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SUMMARY

OCD is a condition seen often in Community Mental Health Teams in England. It is treated with medication and psychology. We
wanted to assess what co-morbidities were present in our OCD patients, with which medications they were being treated, and
whether patients had received psychological treatment. On assessment It is clear that a very large number of the OCD patients in
our cohort are complex patients who have not responded to first line treatment, such as SSRIs or basic psychology, and who suffer
from co-morbidities. Treatment of these patients, while oriented towards the achievement of recovery, is also relatively complex and

long term.
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INTRODUCTION

The basic way in which Mental Health Patients are
treated in the UK is within Community Mental Health
Teams (CMHTs). We wished to assess the treatment of
patients with OCD in the community in Bedford East
CMHT. The team holds an excel database of all patients
under its care. We wished to use the database in order to
assess the care provided to our patients with OCD. Our
aim was to compare our treatment to the standards set
out in the NICE Guidelines.

We were especially interested in whether appro-
priate psychotherapy had been carried out, in what co-
morbidities existed in the sample,and which medi-
cations and combinations ofmedications had been used.

METHOD

The Excel Database was examined by hand. The data-
base contains information on ethnicity, gender, age, risk
factors, co-morbidities, physical conditions, psychothera-
pies, the presence of a care co-ordinator, and medi-
cation. Treatment standards were as advised by NICE.

RESULTS

The database contained 1334 patients, of which 103,
or 7.72% hadOCD .The age range was between 16 and
75 (born 1939).

Psychology

It was found that 29/103 (28.2%) have a care
coordinator and 14/103 (13.6%) have been discharged
by their care coordinator.

It was found that 19/103 (18.4%) have been referred
(inc. re-referred) to psychology. It was also found that
14/103 (13.6%) had completed psychology (One patient
had completed psychology but been re-referred). 11/103
(10.7%) have psychology ongoing (including those who
have group therapy ongoing and IAPT-a primary care
psychology service used by GPs).

On the other hand, 50/103 (48.5%) have no psycho-
logy recorded.

Co-Morbidities

33/103 (32.0%) of the OCD patients have bipolar
disorder as a co-morbidity. 18/103 (17.5%) of the
OCD patients have anxiety disorders as a co-mor-
bidity. 57/103 (55.3%) of the OCD patients have co-
morbidities other than bipolar disorder or anxiety dis-
orders. 17/103 (16.5%) of the OCD patients have no
co-morbidities. 28/103 (27.2%) have depressive dis-
order as a co-morbidity. 3/103 (2.91%) have ADHD as
a co-morbidity. 10/103 (9.71%) have PTSD as a co-
morbidity. 2/103 (1.94%) have bulimia nervosa as a
co-morbidity. 2/103 (1.94%) have tic disorder as a co-
morbidity. 5/103 (4.85%) have schizophrenic disorder
as a co-morbidity. 1/103 (0.971%) have dyslexia as a
co-morbidity. 5/103 (4.85%) have a personality dis-
order as a co-morbidity. 1/103 (0.971%) have a
specific phobia as a co-morbidity. 2/103 (1.94%) have
dysmorphophobia as a co-morbidity. 1/103 (0.971%)
have Asperger’s syndrome as a co-morbidity. 1/103
(0.971%) have anorexia nervosa as a co-morbidity.
1/103  (0.971%) have gender dysphoria, 1/103
(0.971%) have transsexualism and 1/103 (0.971%)
have fetishism as a co-morbidity (Table 1, Figure 1,
Figure 2).
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Table 1. Comorbidities in 103 patients with OCD

o Proportion of the total
Co-morbidity O%D patients (%)
Bipolar disorder 32.000
Depressive disorder 27.200
Anxiety disorders 17.500
PTSD 9.710
Personality disorder 4.850
Schizophrenic disorder 4.850
ADHD 2910
Bulimia nervosa 1.940
Tic disorder 1.940
Dysmorphophobia 1.940
Dyslexia 0.971
Specific phobia 0.971
Asperger’s syndrome 0.971
Anorexia nervosa 0.971
Gender dysphoria 0.971
Transsexualism 0.971
Fetishism 0.971
No co-morbidity 16.500

No co-morbidity
Fetishism
Transsexualism
Gender dysphoria
Anorexia nervosa .
Asperger’s syndrome
Specific phobia
Dyslexia
Dysmorphophobia

Tic disorder

Co-morbidity
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Schizophrenic disorder

Personality disorder

PTSD

Anxiety disorders

Depressive disorder

Bipolar disorder
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Figure 1. Comorbidities in 103 patients with OCD

Medications used

Antidepressants, antipsychotics and mood stabilisers
(anti-manics) are all being used to treat the 103 patients
with OCD. The medications in use are as folows, the
numbers indicating the number of patients in which the
particular medication is used (Table 2, Figure 3).

