders is essential for an adequate approach.
Other characteristics reviewed in other chapters that deserve to be examined are
those related to previous treatments and the previous course of the disorder. The
assessment of these clinical factors and comorbid conditions may be essential since
they have been associated with different clinical clusters, neurobiological factors
and outcomes, and the assessment of these features may allow a more personalized
management.
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