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ive Disorder (OCD)

ulsions
ed, intrusive, fixed or repetitive ideas, thoughts,

iors one “must do” to get rid of the unwanted
he obsession

and/or

nd/or impairment in daily functioning
sn’t make sense... but | can’t help it!”)
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ren / adolescents

(early-onset) or late teens/early adulthood
, more co-occurring conditions (e.g. tics)
ccurring condition
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Need for
sameness,
Superstitions
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ring,
riting
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What else can precede compulsions...?
Not just anxiety!

* Fear/anxiety
e e.g. stop something bad from happening

* Disgust
* Incompleteness / “Not just right”
* Avoidance...
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y to have poor insight

ar of harm’ and separation
without obsessions
ct/severity

members

(esp. children)

igious symptoms

lts

her associated symptoms
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ive Compulsive Scale Il (CY-BOCS Il) — particularly the
al)

ventory — Child Version-Revised (OCI-CV-R)
ompulsive Scale (DOCS)

t — 8 question Obsessive Compulsive subscale
specificity — above 80% (Adam et al 2024)
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y (CBT), specifically Exposure Response Prevention (ERP)

, *fluvoxamine, clomipramine
ms (6 points on CY-BOCS), clinical effects begin within weeks,

eeks

Increased Accommodation, Autism Spectrum Disorder
irst-line treatments
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bitors (SSRIs): fluoxetine, sertraline, fluvoxamine*,

iveness between SSRIs
at (NNT) =5
| compared to placebo observed by week 2

ith SSRI use in youth occurred within first 2 weeks, and
onda et al 2016 JAACAP)

s. dose (absence of dose-response relationship /
tion)
12 m post successful treatment (sioch and storch 2015 Jaacap)
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b, A
= 4’/
-

osmg Guidelines PSYCHIATRY ACADEMY
upport
Usual Dose
Starting Range
Adult Dose (mg) (mg/day)
A 25-50 100-250
A 5-20 10-60
A 25-50 50-250
A 25-50 50-350
A 5-10 10-60
A 5-10 20-60
A 5-10 10-20

ed to be similar in efficacy to citalopram.
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ment Study (POTS)

BT and medication) is most effective for
aiming for CY-BOCS<11)

olescents who were partial responders to SSRIs
pressant (69% improvement)

antidepressant (34% improvement)
0%)

Garcia et al, JAACAP, 2010: Pediatric OCD Treatment Study (POTS)
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essment and
fractory Obsessive-
ren.

Patient with OCD, establish:

-Severity

-Presence of comorbid tics
——

>
Moderate symptoms OR
Sewvere symptoms comorbid tics

Combined . I CBT monotherapy I
treatment with
SSRIs and CBT |

i Patient response

l Patient response after 12 weeks I
ves I
Start 55RI \

Patient response Slowly taper CBT

session frequency
\E

N

1. Continue monotherapy
for 1 year

2. Consider discontinuing
medication in period of

low stress -
3. Consider using CBT and 1. Receive maximal 1. Slowly taper CBT session
increased monitoring of to'?rate'd dose of SSRI frequency
patient during 2. Switch to different SSRI 2. Continue menotherapy
medication or CMmI for at least 1 year
discontinuation 3. Cher:k adequacy of 3. Consider discontinuing
previous CBT treatment medication in period of

low stress
4. Consider using CBT and
increased monitoring of
patient during
medication
discontinuation
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respond to first-line approaches
is and effective trial of ERP

ally tolerated
efit and minimal side effects!

ile

lomipramine (CMI)
no drug/drug interaction
eases level of desmethyl-clomipramine (DCMI) (less

vel of clomipramine and prevents conversion to DCMI (more

retrospective review (n=6) (Fung et al 2021)
llowed for lower CMI doses
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gnificant mood instability

umber needed to treat (NNT) = 4-5 (Bloch et al 2006)
ridone, haloperidol, aripiprazole (higher D2R affinity)
ce: quetiapine, olanzapine

s: clozapine

eeks, stop
| - ineffective

Bloch and Storch JAACAP 2015
Masi et al 2010, 2013
Pittenger et al 2022

Ferrao et al 2009
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reuptake inhibitors
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N-acetyl cysteine (NAC):

Topiramate: .