Doses of antidepressants

Below are indicated the doses of antidepressant
recorded in the notes and the number of patients each on
these doses. It is appriciated that these figures are
correct at the moment the audit was taken and can
represent doses at aparticular point of titration of a
medication, rather than a fixed dose at an ‘end point’,
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hence some doses may appear lower than would be
expected in patients with OCD (Table 3, Figure 4,
Figure 5, Table 4, Figure 6, Table 5, Figure 7).

W Bipolar disorder

W Depressive disorder o Anxiety disorders

WPTSD W Personality disorder | Schizophrenic disorder
B ADHD ® Bulimia nervosa m Tic disorder

m Dysmorphophobia m Dyslexia m Specific phobia

H Asperger’s syndrome H Anorexia nervosa = Gender dysphoria

B Transsexualism m Fetishism = No co-morbidity

Figure 2. Pie-Chart of co-morbidities of 103 patients
with bipolar disorder

Table 2. Antidepressants, antipsychotics and mood
stabilisers (anti-manics)

Antidepressants* n Antipsychotics n

SSRIs Atypicals
Sertraline 32  Olanzapine 10
Fluoxetine 12 Risperidone 10
Citalopram 11 Quetiapine 22
Paroxetine 6 Aripiprazole 8
Fluvoxamine 3 Amisulpride
Escitalopram Typicals

SNRIs Trifluoperazine/Stelazine 3
Venlafaxine 11 Chlorpromazine 1
Duloxetine 2

Tricyclics Antimanics
Clomipramine 16 Anticonvulsant
Anmitriptyline 4  Depakote (valproic acid) 10

NaSSA* Semisodium valproate 1
Mirtazapine 7 Lamotrigine 3

Carbamazepine 2

Lithium compounds
Lithium
Lithium carbonate 3
Lithium citrate (Priadel)

\S)

* SSRIs, tricyclics, atypicals and other medications
(SNRIs, NaSSA/tetracyclics);

* Noradrenergic and specific serotonergic antidepressant
(NaSSA) or tetracyclic antidepressant
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Medication
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Figure 3. Graph to display the number of patients on each anti-depressant
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Figure 4. Graph to display number of patients on each dose of SSRI
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Figure 5. Graph to display number of patients on maximum dose of each SSRI
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Table 3. Antidepressant - SSRI Table 4. Tricyclics
Sertraline n  Paroxetine n Clomipramine n
200mg (max) 18 60mg (max) 2 250mg (max) 1
150mg 5 40mg 2 225mg |
100mg 3 30mg 2 200mg 4
50mg 6 Fluvoxamine 150mg 4
Fluoxetine 300mg (max) 1 125mg 1
60mg (max) 7 200mg 1 100mg |
40mg 1 150mg 1 75mg 3
30mg 1 Escitalopram 25mg 1
20mg 2 40mg (max) 0 Amitriptyline
10mg 1 20mg 2 200mg (max) 1
Citalopram 75mg 2
60mg 1 20mg 1
40mg (quoted max) 7
30mg 2
20mg 1
20mg
S Amitriptyline 75mg
® 200mg (max) |
= [
T
@
g |
o 25mg
E_ 75mg |
= 100mg
= 1
‘e Clomipramine 15me f
@ 150mg
8 200mg
Q 225mg |
250mg (max) |
4 5
Number of patients
Figure 6. Graph to display number of patients on each dose of tricyclic medication
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Figure7. Graph to show number of patients on each dose of atypical Antipsychotic Medication
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Table 5. Atypical Antipsychotics

Olanzapine n  Risperidone
20mg (max) 1 8mg
15mg 2 3mg
10mg 4 2mg
Smg 2 1.5mg
2.5mg 1 Img

Quetiapine 0.5mg
1000mg 1 Aripiprazole
800mg 1 30mg
600mg 1 20mg
500mg 1 15mg
450mg 1 10mg
400mg 5 Smg
300mg 6  Amisulpride
200mg 2 800mg
150mg 1 100mg
100mg 1
50mg 1

—_— U = = W = 3

—_— =N NN

ic medication

+ Antipsych

:
P

The combination of A

Escitalopram + Risperidone

Fluvoxamine + Quetiapine

Paroxetine + Amitriptyline + Quetiapine
Paroxetine + Risperidone

Citalopram + Quetiapine + Aripiprazole
Citalopram + Mirtazepine + Olanzapine
Citalopram + Quetiapine

