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LEARNING OBJECTIVES

® To lec | treatment

of OCD

. Brlefly discuss alternative / novel treatments for OCD including non-
phqrchologlcql biological treatment options




CONFLICTS OF INTEREST



OBSESSIVE COMPULSIVE AND RELATED DISORDERS
(OCRDS) : A NEW CATEGORY IN DSM- 5

o OCRD due 0 ©

® Other specified OCDRD
/)’ Unspecified OCRD



In DSM- IV, OCD was classified as an anxiety disorder, BDD as
a somatoform disorder and Trichotillomania as an impulse
control disorder not elsewhere classified

Hoarding disorder and Excoriation (skin-picking) disorder are
new to DSM- 5

Optimally grouping disorders into categories may usefully
guide assessment and treatment

Also, related disorders may be highly comorbid and have
increased prevalence in family members




Tourette’s disorder , a long considered to be closely related
to OCD is now under neurodevelopmental disorder. Also,
first line pharmacotherapy for OCD (SRls) differ notably
from tic disorder (alpha adrenergic agonists or neuroleptics)

Hypochondriasis (renamed as lliness anxiety disorder) is
now under somatic symptom chapter

OCPD is under personality disorder chapter although some
similarities with OCD




Although some effective
Do not incorrectly assume that treatments overlap, others
all OCRDs are “just OCD” - this meaningfully differ e.g SRls
can lead to incorrect selectively efficacious for OCD
identification of symptoms and and probably BDD but less
incorrect treatment clear for Hoarding disorder
and Skin Picking disorder

Unlike OCD, hoarding and BDD
do not respond well to simple
ERP; modified CBT
interventions and motivational
interviewing usually needed.




The term “spectrum” implies shared, psychobiological
mechanisms may account for similar symptoms and a
continuum of genotypes, endophenotypes or other related
constructs.

Spectrum also implies that related disorders along a
spectrum vary continuously in relation to one another in
some underlying construct as “impulsivity” or “compulsivity”.

DSM- 5 term for OCRD avoids this assumption




ICD-11 : OBSESSIVE
COMPULSIVE OR
RELATED DISORDERS

d rep etitive disorder (e.g.
nair-pul ing, skin-picking, lip-biting)




OCD - DSM-5

A. Presence of obsessions, compulsions, or both

B. Greater than 1 hr per day or cause distress/impairment
C. Not attributable to substance or medical condition

D. Not explained by another mental disorder

\_

O | Specify:

Good or fair insight
* Poor insight

Absent insight
Tic-related

/ American Psychiatric Association. (201 3). Diagnostic and statistical manual of mental

disorders: DSM-5. Washington, D.C: American Psychiatric Association.
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oh ave fair to good insight

(not delusional)

®* Women 1.6X more likely to * Early Onset (11.81 yrs) vs. Late

experience OCD Onset (26.64 yrs)




PROGNOSTIC FACTORS

ondi ons (esp. ODD, CD,

- ® poor early treatment response






PATHOGENESIS OF OCD

= Infec’rlon-’rn elel
/ process



® Prefrontal cortex
including ACC and
OFC

® Cortico-striatal

circuitry

Cortical Regions: OFC, ACC, DLPFC, VMPFC

"0

Cortico-Striato-Thalamo-Cortical
Circuit in OCD

Ventral Caudate
and Pallidum

o

SNr, Anteromedial STN, and Anterior Basal Ganglia

Dorsomedian Nucleus of Thalamus




EVIDENCE BASED
TREATMENTS
FOR OCD

Response

>tonin uptake
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MONITORING TREATMENT RESPONSE

v



e 1N OCD




PHARMACOTHERAPY — FDA
APPROVAL



APA PRACTICE GUIDELINES

TABLE 3. Dosing of Serotonin Reuptake Inhibitors (SRIs) in Obsessive-Compulsive Disorder (0CD)

Starting Dose and Usual Usual Occasionally Prescribed
Incremental Dose Target Dose Maximum Dose Maximum Dose

SRI (mg/day)” (mg/day) (mg/day) (mg/day)”
Citalﬂpram* 20 40-60 80 120
Clomipramine 25 100-250 250 c

Escitalopram 10 20 40 60
Fluoxetine 20 40-60 80 120
Fluvoxamine 50 200 300 450
Paroxetine 20 40-60 60 100
Sertraline! 50 200 200 400

1 . . e . . . .
Some patients may need to start at half this dose or less to minimize undesired side effects such as nausea or to accommodate anxiety
about taking medications.

BThese doses are sometimes used for rapid metabolizers or for patents with no or mild side effects and inadequate therapeutic re-

sponse after 8 weeks or more at the usual maximum dose.
‘Combined plasma levels of clomipramine plus desmethylclomipramine 12 hours after the dose should be kept below 500 ng/mL to
minimize risk of seizures and cardiac conduction delay.

dSEl‘tl‘:lliIlE, alone among the SSRIs, is better absorbed with food. * Black box warning




CLOMIPRAMINE

* al-adrenergic antagonism: orthostatic hypotension
* Histamine (H,) blockade: weight gain and sedation
* Anticholinergic: tachycardiq, urinary retention, dry mouth, blurred vision, constipation
* Na channel blockade: seizures and arrhythmias (0.7%)
* Screening EKG in those with heart disease or >40 y /o

12-hour levels
Steady state 2-3 weeks (32/6%h half-life)

Clomipramine (CMI): 225-350 ng/mL
CMI+Norclomipramine (desmethylclomipramine): </= 500ng/mL

http:/ /ocd.stanford.edu /treatment /pharma.html



* Neverthele . red medication resistant
without a trial of clom

r



EFFICACY OF SRIS IN OCD




TREATMENT REFRACTORY OCD




COMBINATION
TREATMENT STRATEGI

us other agents
® serotonergic drugs

® noradrenergic drugs

® neuroleptics

® others



e reports of Risperdal, olanzapine, and

quetiapine




SECOND GENERATION ANTIPSYCHOTICS

Risperidone

8-week double blind with 34 SSRI resistant — no statistical sig.



Olanzapine

Quetiapine

ramine, fluoxetine

or fluvoxar

Most benefit in pts who are unable to tolerate maximal dose of SRI



Aripiprazole

— ineffective
O



* N-AC

®* Memantine

® Topiramate

han Obsessions

. —reduce ough inhibition of certain presynaptic

e

VOITGge gq-l-ed Nq Chqnnel-s

100-200mg/day in adjunct with paroxetine or clomipramine showed

improvement in case reports, retrospective review and 16 week RCT



® Ketamine

® Effexor and Cymbalta
® Buspar
Pindolol

~ ®* Mirtazapine

— one study |n5|g|c Other WI1'h Fluvoxamine positive
@ Study in children negative and other with n =60 showed no benefit



®* Opioids-

®* Dextroamphetamine 30mg vs. Caffeine 300mg
. * Methylphenidate ER 36mg o vs. 5%

— case repor: negative; most consistently positive

with comorbid blpolqr dlsorder B—
— pulse loaded more effective in pilot study, large study did
/ not confirm findings



DIFFERENTIAL DIAGNOSIS

of ugliness

* OCD vs Eati

Obsessions in OCD may involve food and eating e.g concerns of germs on food

O and decontamination rituals and wt loss compared to fear of weight gain in

/DGnorexiq.




1t to collections and

behavior to ac ‘ganizing collections

e OCD vs ASD

O Narrow consuming interest and patterned behaviors with interpersonal and

/Jsocial deficits




- paraphilig,

Impulswe activity i asure seeking and excitement

( rather than harm avoidance




OCPD i chro ts anc viewpoints “ego

r

syntonic”.




COMORBIDITIES IN OCD

' -% (11-42%)

18%
14%
10-30%



cal or atypical

Rl or clomipramine & alpha 2 agonist




* Consider

. Clomiprd'
®* Atomoxetine
® Bupropion

® Clonidine or guanfacine




—

DI (JC

hypomdﬂi'“ —

®* Mood stabilizers or q’rypicdl —

neuroleptics may be needed to

counteract activating effects of SRI’s

%



L ior -

‘® Not recommended as primary treatment

for OCD

® For co-occurring depression
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T™MS OCD
COILS

FDA cleared i
201 8)

ture (2020)

Neurostar

H7-Coil
for Obsessive-Compulsive
Disorder (OCD)



Total YBOCS - ch. from baseline (mean+5SE)

Baseline Week 3 Week 6
Week 2 Week 4

Group DTMS (N=47) Sham (N=47)

Figure 2: YBOCS Change From Baseline Over Time (mITT)

Brainsway FDA Package Insert 2018.
https://www.accessdata.fda.gov/cdrh_docs/reviews/DEN170078.pdf

OUTCOMES

Change in Y-BOCS at week 6
Sham: - 3.6
dTMS: - 6.7

Response rate
38.10% response (vs. 11.10%
sham)

54.76% partial response (vs.
26.67% sham)

Response = 30% reduction
Partial Response = 20%
reduction









* Success rates of 50-
60%

* Performed as early as
the 1940’s

=2l Cingulotomy

Subcaudate tractotomy

Cingulotomy

Capsulotomy

Fins JJ. From psychosurgery to neuromodulation and
palliation: history’s lessons for the ethical conduct and
regulation of neuropsychiatric research. Neurosurg
Clin N Am. 2003;14(2):303-319.

Limbic leucotom

Jenike M. Neurosurgical treatment of obsessive+
compulsive disorder. The British Journal of Psychiatry.
1998;35(S):79-90.

Image obtained from: http://clinicalgate.com /surgical-treatment-of-major-depression /
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Figure B









cessive
skin picking,
ssurance seeking) or
“ mental acts (e.g.,

comparing his or her
appearance with that of
others) in response to the
appedarance concerns.

to OCD and Relc
disorders :

%



_ =+ With muscle dysmorphia: The individu | is
preoccupied with body build is too sr 1ill or
insufficiently muscular. This specifier i used even if
the individual is preoccupied with o' 2r body
areas, which is often the case.
















With excessive acquisition
A L L L L L L

With good /fair/poor insight/ delusional beliefs
A R N LY A A A




¢ 1216 week 1r i psychotics/ ADHD meds/

(f Aricept/ Galqn’rqmme T —
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http://edm310.blogspot.com/2014_11_01_archive.html
https://creativecommons.org/licenses/by-nc-sa/3.0/

® www.nimh.nih.gov

* www.AACAP.org



http://www.iocdf.org/
http://www.kids.iocdf.org/
http://www.bfrb.org/
http://www.mhanational.org/
http://www.nimh.nih.gov/
http://www.aacap.org/
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