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Grading of the recommendations

This quick reference guide summarises the recommendations in the NICE clinical guideline
'‘Obsessive-compulsive disorder’. The recommendations are based on the best available evidence and
are graded , , or good practice point , depending on the type of evidence they are
based on. For more information on the grading system, see the NICE guideline
(www.nice.org.uk/CGO31NICEguideline).

This guidance is written in the following context

This guidance represents the view of the Institute, which was arrived at after careful consideration of the
evidence available. Healthcare professionals are expected to take it fully into account when exercising their

clinical judgment. The guidance does not, however, override the individual responsibility of healthcare
professionals to make decisions appropriate to the circumstances of the individual patient, in consultation
with the patient and/or guardian or carer.
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Key priorities for implementation

mﬁe following recommendations have been identified as priorities for implementation. \

All people with OCD or BDD

Each PCT, mental healthcare trust and children’s trust that provides mental health services should
have access to a specialist obsessive-compulsive disorder (OCD)/body dysmorphic disorder (BDD)
multidisciplinary team offering age-appropriate care. This team would perform the following
functions: increase the skills of mental health professionals in the assessment and evidence-based
treatment of people with OCD or BDD, provide high-quality advice, understand family and
developmental needs, and, when appropriate, conduct expert assessment and specialist
cognitive-behavioural and pharmacological treatment.

OCD and BDD can have a fluctuating or episodic course, or relapse may occur after successful
treatment. Therefore, people who have been successfully treated and discharged should be seen
as soon as possible if re-referred with further occurrences of OCD or BDD, rather than placed

on a routine waiting list. For those in whom there has been no response to treatment, care
coordination (or other suitable processes) should be used at the end of any specific treatment
programme to identify any need for continuing support and appropriate services to address it.

Adults with OCD or BDD

In the initial treatment of adults with OCD, low intensity psychological treatments (including

exposure and response prevention [ERP]) (up to 10 therapist hours per patient) should be offered if

the patient’s degree of functional impairment is mild and/or the patient expresses a preference for

a low intensity approach. Low intensity treatments include:

— brief individual cognitive behavioural therapy (CBT) (including ERP) using structured self-help
materials

— brief individual CBT (including ERP) by telephone

— group CBT (including ERP) (note, the patient may be receiving more than 10 hours of therapy
in this format).

Adults with OCD with mild functional impairment who are unable to engage in low intensity CBT

(including ERP), or for whom low intensity treatment has proved to be inadequate, should be

offered the choice of either a course of a selective serotonin re-uptake inhibitor (SSRI) or more

intensive CBT (including ERP) (more than 10 therapist hours per patient), because these treatments

appear to be comparably efficacious.

Adults with OCD with moderate functional impairment should be offered the choice of either a

course of an SSRI or more intensive CBT (including ERP) (more than 10 therapist hours per

patient), because these treatments appear to be comparably efficacious.

Adults with BDD with moderate functional impairment should be offered the choice of either a course

of an SSRI or more intensive individual CBT (including ERP) that addresses key features of BDD.

- )
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/Children and young people with OCD or BDD \
Children and young people with OCD with moderate to severe functional impairment, and those
with OCD with mild functional impairment for whom guided self-help has been ineffective or
refused, should be offered CBT (including ERP) that involves the family or carers and is adapted to
suit the developmental age of the child as the treatment of choice. Group or individual formats
should be offered depending upon the preference of the child or young person and their family
or carers.

Following multidisciplinary review, for a child (aged 8-11 years) with OCD or BDD with moderate
to severe functional impairment, if there has not been an adequate response to CBT (including
ERP) involving the family or carers, the addition of an SSRI to ongoing psychological treatment
may be considered. Careful monitoring should be undertaken, particularly at the beginning

of treatment.

Following multidisciplinary review, for a young person (aged 12-18 years) with OCD or BDD with
moderate to severe functional impairment, if there has not been an adequate response to CBT
(including ERP) involving the family or carers, the addition of an SSRI to ongoing psychological
treatment should be offered. Careful monitoring should be undertaken, particularly at the
beginning of treatment.

All children and young people with BDD should be offered CBT (including ERP) that involves the
family or carers and is adapted to suit the developmental age of the child or young person as

k first-line treatment. /

OCD and BDD

/OCD: characterised by the presence of either obsessions or compulsions, but commonly both. \
Symptoms can cause significant functional impairment and/or distress. An obsession is an unwanted
intrusive thought, image or urge that repeatedly enters the person’s mind. Compulsions are repetitive
behaviours or mental acts that the person feels driven to perform. These can be either overt and
observable by others, such as checking that a door is locked, or a covert mental act that cannot be
observed, such as repeating a certain phrase in one’s mind.

Q is thought that 1-2% of the population have OCD, although some studies have estimated 2—3%./

BDD: characterised by a preoccupation with an imagined defect in appearance, or in the case of a
slight physical anomaly, the person’s concern is markedly excessive. BDD is characterised by time-
consuming behaviours such as mirror gazing, comparing particular features to those of others,
excessive camouflaging tactics to hide the defect, skin picking and reassurance seeking.

It is thought that 0.5-0.7% of the population have BDD.
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Principles of care for all people with OCD or BDD and
their families/carers

/Understanding )

Provide accurate information in an appropriate format on current understanding of OCD
or BDD from psychological and/or biological perspectives to people with the disorders and
their families/carers where appropriate, to help them understand the involuntary nature of
the symptoms.