Clomipramine + Citalopram + Aripiprazole
Clomipramine + Quetiapine
Clomipramine + Aripiprazole
Clomipramine + Olanzapine
Clomipramine + Risperidone
Clomipramine + Fluvoxamine + Amisulpride

Clomipramine + Citalopram + Olanzapine i

Clomipramine + Quetiapine

Fluoxetine + Risperidone

Fluoxetine + Quetiapine

Fluoxetine + Clomipramine + Aripiprazole
Fluoxetine + Risperidone

Venlafaxine + Olanzapine

Venlafaxine + Mirtazepine + Risperidone
Venlafaxine + Mirtazepine + Quetiapine
Venlafaxine + Stelazine

Venlafaxine + Citalopram + Risperidone
Venlafaxine + Amitriptyline + Trifluoperazine
Sertraline + Mirtazepine + Quetiapine

Sertraline + Mirtazepine + Risperidone

Sertraline + Mirtazepine + Olanzapine
Sertraline + Chlormipramine + Quetiapine
Sertraline + Chlormipramine + Risperidone
Sertraline + Aripriprazole + Amisulpride

Sertraline + Chlorpromazine

Sertraline + Aripriprazole
Sertraline + Risperidone
Sertraline + Quetiapine

Sertraline + Olanzapine

Combinations of SSRIs
and Atypical Antipsychotics

62 patients were on SSRIs, 52 on antipsychotics
(note 2 patients were on a combination of 2 anti
psychotics). 38 (of 103) were on a combination of an
antipsychotic and an SSRI. The SSRI’s involved
were Sertraline, Fluoxetine, Citalopram, escitalo-
pram, paroxetine and Fluvoxamine.

The Typical antipsychotics included: Trifluopera-
zine (a.k.a stelazine), chlorpromazine, while the Aty-
pical Antipsychotics included: olanzapine, rispe-
ridone, quetiapine, aripiprazole, amisulpride (Defined
by NICE).

Of the 52 patients on antipsychotics, 48 were on
atypicals, 4 were on typicals as defined above. Of
those 48 on atypical antipsychotics, 37 were also on
an SSRI.

3 4 5 6 7 8 9

Number of patients

Figure 8. Graph to desplay the number of patients on each Antidepressant and Antipsychotic medication
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Correlation of atypical antipsychotic
use and use of Psychology

The use of Psychology (Cognitive behaviour the-
rapy) is considered by NICE the first line of treatment
for OCD. This is followed by the addition of SSRIs,
escalating to the maximum dose. The addition of
Atypical Antipsychotics is considered the final phase of
the Algorithm before more invasive methods of
treatment, and is used in resistant cases.

In assessing this, psychology was considered as ha-
ving been prescribed if the person is currently
undergoing, has completed, has private psychology or if
he is being re-referred. Psycholoy was not considered to
have been prescribed if the excel cell was blank, or the
person has not started yet (e.g. only referred or assessed).

Looking at the 48 patients on atypical antipsycho-
tics, 19 have had or are currently having psychotherapy
of a sort, 29 have received no psychotherapy (7 of the

30

29 have been referred or assessed) but were not included
as have not received a session. It is to be supposed that,
following NICE, patients should be offered psycho-
therapy long before being given antipsychotics so that
even with the time for a referral to result in a psycho-
therapy session, one would expect a person to start
psychotherapy before being put on antipsychotics
(Figure 8, Figure 9).

Use of Mood Stabilisers (Antimanics)

It was investigated whether the patients with Bipolar
and OCD were on both SSRIs and mood stabilisers-
including Lithium, Depakote (Valproate), Lamotrigine,
Carbamazepine, Atypical antipsychotics.

32/104 patients have both OCD and bipolar. Of
them, 20 are on SSRI (62.5%).

18/33 patients with both OCD and bipolar are on
SSRI plus a mood stabiliser (54.5%) (Figure 10).

25

20

15+

Number of patients

10

0 -
Antidepressant + Atypical + no psychology

T

Antidepressant + Atypical + psychology

Figure 9. Graph to display the number of patients on antidepressant and atypical medication with and without psychology

The combination of Antidepressant + Atypical + Mood stabiliser medication

Fluoxetine + Quetiapine + Priadel

Fluoxetine + Quetiapine

Clomipramine + Fluvoxamine + Amisulpride + