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Obsessive-Compulsive Disorder
Unwanted, scary thoughts pop up over and over, and the person does the same
behavior again and again to calm the fear — together these take at least an hour
every day.

T H E  S T O RY  I N  O N E  S E N T E N C E

Unwanted, scary thoughts pop up over and over, and the person does the same behavior

again and again to calm the fear — together these take at least an hour every day.

“Obsessive-Compulsive Disorder happens when the brain's worry circuit gets stuck in a loop

that will not turn off.”

Normal anatomy — the body's job

In a healthy brain, circuits that detect threats work smoothly with circuits that plan, decide,

and calm — so you notice real danger, respond, and then move on.

B O D Y ' S  J O B

The orbitofrontal cortex (the front part of the brain that weighs risk and reward) talks to

the striatum (a deep hub that filters which thoughts deserve attention) and the thalamus

(the relay station that routes signals). Together they form the cortico-striato-thalamo-

cortical loop — think of it as a gatekeeper that screens out false alarms and lets real

concerns through. Serotonin (a brain messenger that steadies mood and brakes repetitive

thoughts) and glutamate (a messenger that excites brain cells) keep the loop balanced.

Dopamine (a messenger that flags reward and motivation) helps decide which behaviors to

repeat. When these systems work, you notice a worry, check it once, decide it is safe, and

let it go.

A stray thought enters: *Did I lock the door?*

The orbitofrontal cortex checks: *Is this a real threat?*

The striatum filters: *We checked once; no need to check again.*

Serotonin steadies the circuit and lets the thought fade.

You move on to the next task — no loop, no distress.
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What breaks

The orbitofrontal cortex and the striatum get stuck in overdrive — they cannot tell the

difference between a real threat and a false alarm. Serotonin and glutamate fall out of balance,

so the gatekeeper fails and every stray thought feels dangerous. Stress, trauma, infection (like

strep in kids), or genes can all tip the circuit into this locked loop.

C L I N I C A L  T E R M

Hyperactivity in the orbitofrontal cortex, anterior cingulate cortex, and caudate nucleus

(part of the striatum) with serotonergic and glutamatergic dysregulation creates a failure

of inhibitory gating — the brain cannot suppress intrusive cognitions or halt repetitive

motor programs.

How the body compensates

At first the person hides the rituals or does them quickly, so friends and family see nothing

wrong. The compulsions temporarily quiet the anxiety, which tricks the brain into thinking the

ritual is working — so the loop gets stronger, not weaker.

{'what': 'The person does the ritual in secret or rushes through it.', 'why': 'They know the

behavior looks strange, so they hide it to avoid judgment — outsiders think everything is

fine.', 'cost': 'The secrecy and shame add stress, which makes the stuck circuit even

stickier.'}

{'what': 'Each compulsion briefly lowers anxiety, so the brain learns to rely on it.', 'why':

'The ritual gives a few seconds of relief, which feels like proof that the ritual prevents

disaster — this reward locks the loop tighter.', 'cost': 'The more you do the ritual, the

stronger the obsession becomes, because the brain never learns that the feared outcome

would not have happened anyway.'}

{'what': 'The person starts avoiding places, people, or tasks that trigger the obsession.',

'why': 'Avoidance feels safer than facing the thought, so they shrink their world to dodge

triggers.', 'cost': 'Life narrows — they lose jobs, skip school, isolate from friends — and the

OCD takes over more space every day.'}

{'what': 'Depression often sets in as the disorder wears the person down.', 'why': 'The

exhaustion of fighting the same thoughts, the shame of the rituals, and the isolation all

drain hope.', 'cost': 'Suicide risk climbs, especially when depression and OCD occur

together — watch closely and ask about self-harm.'}
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Domino effect

The threat-detection circuit (orbitofrontal cortex, anterior cingulate cortex, and caudate

nucleus) gets stuck in overdrive and cannot filter out false alarms. — Low serotonin and too

much glutamate leave the gatekeeper broken — every stray thought (germs, harm,

mistakes, blasphemy) gets tagged as a real emergency, so the alarm fires nonstop even

when there is no danger.