When assessing people with OCD or BDD, sensitively explore the hidden distress and disability

commonly associated with the disorders.

— Provide information and explanation where necessary.

— Inform people with OCD distressed by their obsessive thoughts that such thoughts are
occasionally experienced by almost all people, and when frequent and distressing are a

K typical feature of OCD. /

/Continuity of care )

Ensure continuity of care and minimise the need for multiple assessments by different
healthcare professionals.

Provide appropriate care for all ages and a seamless transition between services for different
age groups.

Give careful consideration to effective integration and coordination of care of people with OCD

and BDD across both primary and secondary care.

— Ensure clear written agreement among individual healthcare professionals about responsibility
for monitoring and treatment. This should be agreed in collaboration with the patient. Give a
written copy to the patient. Where appropriate:
+ use the Care Programme Approach (CPA)
+ involve the family/carers

K + liaise with other professionals involved in providing care and support to the patient. /

Religion and culture
Consider seeking, with the patient’s consent, the advice of an appropriate religious or community
leader to support the therapeutic process if the boundary between religious or cultural practice
and obsessive-compulsive symptoms is unclear.




. : : Principles of care for all people with
Obsessive-compulsive disorder OCD or BDD and their families/carers

(i

nformation and support
Take account of the individual’s needs and preferences.

are not old enough to do so, follow the Department of Health guidelines Reference guide to
consent for examination or treatment (2001). Available from www.dh.gov.uk

Information, treatment and care should be tailored to the individual, culturally appropriate and
accessible to people with additional needs (such as learning difficulties, physical or sensory
disabilities, or limited competence in speaking or reading English).

Consider informing people with OCD or BDD and their family/carers about local self-help and
K support groups, and encourage them to participate where appropriate.

— For patients who do not have capacity to make decisions, or for children or young people who

~

/

(¢

amilies/carers
Promote a collaborative approach with the patient and their family/carers wherever possible
and appropriate.

Provide family/carers with good written and verbal information about the disorder, its likely
causes, course and its treatment.

Where appropriate, involve relevant family/carers in assessment and treatment plans.

— For some patients, particularly children and young people, if symptoms interfere with
academic or workplace performance, consider liaising with professionals from these
organisations.

— Assess the impact of rituals and compulsions on others (especially dependent children) and
how much family/carers are involved in supporting or carrying out behaviours related to
the disorder.

Request independent assessment of dependent children considered to be at risk of emotional,
social or mental health problems as a result of the behaviour of a parent with OCD or BDD
and/or the child’s involvement in related activity.

— If carried out, inform the parent at every stage of assessment.

K patient’s disorder is moderate, severe or chronic.

Offer assessment of a carer’s social, occupational and mental health needs, particularly when the

~

/

Stepped care aims to provide the most effective but least intrusive treatment appropriate to an individual’s
needs. It assumes that the course of the disorder is monitored and referral to the appropriate level of care is made
depending on the person’s difficulties. Each step introduces additional interventions; the higher steps normally
assume interventions in previous steps have been offered and/or attempted. However, there may be situations
where an individual may be referred to any appropriate care level. This quick reference guide follows the steps in
this figure.

4
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The stepped-care model

Who is responsible . > >
What is the focus? What do they do?

Reassess, discuss options,

Step 6 , care coordination
Inpatient care or OCD or BDD with Srami includi
inte%silve gt risk to life, severe SSRI or clqmlpramlne, CBT (mclu_dlng E_RP),
self-neglect or severe O combination of SSRI or clomipramine
[Pl EITITIES and CBT (including ERP), augmentation

distress or disability > : 7 Gl 2
CAMHS Tier 4 strategies; consider admission or special

living arangements

Reassess, discuss options

For adults:
SSRI or clomipramine, CBT (including ERP),

OED @ BRI vl or combination of SSRI or clomipramine and

Step 5 significant CBT (includin ; i
L A g ERP); consider care
Multidisciplinary comorb||d|t.y, or more coordination, augmentation strategies,
care with expertise in severely impaired g
OCD/BDD functioning and/or . !
, treatment resistance, For children and young people:
CAMHS Tier 3 and 4 partial response CBT (including ERP), then consider combined
or re|apse treatments of CBT (including ERP) with SSRI,
altemative SSRI or clomipramine. For young
people consider referral to specialist sewvices
outside CAMHS if appropriate
Assess and review, discuss options
For adults:
~ Step4 : OCD or BDD with CBT (including ERP), SSRI, alternative SSRI or
MUlt'd'sc'p“”aﬂé @i comorbidity or poor clomipramine, combined treatments
primary or secondary care response to initial For children and young people:
CAMHS Tier 2 and 3 treatment CBT (including ERP), then consider combined
treatments of CBT (including ERP) with SSRI,
alternative SSRI or clomipramine
Assess and review, discuss options
For adults according to impairment:
Step 3 Brief individual CBT (including ERP) with self-help
GPS, rimary care team, materials (for OCD), individual or group CBT
primarypcare r};wental health ingf’gz;?éningf (including ERP)f SSRI, or ;onsider combined
workers, family support team OCD or BDD treatments; con5|deri|nn\é?{lF\)nng the family/carers
CANIERIET | el 2 For children and young people:
Guided self-help (for OCD), CBT (including ERP),
involve family/ carers and consider involving school
Step 2

Detect, educate, discuss treatment options, signpost

GPs, practice nurses, school health » trea .
Recognition and voluntary support organisations, provide support to

advisors, health visitors, general

health settings (including hospitals) assessment individuals/families/carers/work/schools, or refer to
: any of the appropriate levels
CAMHS Tier 1
Step 1 Awareness and Provide, seek and share information about OCD or BDD and

Individuals, public organisations, NHS recognition its impact on individuals and families/carers
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Step 1: Awareness and recognition

Step 1: Awareness and recognition (any age group)

PCTs, mental healthcare trusts and children’s trusts providing mental health

services should:

have access to a specialist OCD/BDD multidisciplinary team offering age-appropriate patient care

and appropriate services.

/Specialist mental healthcare professionals/teams in OCD/BDD should:
collaborate with local and national voluntary organisations to increase awareness and
understanding of the disorders and improve access to high-quality information about them (make
this available to primary and secondary healthcare professionals and other public services who
may come into contact with people of any age with OCD or BDD).

collaborate with people with the disorders and their family/carers to provide training for all
K mental health professionals, cosmetic surgeons and dermatology professionals.

~

)

Step 2: Recognition and assessment (any age group)

OoCD

/ Routinely consider and explore possibility of \

comorbid OCD for people:

at higher risk of OCD, such as those
with symptoms of:

— depression

— anxiety

— alcohol or substance misuse

- BDD

— an eating disorder.

attending dermatology clinics.

L

/ Ask direct questions about possible symptoms, \

such as those below.
Do you wash or clean a lot?
Do you check things a lot?
Is there any thought that keeps bothering

J

you that you'd like to get rid of but can't?
Do your daily activities take a long time

to finish?

Are you concerned about putting things in a
special order or are you very upset by mess?
K Do these problems trouble you?

J

Assessment for any person diagnosed with OCD

Assess risk of self-harm and suicide (particularly if depression already diagnosed).
Include impact of compulsive behaviours on the patient and others in risk assessment.
Consider other comorbid conditions or psychosocial factors that may contribute to risk.

Consult mental health professional with specific expertise in OCD if uncertain about risks associated with intrusive
sexual, aggressive or death-related thoughts. (These themes are common in OCD and are often misinterpreted as

indicating risk.)




Obsessive-compulsive disorder

BDD

/Routinely consider and explore possibility of
comorbid BDD for people:

® at higher risk of BDD such as those with
symptoms of:

e with mild disfigurements/blemishes seeking
cosmetic surgery or attending dermatology

K clinics.

— depression _ OCD
— social phobia - an eating disorder.
— alcohol or substance

misuse

N

Step 2: Recognition and assessment

(any age group)

/Ask the five questions below to help identify \
BDD.

J

(&

Do you worry a lot about the way you look and
wish you could think about it less?

What specific concerns do you have about your
appearance?

On a typical day, how many hours a day is it on
your mind? (Consider > 1 hour excessive.)
What effect does it have on your life?

Does it make it hard to do your work or be with
your friends?

J

For people with suspected or diagnosed BDD seeking cosmetic surgery or dermatological treatment:

o refer for assessment by a mental health professional with specific expertise in the management of BDD.

Specialist mental health professionals in BDD should:

e work with cosmetic surgeons and dermatologists to ensure an agreed screening process is in place and agreed

referral criteria have been established

o help provide training opportunities for cosmetic surgeons and dermatologists to aid recognition of BDD.

Assessment for adults diagnosed with BDD

® Assess risk of self-harm and suicide (particularly if depression already diagnosed).
e Consider other comorbid conditions or psychosocial factors that may contribute to risk.

Assessment for children and young people diagnosed with BDD

o Assess for suicidal ideation.

® Undertake full risk assessment before treatment. If risks identified, inform all primary and secondary care
professionals involved and put risk management strategies in place.




|
- auoe I

auueidiuiopR
olennLe o

{du3 Buipnpun

187 + 19SS

PRLICLLIC
oRanE
FUOIE 4SS

BUC 1529 18
oENE *

@1 )
sebed o5
sueduop e

(gl 2bed aas) Buluueld Juswiesny Jsypny
pPUE JUSWSS3SSE 1o} A9/dD0 Ul asnladxe
Uum wes) Aleundpsipnnw o) 1949y

[4SS
Wwalkype e

HEINIERETITe) .

0] asuodsal op
L J

[455 01 esucdsa)
OuU IO 'syam 7|, 18
asuodse) alenbepey|

,
N

{dd3 bupnpul
197 w1 pebebuz 10u
sel Weied Jo ‘suole ,

148S ue + (dy3 Buipnpaur)

192 Yyua jusuaesn

pauIquIod 13O

J
)

x auledw)

MINS)
Aeundizsipniay

PR 7| 18 J\

-

Y Y Y )

asuodsa) apenbapey k

{020 4o} waned Jod
sinoy 1sidedal) gL <3
BUOIE {443 buipnppul
18D 2AISUSIU| 240U
auo|e

[4SS Ue JO 25In03 B

r [EUORIUNY DISARS

ﬁ w=uedu)
[euonauny

oy Jo dloyd e 19
\_ Yua Yy HO Y,

\_/

21enhapeul sl {443
buipnpul 1823
{dy3 buipnpaul
193 W 2bebus
10UUED 1UR11Ed

(12ULI0) [ENPIAIPUI

10 dnoif saule Apuich Qgg seinies) Asy sessalppy

aag

{Adesoy Jo sinoy gL < 2gfeu dnosb —
auoyd Aq [enpiapul Jelgq -
sleuslel diay-J|2s paInanis yua [BnpIapul Jalg —

BV

wened Jad sinoy 1sideiayy o) eyl 559

ase

/

ﬁ jeRpo

yreoadde
Aysusul
MOo| si2jaad

(dy3 Buipnpu) 195 24O .

wened ‘glo 104
10
auledw)

[euonauny. Pl
\ J

aag pue @HO 10} Aemyied Juswileal) Jo MIIAIDAO [S)NPY
adg 1o ado yum ajdoad 10y suondo jJusuness] :g—¢ sdols



"QQg Wi 28N Jop 2unSxon)|)

Qg W asn oy auolidsng synpe ul 30 Ul 2sn o) weido|ela tuonesuoLIny Dunasien] YN e @Al 10U op BUlvoo) 2Ul (5007 Aequianon) uonexgnd Jo 21ep ayllv e 7

C

synpe u spusuneal) [esibojodeuueyd pue [exbojoydAsd Buisn uo gL—| sobed osje aag

)

-

s3j0U :_/
plosal pue jusned yusm Bulloyuow 1o} syuswsbuelie sa1by yuesipubis
joU s ysu nun ‘seudeidde a1aym ‘s1atedAiuie) Bulajoaul Jopisuod
"BPI2INS JO A3 paseanu) e ajdosd e
uolssaudep pigiowos yum sjdoed e
sieafd gg ueyl ebunod synpe e
J(uswneal) [yss sebeys Ajges ul Apepnonaed) wiey-jjos
pUE SpRINS J& YSH paseaidul Jo asnedaq Apuanbal) pue Ajjnjaied 1ojuoy
‘Buissansip (1B 1k 21k sy M Apdweld djay yoas o) susned asiapy

‘uoneufe pue Aleixue peseaioul e

UONESPI [EPRINS @

SEeuUsse|1sed 4O BISIL1EYE JO Sulis @

((sebeys jenun un Apenorped) Ine Yass A|RANDY

{91 obed os|e 295) s BULIOHUQN )

AUNRKON|) e

JAljeIul asn — (AUsusiul [euCIsnjap Jo sialjaq 1o} Bulpnpun gad
auleLEs *
aunexoled e

SUILLEXOAN) *
aunexon)) e
Jo 3UO AJJeIIUL 35N — DO

weidoEly e

SI4SS

\

/

aie2 Aewiud ul uoneluswilne anouyrdsdinue
puUe Juessaidepiue peuIgquuoD se LaNs siusuulead] Sleiiul Al2uinod 10U og
zauznhes |eundo aul Jo SoUSPIAR OU 5| 2U3L) SI0N
1455 ue 01 zauoidsng Buippe e

agg vl 2siadxe yum wiesy AeundRsipinug
Weiepp e Aq Adelayy aunubos 1o {443 Buipnpuly 190 |euciippe e
J3plsuod

aasg .

T

-

.

/

“(AyIsuajul [euoisnjap Jo spa1jaq to) Bulpnpury aag
1o QDo 1o} pash 29 A|jewlou jou pineys Adelsyjeucw se sonoydAsdnuy

(514SS J0

uoneanae Ales J2qunca o) spolied Loys Jo) Alsnoinnes 1deaxs) sonfjomuy
SOVIN

(BUIXELR|USA BUIDNPRUL SIHNS

spuessaldapnue pe1eR-2IpAdLL

‘(euueidiuic 1dedxe) spuessaidepinue 21421

* e

"AHpIgIoWod INCYPM pash aq A|lewleu Jou pihoys Bulmolje) syl
aag 10 ADQ 40} PIPUSBWIICIAL Jou sBnIQ )

-

-

/

suieesl) peseg-auiol lueaaud swiolduiAs ) euoydelel AQ 19D 0 —
Buipiecy yua sus|gold
WEIHUBIS SBY O U2 B pUsSlLE O] 2gRPUN JO JURL3N|ad puUncgesnol sl pue
Wsldiedud) |euonaUNg 2lenes /oW sey 1usiled JI Jusuilesi) pased-auioy e
sleldoidde aisym JeieaA|iLue) J1aL) Y
Buinl syNpe 10} g43 Ui 1sidelau-02 e se deieddaquisul Aluuel e BUIjOAUl e

HUSpISUod QDO o4

J

dy3 Buipnpui 19)

-

/

2422 Aewad ul uoneuswiine 2nouyaAsdilue
pue Juessaidepnue paulguioD se L2Ns spusuulesd] S12I11Ul Alpuilned 10U og

aouanhas [euundo aU) JO S2USPIAR OU S| 8J9UL BI0N

Jueidolen pue auweidiuoR fulliquio> e
auiueidiLcpR 0 1455 ue 01 anoupdsdiue ue Buippe -
AdesaL anpubod 10 (443 Buipnpul 190 [euomippe e
HU2pIsueD

ano Y,

\_/



pa1EIR|o] J

10U/ NgSEIANSUN L

JIVI=PRN == ]

1E1S 18 Aj|eedse ‘spueae

BEIDARE JOJ JCNUOL Ajnj2iED)

dnoib
abe Jesh 81—7| 01 240
dnoib

=be Jeafk | |—8 Ul 25N J2pIsUcD
(dy3 Buipnpuy

19> BuloBuo + yssg
J

*

*

FICTREY
Aeundsipniay

Sluehe esienpE I0) J

SoRM 7| 18
asuodsal e1enhapey

;

Jonuoul Ajngale)
[4SS UB 13pIsuo) L

N

{dd3 buipnpun
187 SRUIRSR 4O Yum
=bebus J0uue2 UsIEd

—

-

{auaiepaid

aag yum ojdoad
BunoA pue

SdaiexAuie) pue uened;
S1BULIGY |enpIaRUL 40 dnoig
abe [euaudojenep
s1uanied uns o1 1depy
sd2de2fA|IUIB) SA|CAU|

u24pI2 1% :aada

auledw)
[euonaung

(d43 Buipnpaun) 19> 1240
J

pasna J

10 anlRRyeul HSD k

N

SIRIEDFAILIEY Q) LIOILRLLIOU
pue Loddns apnpaul

2USARS5 0}
spesopow qlo

AT T

wsuLeduw)
|euonauny

(HsD) dIay-Hlos
papinbB 1apisucd

PIlW :d20

M

aag pue ado 10} Aeayjed juswieal) jJo mainiano 3jdosd BunoA pue usip|iyd

(p,2U03) AAg 10 AdO Yum ajdoad 10} suondo juswieal) :5—¢ sdels



"sieafh g 208 UBLL J2PI0 URIP(ILR Ul 00 Ul 95N 40} LONESUOLANY BUNSUEI YN B Sey 2UILUEXOAN)
siead g 20 UBLL J2PI0 URIPILR Ul D0 U1 25N 10} UONESLIOLNY DUN@sEA| SN 2 52y SUleiIes ¢

uonesLeLNY bunsieln SN e 2aey 1ou op gag 4o} aunexonjy ‘2idoad Bunof pue uzIp|uR Ul 930 4o} sunexony. ‘2doad Bunod pue uRIP|IYR Ul a8 PUB 020 U1 88N 4o} 2ullIdILoR & ; +

{5007 Jaguusnci) uonegnd Jo 21ep auly

C

ajdoad BunoA pue uaJpiIyd w spusunea) [ebojodeuueyd pue [EibojoydAsd Buisn uo gz-gL pue q| sebed os|e 335

)

-

-

“SINOIABL] 10 Bsm:of/
[epins 1oy A[[eanads Jojuow ‘usissaidap pigrowed yuedijubis y
‘dojaasp assyy sk yons swoydwis mau i 1suennoeld
[Ed1paW 243 YU 10BIUCO Juabin syew o3 Alwey sjusned syl ssiapy
Aunsoy e
ULBL-)RS
INOIABYR [EPIINS
JUSWIRS) Jo HEIS 343 3k Buimoljo}
243 Jo Aupiqissed a3 1noge s1aledyAjiwe) sy pue Jusned wicu
"S210U Ul pdobal pue usned yum Juswsbuele suby e

'siseq le|nbal pue sendoidde
UE uo WY} 995 pue WaY3 JoHuow Aipuanbaly pue A njaied

SIHSS uo Bunuels spuaned 104
szyou Ul ucm_.._.._mm:mtm ﬁ_Oumm .muum"—"—m mmhmzum. _O"—

Bulioyuow |njaies 1o} syuswisbuelle sippads syew ‘(dy3 Buipnppur)
19> wsunauoed ul a3Bebus o] sjqeun yuaned pue paquisald [45s H

Buliopuoy

J

"0z =bed os|e 285 "SuUsAR BSI9APE JOJ JOYUCU
Anyzien (dg3 Bupnpunl 187 Buiobuc L UOIIBUIGUUOD Ul 250

pRueidiuoR  »

[dSS Wizizgip e @
(01 osuedsal poob snoiasid p A|lenadsa) 1syus Japisuod

\_/

4 )

"a1ed Alewund Uy paieniul 3q Ajlaunnel Jou pineys

uoneluswBne sneysssdiue pue Juessaidspnue paulquoed se Ldns spuswIeal]
(Ahe1ens

UGIEIURWIBNE SB pRI2PISU02 B ABLU) 1UaLU1ER)] 2URNOJ Jo) 2uole sonoLpisdiluy e

(SIOVIAN 'SIINS) StuEss2udapiue B0 e

(eunueidiuic)> 1desxe) sjuessaidepiue 20U

‘pash aq joU pnoys Bulameljo) ayL
aad 10 ADQ 40} PIPUSWIICIA 10U sBnIQ D
/

N

gRUlIKON|) e

:@sh — gag

eunEen|) e

:asn — uolissaldap pigiowod uedipubis + Qo

GRUILLEXCAN]) @

cRUIZLIRE @

IS ‘UCHEIPSW PESUSI 35N — D0

‘(1 Yoo ul asop Burpeys [ewlcu

Jey 1o 1apienb sapisuca) usip|iys Bunof 1o} A|enadss *asop Bunuels mo| asn)
‘uenenunRuesip pue ssbueyd

250p 1NOGE SUCISDAP Ul paAjeAUl 34 pInoys oym JsieIydAsd Jusassjopepliyd
e Aq sisoubelp pue JUSWSsasse 193)e pasnh 2q AJue pinoys sjyss

“(dy3 Buipnppur) 19D 1US1INDUGD YA USIIBUIGUISD Ul 3sh ‘paqudsald 1455 |

SI4SS

‘padinbal ||is 51 BRIl peseg-aauapIAg o/
"SIC12B) 252U1 40) SUQIUSAIBIUL SAILEUISYE/RUQILIPPE J2DISUCT) @

swzjqold yyeay [eruaw jeulsied ‘(piodsip Alwey "B} s1o1oe) ysi
|eposoydfsd Bunsisiad ‘sisplosip Buiuies| 'suonipued pIgIoOWS) JO 31BME 39

jusuneat) Aue 0 asuodsas-uon

\_ J




T : : Steps 3-5: Treatment options for
Obsessive-compulsive disorder oeople with OCD or BDD

Psychological interventions

/AII healthcare professionals offering psychological treatments for OCD or BDD to people of\
any age should:
® receive appropriate training in these interventions
— there should be ongoing clinical supervision in line with recommendations in Organising and
Delivering Psychological Therapies (Deparment of Health, 2004). Available fromwww.dh.gov.uk

® advise patients who request other forms of psychological therapy, such as psychoanalysis,
transactional analysis, hypnosis or marital/couple therapy, that there is no convincing evidence to

K support their use. /

Using psychological interventions in adults

Obsessive thoughts without overt compulsions
e Consider CBT (including exposure to obsessive thoughts and response prevention of mental
rituals and neutralising strategies).

0]@D)
e Consider cognitive therapy adapted for OCD:

— as an addition to ERP to enhance long-term symptom reduction
— for people who refuse or cannot engage with treatments that include ERP.

transport may be necessary to allow them to attend for treatment.

e Towards the end of treatment, inform patients how the principles learned can be applied to the

OCD and BDD
® For people with significant functional impairment, access to appropriate support for travel and
same or other symptoms if they occur in the future.

avoidance or reassurance seeking, treatment plans should help them to reduce their involvement
in a sensitive and supportive way.

N N N

Family/carers
o If a family member/carer of a person with OCD or BDD is involved in compulsive behaviours,




Steps 3-5: Treatment options for

Obsessive-compulsive disorder oeople with OCD or BDD

Using psychological interventions in children and young people

The recommendations on the use of psychological interventions for adults may also be considered,
where appropriate.

-~

Pay particular attention to the following.

Developing and maintaining a good therapeutic alliance and optimism with the patient and
their family/carers.

Identifying initial and subsequent treatment targets collaboratively with the patient.
Actively engaging the family/carers in the planning and the process of treatment (especially
in ERP, where they may be asked to assist).

Encouraging use of ERP if new or different symptoms emerge after successful treatment.
Liaising with other professionals involved with the patient (such as teachers, social workers
and other health professionals) especially when compulsive behaviour interferes with the
patient’s ordinary functioning.

Offering one or more additional sessions after completion of CBT, if needed, at review
appointments.

K Consider including rewards to enhance motivation and reinforce desired behaviour changes.

~

/

Pharmacological interventions

Using SSRIs in adults

-

Advise patients verbally and in writing that:

craving and tolerance do not occur

discontinuation/withdrawal symptoms may occur on stopping the drug, or missing or
reducing doses

there is a range of potential side effects (including worsening anxiety, suicidal thoughts
and self-harm) that need to be carefully monitored, especially in the first few weeks of
treatment

onset of effect is commonly delayed for up to 12 weeks (although depressive symptoms
improve more quickly)

taking medication should not be seen as a weakness.
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Obsessive-compulsive disorder oeople with OCD or BDD

o

/Monitoring \

Be aware of the increased risk of drug interactions when prescribing SSRIs if the patient is using
other medication.

For adults who are not considered to be at increased risk of suicide or self-harm, monitor
closely and see them on an appropriate and regular basis (agree this with the patient and record
in the notes).

For people at high risk of suicide:

— prescribe a limited amount of medication

— consider, particularly in patients with comorbid depression, additional support such as more
frequent direct contacts with primary care staff, or telephone contacts, especially in first few
weeks of treatment.

Around the time of dose change, monitor for any new symptoms or worsening of the
condition.

If marked and/or prolonged akathisia, restlessness or agitation develop, review use of the drug.
Change to a different SSRI if the patient prefers.

Monitor more intensively adults with BDD not receiving appropriate treatment or not responding
to treatment, because of the high risk of suicide in people with BDD. /

o

/Non—response to SSRIs \

If there has been no response to a full course of SSRI treatment, check that:
— the patient has taken the drug regularly and in the prescribed dose
— there is no interference from alcohol or substance use.

If there has not been an adequate response to a standard SSRI dose and there are no significant
side effects at 4-6 weeks:
— consider a gradual dose increase in line with the Summary of Product Characteristics.
Dose increase rate should take account of therapeutic response, adverse effects and patient
preference.
Warn patients about and monitor for side effects during dose increases. /
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Obsessive-compulsive disorder oeople with OCD or BDD
/Continuing treatment \
o |If effective, continue treatment for at least 12 months to prevent relapse and allow for further
improvement.

® Review continued use of the drug with the patient 12 months after remission (symptoms are not
clinically significant and the patient is fully functioning for at least 12 weeks). Consider:

the severity and duration of the initial illness

the number of previous episodes

the presence of residual symptoms

concurrent psychosocial difficulties.

o If continued beyond 12 months after remission, regularly review the need for continued
K treatment, agree this with the patient and record in the notes. /

/Discontinuing treatment \

® When reducing or stopping SSRI treatment, taper the dose gradually over several weeks,
according to the patient’s need.
— Take account of the starting dose, drug half-life and particular profile of adverse effects when
determining rate of reduction.

® Encourage the patient to seek advice if they experience significant discontinuation/withdrawal

K symptoms. /

Using clomipramine in adults

Consider clomipramine when:

® an adequate trial of at least one SSRI was ineffective, or

® an SSRI was poorly tolerated, or

® the patient prefers clomipramine, or

® there has been a previous good response to clomipramine.

For people at significant risk of cardiovascular disease:
® carry out an ECG and a blood pressure measurement before prescribing clomipramine.
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Obsessive-compulsive disorder oeople with OCD or BDD

For people at significant risk of suicide:
o prescribe only a small amount of clomipramine because of its toxicity in overdose?

® monitor the patient regularly until risk has subsided.

Non-response to clomipramine

o |If response to a standard clomipramine dose is inadequate and there are no significant
side effects:

— consider a gradual dose increase in line with the Summary of Product Characteristics.

Continuing treatment

o Continue treatment for at least 12 months if it appears to be effective and because there may be
further improvement.

Discontinuing treatment
® Reduce the dose gradually to minimise potential discontinuation/withdrawal symptoms.

YA Y ST
NEIPZE N N N

Assessment by multidisciplinary teams

/Assessment by multidisciplinary teams with specific expertise in OCD/BDD should \
include:
® comprehensive assessment of symptom profile

previous pharmacological and psychological treatment

adherence to prescribed medication

history of side effects

comorbid conditions, such as depression

suicide risk

psychosocial stressors

relationship with family/carers

K. personality factors. /

9 Please refer to the Summary of Product Characteristics for details about appropriate dosage.
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Obsessive-compulsive disorder oeople with OCD or BDD

Using SSRIs in children and young people

The following good practice for prescribing SSRIs or clomipramine is based on adult trials and clinical
experience.

/o When starting treatment, inform the patient of the: \
— rationale for drug treatment
— delay in onset of therapeutic response of up to 12 weeks
— time course for treatment
— possible side effects
— the need to take the medication as prescribed.
Supplement discussion with written material appropriate to the needs of the patient and their
family/carers.

® For patients who also have significant depression, follow the NICE recommendations for the
treatment of childhood depression©.
K — Specifically monitor for suicidal thoughts or behaviours. /

/Non—response to SSRIs in children and young people \
o If a lower dose of medication is ineffective, increase the dose until a therapeutic response is
obtained.
— Monitor carefully and closely for adverse events.
— Increase the dose gradually, taking into account delayed therapeutic response (up to
12 weeks) and the patient’s age.
K — Do not exceed maximum recommended doses for children and young people. /

Continuing SSRI treatment in children and young people

o If the patient responds to an SSRI, continue treatment for at least 6 months after remission
(symptoms are not clinically significant and the patient is fully functioning for at least
12 weeks).

10 Depression in children: identification and management of depression in children and young people in primary care and
specialist services. NICE Clinical Guideline No. 28, available from www.nice.org.uk/CG028
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Using clomipramine in children and young people

® Advise the patient and their family/carers about the possible side effects, including toxicity in
overdose.

e Carry out an ECG before starting treatment, to exclude cardiac conduction abnormalities.

Non-response to clomipramine

o Cautiously consider a gradual dose increase if there has not been an adequate response to the
standard clomipramine dose and there are no significant side effects.

Continuing treatment

o If effective, continue treatment for at least 6 months because there may be further improvement
in symptoms.

e (e z2) (o o)
N N N

Discontinuing SSRIs and clomipramine in children and young people

‘e

Attempt to withdraw medication if remission (symptoms are not clinically significant and the \

patient is fully functioning) is achieved and maintained for at least 6 months, and if the

patient agrees.

— Warn the patient and their family/carers that relapse and/or discontinuation/withdrawal
symptoms may occur.

— Advise the patient and their family/carers to contact their medical practitioner if
discontinuation/withdrawal symptoms develop.

® When stopping or reducing antidepressants, particularly SSRIs, taper the dose gradually over
several weeks, according to the patient’s need, to minimise discontinuation/withdrawal symptoms.
— Take account of the starting dose, drug half-life and particular profiles of adverse effects when
determining rate of reduction.

e Continue psychological treatment through the period of drug discontinuation because this may
K reduce the risk of relapse. /
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Step 6: Intensive treatment and
inpatient services (any age group)

Step 6: Intensive treatment and inpatient services
(any age group)

-

o

For people with severe, chronic, treatment-refractory OCD/BDD:
— continuing access to specialist treatment services staffed by multidisciplinary teams of

healthcare professionals with expertise in the management of the disorders should be
available.

Consider inpatient services with specific expertise in OCD/BDD when:

— there is risk to life

— there is severe self-neglect

— there is extreme distress or functional impairment

— adequate trials of psychological, pharmacological and combined treatment over long periods
of time have not been successful in other settings

— there are additional diagnoses making outpatient treatment more complex, such as severe
depression, anorexia nervosa or schizophrenia

— the person has reversal of normal night/day patterns, making attendance for daytime
therapy impossible

— compulsions and avoidance behaviour are so severe or habitual, normal activities of daily living
cannot be undertaken.

In addition to treatment, suitable accommodation in a supportive environment may be necessary
for some adults with long-standing and disabling obsessive-compulsive symptoms that interfere
with daily living, to enable them to develop life skills for independent living.

Neurosurgery is not recommended in the treatment of OCD. However, if a patient
requests neurosurgery for severe OCD that is refractory to other forms of treatment, healthcare
professionals should refer to recommendation 1.6.1.4 in the NICE guideline.

Offer assessment for intensive inpatient treatment in units that can provide specialist treatment

for children and young people with OCD or BDD to those who:

— have severe OCD or BDD with a high level of distress and/or functional impairment and where
there has been no response to outpatient treatment

— show significant self-neglect or risk of suicide. /
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Discharge after recovery

Discharge after recovery

12 weeks).
— Review for 12 months.

placed on a routine waiting list.

/ A mental healthcare professional should regularly review a person of any age with OCD or BDD \
who is in remission (symptoms are not clinically significant and the person is fully functioning for

— Agree frequency of contact with the patient and/or family/carers and record in the notes.
— Patients can be discharged to primary care after 12 months if recovery is maintained.

If a person needs to be re-referred because of further occurrences of OCD or BDD after
successful treatment and discharge, the person should be seen as soon as possible and not

— For patients in whom there has been no response to treatment, use care coordination (or
other suitable processes) at the end of any specific treatment programme to identify any need
K for continuing support and the appropriate services to address it.

/

Implementation

Resource implications

Local health communities should review their
existing practice for OCD and BDD against this
guideline. The review should consider the
resources required to implement the
recommendations summarised in this booklet, the
people and processes involved, and the timeline
over which full implementation is envisaged. It is
in the interests of people with OCD or BDD that
implementation is as rapid as possible.

Relevant local clinical guidelines, care pathways
and protocols should be reviewed in the light
of this guidance and revised accordingly.

Information on the cost impact of this guideline
in England is available on the NICE website and
includes a template that local communities can
use (www.nice.org.uk/CG031costtemplate).

General

The Department of Health considers
implementation of clinical guidelines to be

a developmental standard and this will be
monitored by the Healthcare Commission. The
implementation of this guideline will build on the
National Service Framework for Mental Health in
England and Wales and should form part of the
service development plans for each local health
community in England and Wales.

This guideline should be used in conjunction with
the National Service Framework for Mental Health,
which is available from www.dh.gov.uk
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Further information

Quick reference guide

This quick reference guide to the Institute’s
guideline on obsessive-compulsive disorder
contains the key priorities for implementation,
summaries of the guidance, and notes on
implementation. It has been distributed to
health professionals in England (see
www.nice.org.uk/CGO031distributionlist).

It is also available from
www.nice.org.uk/CG031quickrefguide

For printed copies, phone the NHS Response Line
on 0870 1555 455 and quote reference number
N0919.

NICE guideline

The NICE guideline, ‘Obsessive-compulsive
disorder: core interventions in the treatment of
obsessive-compulsive disorder and body
dysmorphic disorder’, is available from
www.nice.org.uk/CG031NICEguideline

The NICE guideline contains the following sections:

Key priorities for implementation; 1 Guidance;
2 Notes on the scope of the guidance; 3
Implementation in the NHS; 4 Research
recommendations; 5 Other versions of this

guideline; 6 Related NICE guidance; 7 Review date.

It also gives details of the grading scheme for the
evidence and recommendations, the Guideline
Development Group and the Guideline Review
Panel and technical detail on the criteria for audit.

Further information

Full guideline

The full guideline includes the evidence on which
the recommendations are based, in addition to the
information in the NICE guideline. It is published
by the National Collaborating Centre for Mental
Health. It is available from www.rcpsych.ac.uk,

the website of the National Library for Health
(www.nlh.nhs.uk), and from
www.nice.org.uk/CGO031fullguideline

Information for the public

NICE has produced a version of this guideline
for people with OCD or BDD, their families and
carers and the public, which is available from
www.nice.org.uk/CG031publicinfo

For printed copies, phone the NHS Response Line
on 0870 1555 455 and quote reference number
N0920.

Implementation tools

This guideline is supported by the following
implementation tools available on the NICE
website from November 2005:

implementation advice

a national costing report
a local costing template
a slide set.
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Further information

Related guidance

For information about NICE guidance that has
been issued or is in development, see the website
(www.nice.org.uk).

Computerised cognitive behaviour therapy (CCBT)
for the treatment of depression and anxiety (review
of existing NICE Technology Appraisal No. 51).
(Publication expected early 2006.)

Depression. NICE Clinical Guideline No. 23 (2004).
Available from www.nice.org/CG023

Depression in children. NICE Clinical Guideline No.
28 (2005). Available from www.nice.org.uk/CG028

Anxiety. NICE Clinical Guideline No. 22 (2004).
Available from www.nice.org/CG022

National Institute for

Health and Clinical Excellence
MidCity Place

71 High Holborn

London

WC1V 6NA

www.nice.org.uk

NO919 70k 1P Nov 2005

Further information

Review date

The process of reviewing the evidence is expected
to begin 4 years after the date of issue of this
guideline. Reviewing may begin before this if
significant evidence that affects the guideline
recommendations is identified. The updated
guideline will be available within 2 years of the
start of the review process.