Amantadine (glutamatergic and .
dopaminergic):

D-Cycloserine: .

Gabapentin/Pregabalin
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Some promise in uncontrolled studies (adults and youth),
controlled trial in peds population was ineffective

Effective as augmenter in small controlled study (adults);
positive case report youth; ?pos executive function impact

Effective as augmenter in small controlled study (adults);
possible limited benefit in youth (dosed 2700mg split bid)

Two small controlled trials (adults), one with benefit

Effective as augmenter in controlled study (adults); well-
tolerated NNT: 2.5

Small trials in adults, possible short-lived benefit (cases in
pediatrics that were not effective by 2 weeks)

Mixed results as ERP enhancing agent

Gabapentin negative augmentation trials; Pregabalin (adult)
positive DB-RCT trial as augmenter to SSRI (225-675mg/d)
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on continued
reuptake inhibitors (SNRI):

d trial (adult)... though greater improvement switching from SNRI to
NRI (Denys. J Clin Psychiatry. 2004)

tolerate SSRI

(adults) — monotherapy or add-on
ion or severe symptoms short-term

olled trial (adults), well-tolerated — NNT: 2 (Zheng, et al. 2019)

BD, THC, placebo) negative in OCD (Kayser et al. 2020)

antagonist; anti-nausea) (Stern et al 2025)
ant benefit in those taking concurrent SRI (24mg/d)
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of onset, more OCD impairment
ivity

arning disorders, impulsivity
-focused repetitive behaviors

rs and depression symptoms

ena / feeling of incompleteness driving symptoms

ad happening, afraid they “will explode”

based exposures (ERP
P ( ) Mansueto and Keuler 2005

Ferrao et al 2009
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rring Tics

Is, clomipramine) perhaps less effective for OCD

t separation between sertraline and placebo when tics

ne, but lower threshold to consider combined treatments
d tics

n strategies

t (atypical or typical antipsychotic)*
It studies; NNT 2 in OCD with tics vs NNT 6 in OCD and no tics
one, Ziprasidone, Haloperidol, Fluphenazine

e (Hollander et al 1991) March et al 2007
darch eta

Bloch, et al 2006
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D highly comorbid (~25%)

important to treat Both conditions — associated with better

otional dysregulation
ccurring ADHD) and/or alpha agonists (enhance prefrontal cortical

d stabilizing agents
S

hen there are significant mood challenges present!

Faraone et al J Child Psychol Psychiatry. 2019.
Cabarkapa, et al. Frontiers in Psychiatry. 2019.
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diatric) OCD: 14.6% (95% Cl 4.5—29.1) (amerio et al 2015)

lar disorder: 16.7% (95% Cl 11.4—23.8%) (vapici Eser et al 2020)
outh vs adults with BD

set (OCD onset prior to BD)

urring conditions

oarding(!)

ith bipolar Il (vs bipolar 1)

eatment and worse quality of life

nd alcohol use disorders

De Filippis et al (2024) J Clin Med
Masi et al (2018) J Affect. Disord.
Amerio et al (2019) J Affect. Disord
Barmante et al (2023) Int J Psych
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bilization!
CD/BPAD patients received mood stabilizers

prior to treating OCD
lizers with significant caution

le) commonly used (masiet al 2018)

etiapine, topiramate, (and aripiprazole and risperidone)

tonergic augmenters with evidence for OCD
prega balin (Mowla and Ghaedsharaf 2020); ondansetron (Stern et al 2025)
rventions: TMS? ECT (positive case report)

? nitrous oxide?
Amerio, et al. J Affect Disord. 20189.
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