The intrusive thought barges into awareness over and over — this is the obsession. —

Because the striatum cannot screen it out, the same thought loops back dozens or hundreds

of times a day, and the orbitofrontal cortex keeps amplifying the sense of threat, making the

thought feel urgent and terrifying.

The body floods with anxiety — heart races, palms sweat, chest tightens — because the

amygdala (the brain's alarm center) responds as if the threat is real. — The thinking brain

(prefrontal cortex) knows the thought is irrational, but the emotional brain does not listen

— the mismatch between knowing it is not real and feeling like it is creates unbearable

distress.

The person does a compulsion (wash hands, check the lock, count, confess, arrange objects)

to try to quiet the alarm. — The ritual temporarily lowers anxiety for a few seconds, so the

brain learns that the compulsion 'works' — dopamine reinforces the behavior as a reward,

even though the ritual is what keeps the loop alive.

The compulsion reinforces the obsession, locking the circuit tighter. — Each time you do

the ritual, you teach your brain that the thought was truly dangerous and the ritual saved

you — so the next time the thought appears, it feels even more urgent and the urge to

ritualize grows stronger.

The person spends more time on rituals (washing for hours, checking 50 times, unable to

leave the house), and daily life collapses. — The OCD demands more and more time and

mental energy, crowding out work, school, relationships, and self-care — isolation and

exhaustion deepen, and depression often follows.

Without treatment, the loop tightens until the person is trapped in rituals most of the day;

with treatment (exposure and response prevention, SSRIs), the brain learns a new path and

the alarm slowly quiets. — Exposure therapy teaches the brain that the feared outcome

does not happen even without the ritual, which weakens the loop over time. SSRIs boost

serotonin and help the gatekeeper work again, so fewer false alarms get through. Together,

they break the cycle and give the person their life back.
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Symptoms · what the patient feels, and why

Unwanted thoughts that come back over and over (obsessions): The orbitofrontal cortex

(the brain's 'error detector' in the front part of the brain) and the caudate nucleus (a deep

brain structure that filters thoughts) get stuck in a loop — they keep flagging the same

worry as dangerous even when it's not, so the thought keeps replaying like a broken record.

Repeating the same action again and again to feel safe (compulsions): The basal ganglia

(deep brain loops that control habits) lock into a pattern: doing the ritual (like washing

hands or checking locks) briefly quiets the alarm the obsession set off, so the brain learns to

repeat it every time the worry pops up — even though it never actually fixes the fear.

Spending one hour or more every day on obsessions or compulsions: The stuck error-

checking loop in the orbitofrontal cortex and the basal ganglia keeps demanding attention

and won't turn off, so the person has to keep thinking the thoughts or doing the rituals — it

eats up time that should be free for school, work, or fun.

Intense fear or discomfort if you try to stop the ritual: The amygdala (the brain's alarm

center) fires hard when the compulsion is blocked because the brain has learned that the

ritual is the only way to turn off danger — stopping it feels like leaving a fire burning.

Avoiding people, places, or things that trigger the obsessions: The prefrontal cortex (the

thinking and planning part of the brain) tries to prevent the alarm and the exhausting

rituals by steering clear of anything that could set off the obsession — so life shrinks to

dodge the triggers.

Knowing the thoughts or rituals don't make sense, but feeling unable to stop: The

dorsolateral prefrontal cortex (the brain's logic center) can see that the fear is out of

proportion and the ritual doesn't truly protect, but the orbitofrontal cortex and basal

ganglia loop overrides logic — insight stays but control is lost.

Skin damage from excessive washing or other physical rituals: When compulsions involve

repeated hand-washing, skin-picking, or scrubbing, the skin never gets time to heal — the

barrier breaks down, leading to cracks, bleeding, and infection risk.

Thoughts of harming yourself because the condition feels unbearable: Severe, untreated

OCD can drain hope and energy so deeply that the person feels trapped with no way out —

depression and despair can build until suicide feels like the only escape from the relentless

mental torture.
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Focused exam

Ask about intrusive thoughts that come back over and over, even when the person tries to

stop them: Obsessive-Compulsive Disorder starts with thoughts the brain won't let go of —

thoughts about germs, harm, order, or mistakes that push in without permission and make

the person very anxious. If the person can't name unwanted thoughts that keep looping, it's

not OCD.

Watch for repetitive behaviors — hand washing, counting, checking locks or stoves,

arranging objects, or mental rituals like silent prayers — that happen for more than an hour

each day: In Obsessive-Compulsive Disorder, these compulsions are the body's way of trying

to turn off the anxiety from the stuck thoughts. The person feels driven to do the behavior

to stop something bad from happening or to make the discomfort go away. No compulsions

means look for a different diagnosis.

Check insight: Does the person know these thoughts are excessive or not based on real

danger?: Most people with Obsessive-Compulsive Disorder have good or fair insight — they

recognize the thoughts are irrational or way out of proportion. If there is no insight at all

and the person believes the thoughts are completely real, consider psychosis or delusional

disorder instead.

Use the Yale-Brown Obsessive Compulsive Scale (Y-BOCS) to measure severity (0–40 scale;

mild < 16, moderate 16–23, severe 24–31, extreme ≥ 32): Obsessive-Compulsive Disorder

severity predicts whether medication alone will work or if you need to add intensive

therapy. The baseline Y-BOCS score guides treatment intensity and lets you track whether

treatment is helping.

Ask: When did the thoughts start? Did they get worse after a stressful event, trauma,

infection, or major life change?: Obsessive-Compulsive Disorder brain circuits (the loop

connecting the orbitofrontal cortex, the part that warns about danger, to the caudate and

putamen, parts that control habits) can break under pressure. The timeline tells you if this

is primary OCD or if symptoms were triggered by stress, autoimmune reaction after strep

infection (PANDAS), or another medical cause.

Screen for depression (PHQ-9) and generalized anxiety (GAD-7) alongside the Obsessive-

Compulsive Disorder symptoms: Depression co-occurs in about two thirds of people with

Obsessive-Compulsive Disorder and raises suicide risk. Anxiety disorders overlap in half. If

both are present, you treat the biology of both at the same time — the same serotonin

system is often broken in both.

Check if repetitive behaviors are harming the body — raw, cracked, or bleeding skin from

washing; bruises or cuts from checking rituals; malnutrition from food rituals: Obsessive-

Compulsive Disorder can cause skin infections, cellulitis, dermatitis, or injury from

compulsions. Visible body damage is a red flag that the disorder is severe and treatment is

urgent.
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Diagnostics · every test answers a question

Yale-Brown Obsessive Compulsive Scale (Y-BOCS) → How severe are the obsessions and

compulsions, and how much do they wreck daily life?

PHQ-9 (Patient Health Questionnaire-9 for depression) → Is depression co-occurring with

the Obsessive-Compulsive Disorder?

GAD-7 (Generalized Anxiety Disorder-7 scale) → Is there generalized anxiety disorder on

top of the OCD, or is the anxiety only tied to the obsessions?

Anti-streptolysin O (ASO) titer and anti-DNase B titer (if symptoms started suddenly in

childhood after a sore throat) → Could this be PANDAS (Pediatric Autoimmune

Neuropsychiatric Disorders Associated with Streptococcal infections) instead of primary

OCD?

Thyroid-stimulating hormone (TSH) and free T4 → Is thyroid disease mimicking or

worsening the anxiety and obsessive thoughts?

Urine drug screen (if history or exam raises concern for stimulant or substance use) →

Could stimulants, cocaine, or other substances be causing or worsening the repetitive

thoughts and behaviors?

Neuroimaging (MRI brain) only if there are focal neurologic signs, new-onset symptoms

after head injury, or atypical features like seizures → Is there a structural brain lesion

(tumor, stroke, or demyelinating disease) causing the obsessions or compulsions?

Treatment logic

High-dose SSRI (fluoxetine 60–80 mg, sertraline 200 mg, paroxetine 60 mg, fluvoxamine

300 mg, or escitalopram 20–30 mg daily) plus Exposure and Response Prevention (ERP)

therapy → The SSRI increases serotonin (the brain messenger that steadies mood and

quiets the alarm system) in the circuit connecting the orbitofrontal cortex (the part that

flags danger) and the caudate and putamen (parts that control habits and stop repetitive

loops). This dampens the false alarm. ERP teaches the person to face the feared thought or

trigger and resist doing the compulsion, so the brain learns the anxiety fades on its own

and the feared outcome does not happen. Together they rewire the stuck circuit.

Clomipramine (a tricyclic antidepressant, 150–250 mg daily) if SSRI fails after 12 weeks at

high dose → Clomipramine blocks reuptake of both serotonin and norepinephrine (another

brain messenger that controls alertness and stress response) more powerfully than SSRIs,

hitting the stuck anxiety circuit harder when standard SSRIs do not work. It is the most

effective single drug for OCD in head-to-head trials.
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Low-dose atypical antipsychotic (aripiprazole 5–15 mg, risperidone 1–3 mg, or quetiapine

150–300 mg daily) added to SSRI or clomipramine if symptoms remain severe after 12

weeks → Adding an antipsychotic modulates dopamine (a brain messenger that controls

motivation, habits, and the feeling of 'something is wrong') in the same orbitofrontal-striatal

loop, boosting the effect of the SSRI when obsessions or compulsions are very strong or

when insight is poor. This combination works better than SSRI alone in treatment-resistant

OCD.

Cognitive-behavioral therapy focused on Exposure and Response Prevention (ERP), at least

12–20 weekly sessions → ERP exposes the person to the feared thought, object, or situation

in a safe, controlled way (for example, touching a doorknob if germs are the fear) and then

blocks the compulsive behavior (no hand washing allowed). Sitting with the anxiety without

doing the ritual teaches the brain that the fear is a false alarm and that anxiety drops on its

own without the compulsion. This rewires the threat-detection circuit in the orbitofrontal

cortex and breaks the habit loop in the caudate and putamen.

Sleep optimization (consistent sleep-wake schedule, sleep hygiene), stable housing, and

social support (peer support groups, family psychoeducation) on the same treatment plan

as medication and therapy → Poor sleep and chronic stress amplify activity in the amygdala

(the brain's alarm center) and prefrontal cortex (the front of the brain that pumps the

brakes on big feelings), worsening the same anxiety circuit that OCD damages. Fixing these

stressors buffers the brain's ability to respond to medicine and therapy and reduces relapse

risk.

Deep brain stimulation (DBS) targeting the ventral capsule/ventral striatum or subthalamic

nucleus, or repetitive transcranial magnetic stimulation (rTMS) over the supplementary

motor area, for severe treatment-resistant OCD after failure of at least two adequate

medication trials and intensive ERP → DBS uses implanted electrodes to modulate the stuck

orbitofrontal-striatal loop directly, resetting the circuit when medication and therapy have

failed. rTMS uses magnetic pulses from outside the skull to change activity in the

supplementary motor area (a region that controls voluntary movement and is overactive in

OCD). Both can reduce Y-BOCS scores by 35–50% in people who do not improve with

standard care.

Medications

Fluoxetine (Prozac) · SSRI – selective serotonin reuptake inhibitor

Fluoxetine blocks the pump that sucks serotonin (a brain messenger that steadies mood and

worry) back into the nerve cell. When serotonin stays in the gap between nerves longer, it can

gradually calm the alarm circuits firing the obsessions and compulsions. OCD needs a much
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higher dose than depression—usually 60 to 80 mg a day—because the worry circuits are more

stubborn.

Fluoxetine enters the brain and finds the serotonin reuptake transporter—a pump on the

sending nerve cell.

It blocks that pump so serotonin cannot be pulled back in as fast.

Serotonin builds up in the synapse and keeps activating the receiving nerve.

Over 10 to 12 weeks, the extra serotonin slowly quiets the overactive worry loop connecting

the orbitofrontal cortex, caudate nucleus, and thalamus.

Obsessions feel less urgent, and the drive to do compulsions eases.

S A F E T Y  WAT C H

Start-up jitters: In the first two weeks, anxiety, restlessness, or trouble sleeping can get

worse before they get better. · Stomach upset or loose stools in the first few weeks. ·

Sexual side effects (less interest in sex, trouble reaching climax) can happen and may not

go away. · Serotonin syndrome: Very rare, but if you take fluoxetine with another drug that

raises serotonin (like tramadol, certain migraine drugs, or St. John's wort), you can get

dangerous overheating, confusion, rigid muscles, and a racing heart. Get emergency care.

· Bleeding risk: SSRIs make platelets (blood-clotting cells) less sticky. If you take aspirin,

ibuprofen, or a blood thinner at the same time, you have a higher chance of bruising or

bleeding. · Activation in youth: In children, teens, and young adults under 25, any

antidepressant can rarely make suicidal thoughts or agitation worse in the first few weeks.

Watch closely and call the doctor if mood suddenly crashes or the person talks about

harming themselves. · Do NOT stop suddenly: Taper slowly with your doctor or you may

get dizziness, electric-shock feelings, and rebound anxiety.

Sertraline (Zoloft) · SSRI – selective serotonin reuptake inhibitor

Sertraline blocks the serotonin reuptake pump, keeping serotonin in the synapse longer so it

can calm the stuck worry circuits. For OCD, the dose is usually pushed to 200 mg a day—

higher than the dose used for depression or general anxiety—because the brain loops driving

obsessions and compulsions need a stronger nudge.

Sertraline enters the brain and latches onto the serotonin reuptake transporter.

It blocks the pump so serotonin cannot be pulled back into the sending nerve as quickly.

Serotonin stays in the gap and keeps signaling the next nerve.

Over weeks to months, the extra serotonin dampens the overactive loop between the

orbitofrontal cortex, striatum, and thalamus.

Obsessions lose their grip, and the urge to perform compulsions weakens.

1. 

2. 

3. 

4. 

5. 

1. 

2. 

3. 

4. 

5. 

M a ld ek Condition Catalog · Mental Health &amp; Substance Use

educational use only · not a substitute for clinical judgment page 8 of 14



S A F E T Y  WAT C H

Early jitters: Anxiety or restlessness may spike in the first week or two before settling. ·

Stomach upset, nausea, or diarrhea in the early weeks. · Sexual side effects (lower sex

drive, delayed orgasm) that may persist. · Serotonin syndrome: Rare but serious if

combined with other serotonin-raising drugs (tramadol, certain migraine medicines, St.

John's wort). Symptoms include high fever, confusion, rigid muscles, and fast heart rate.

Get emergency help. · Bleeding risk: SSRIs reduce platelet stickiness. Taking NSAIDs

(ibuprofen, naproxen) or blood thinners at the same time raises the chance of bruising or

bleeding. · Activation in young people: In children, teens, and adults under 25, watch for

new or worsening suicidal thoughts or agitation in the first weeks. Call the doctor right

away. · Withdrawal: Do NOT stop abruptly. Taper with your doctor to avoid dizziness, brain

zaps, and rebound anxiety.

Clomipramine (Anafranil) · Tricyclic antidepressant (TCA) with strong

serotonin reuptake inhibition

Clomipramine is an older medicine that blocks the pump for serotonin very powerfully—even

more so than most SSRIs—and it has been the gold standard for OCD for decades. It also

blocks pumps for norepinephrine (another brain messenger), but the serotonin effect is what

quiets obsessions and compulsions. Clomipramine is usually tried when SSRIs do not work well

enough.

Clomipramine blocks the serotonin reuptake transporter very strongly.

It also blocks the norepinephrine transporter, though less potently.

Serotonin and norepinephrine build up in synapses.

Over 10 to 12 weeks, the serotonin surge dampens the overactive loop between the

orbitofrontal cortex, striatum, and thalamus, reducing obsessions and the drive to do

rituals.

Norepinephrine effects may help energy but also cause side effects like dry mouth and

constipation.
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S A F E T Y  WAT C H

Dry mouth, blurred vision, constipation, and trouble urinating because clomipramine

blocks acetylcholine receptors (anticholinergic effects). · Drowsiness and weight gain. ·

Dizziness when standing up (orthostatic low blood pressure (hypotension)) because it

affects blood vessel tone. · Heart rhythm changes: Clomipramine can lengthen the QT

interval on an EKG. Your doctor may check an EKG before starting and during treatment,

especially at higher doses. · Seizure risk: Slightly higher than with SSRIs, especially above

250 mg per day or if you have a history of seizures. · Serotonin syndrome: Can happen if

combined with SSRIs, MAOIs, or other serotonin drugs. Symptoms include confusion, high

fever, rigid muscles, and fast heart rate. Get emergency care. · Activation in young people:

Monitor children, teens, and young adults for new suicidal thoughts or agitation in the first

weeks. · Overdose danger: Tricyclics are toxic in overdose and can cause fatal heart

arrhythmias. Store safely. · Withdrawal: Taper slowly with your doctor to avoid flu-like

symptoms and rebound anxiety.

Aripiprazole (Abilify) – low dose, added to an SSRI · Atypical antipsychotic

(second-generation antipsychotic)

Aripiprazole is NOT an OCD medicine by itself—it is added in a low dose (usually 5 to 15 mg a

day) when an SSRI or clomipramine only partly helps. It works as a partial agonist at dopamine

D2 receptors and serotonin 5-HT1A receptors, which means it gently nudges these receptors

without fully turning them on or off. This fine-tunes the balance between serotonin and

dopamine in the OCD circuits, and for some people it pushes symptom relief over the finish

line.

Aripiprazole partially activates dopamine D2 receptors in the striatum, smoothing out the

dopamine signal without fully blocking it.

It also partially activates serotonin 5-HT1A receptors, which can boost mood and calm

anxiety.

It blocks serotonin 5-HT2A receptors, which may reduce agitation.

These combined tweaks help unstick the gear-shift in the caudate nucleus and quiet the

error alarm in the anterior cingulate cortex.

When added to an SSRI, the result is stronger relief from obsessions and compulsions.
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S A F E T Y  WAT C H

Restlessness (akathisia): A jittery, can't-sit-still feeling is the most common side effect. Let

your doctor know—lowering the dose or switching medicines usually helps. · Weight gain

and metabolic changes: Less common with aripiprazole than with other antipsychotics, but

it can still happen. Your doctor should check weight, blood sugar, and cholesterol regularly.

· Drowsiness or insomnia: It can go either way. Take it at the time of day that works best

for you. · Nausea or headache in the first weeks. · Movement side effects: Rare at low

doses, but long-term use of any antipsychotic carries a very small risk of tardive dyskinesia

(involuntary movements, especially of the face and tongue). Report any new twitches or

movements right away. · Do NOT stop suddenly: Taper with your doctor to avoid rebound

symptoms.

Risperidone (Risperdal) – low dose, added to an SSRI · Atypical antipsychotic

(second-generation antipsychotic)

Risperidone is another antipsychotic that can be added in a low dose (usually 0.5 to 3 mg a

day) when an SSRI or clomipramine does not fully control OCD. It blocks dopamine D2

receptors and serotonin 5-HT2A receptors, which helps rebalance the circuits in the striatum

and prefrontal cortex that drive obsessions and compulsions.

Risperidone blocks dopamine D2 receptors in the striatum, which can help unstick

repetitive rituals.

It blocks serotonin 5-HT2A receptors, which reduces anxiety and agitation.

Together, these actions calm the overactive loop between the orbitofrontal cortex, striatum,

and thalamus.

When combined with an SSRI, the two medicines work on different levers, giving better

relief than either one alone.
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S A F E T Y  WAT C H

Weight gain and increased appetite are common. · Metabolic syndrome: Risperidone raises

the risk of high blood sugar, high cholesterol, and diabetes more than some other

antipsychotics. Your doctor should monitor weight, blood sugar (fasting glucose and

HbA1c), and lipids every few months. · Drowsiness, especially in the first weeks. · Prolactin

elevation: Risperidone blocks dopamine strongly, which lets prolactin (a hormone) rise.

This can cause irregular periods, breast tenderness or milk production, and sexual

problems in both men and women. Your doctor may check a prolactin level if these

symptoms appear. · Movement side effects: Restlessness (akathisia), stiffness, tremor, and

—rarely—tardive dyskinesia (involuntary movements) with long-term use. Report any new

twitches or muscle problems. · Orthostatic low blood pressure (hypotension): Dizziness

when standing up, especially at the start. · Do NOT stop suddenly: Taper with your doctor

to avoid withdrawal and rebound symptoms.

Red flags

Thoughts of suicide or a plan to harm yourself

Unable to eat, sleep, or go to work or school because of obsessions or compulsions

Physical injury from compulsions (bleeding skin, severe weight loss from food rituals,

fainting from excessive cleaning)

Sudden worsening after a throat infection in a child (may signal PANDAS, a separate

condition needing urgent care)

Nursing priorities

Screen for active suicidal thoughts, self-harm plans, or access to lethal means at every visit,

and create a written safety plan if ideation is present — OCD creates chronic psychological

pain and hopelessness; up to 10 percent of people with severe OCD die by suicide, making

continuous risk assessment the top priority to prevent death

Assess for physical injuries from compulsions, including checking hands for cracked

bleeding skin, weighing the patient for malnutrition, and asking about chemical exposure

from cleaning products — Repetitive hand-washing removes the skin barrier allowing

infection; food rituals can cause dangerous weight loss and electrolyte (body salt)

imbalances; inhaling cleaners damages lung tissue and can cause respiratory failure

• 

• 

• 

• 

1. 

2. 

M a ld ek Condition Catalog · Mental Health &amp; Substance Use

educational use only · not a substitute for clinical judgment page 12 of 14



Never reassure the patient their fear is not real or argue with the obsession content, and do

not participate in or enable compulsive rituals — Reassurance provides only temporary

anxiety relief and strengthens the obsession-compulsion cycle by teaching the brain that

fear requires a response; participating in rituals prevents the brain from learning that

anxiety naturally decreases without the compulsion

Teach the patient that OCD medication requires higher doses and 10 to 12 weeks at full

dose before improvement appears, unlike depression which responds in 4 to 6 weeks — The

serotonin (a brain chemical) pathways involved in OCD require more receptor (brain cell

docking site) saturation than depression pathways; stopping medication early due to

perceived failure leads to under-treatment and continued suffering

Educate the patient that Exposure and Response Prevention therapy, not medication alone,

produces the strongest and longest-lasting improvement in OCD symptoms — ERP rewires

the amygdala (the brain fear center) by breaking the learned connection between

obsessions and compulsions; medication only reduces anxiety volume but does not change

the underlying fear circuit, so relapse is common when medication stops

Monitor for serotonin syndrome (confusion, racing heart, high fever, muscle rigidity,

sweating) when combining high-dose SSRIs with clomipramine or other serotonergic drugs

— Both SSRIs and clomipramine increase serotonin in brain synapses (the space between

brain cells); too much serotonin causes dangerous overheating, seizures, and irregular

heart rhythms that can lead to death without emergency treatment

Ask about new movement problems, restlessness, or weight gain when an atypical

antipsychotic is added to the SSRI regimen — Antipsychotics block dopamine (a brain

chemical controlling movement and appetite); this causes akathisia (inner restlessness),

tardive dyskinesia (permanent involuntary movements), and metabolic syndrome (high

blood sugar, cholesterol, and abdominal fat) that increase stroke and diabetes risk

Coordinate referral to an OCD specialist or intensive outpatient program if the patient

shows no improvement after 12 weeks of high-dose SSRI plus adequate ERP therapy trials

— Treatment-resistant OCD may respond to specialized interventions like deep brain

stimulation (electrical pulses to specific brain areas), intensive residential ERP, or

glutamate-modulating drugs that general providers cannot offer; delayed referral prolongs

disability and suicide risk

Sources

American Psychiatric Association DSM-5-TR

International OCD Foundation clinical guidelines

Cochrane Review on CBT and SSRIs for OCD

APA Practice Guideline for OCD 2007 (updated references 2024)
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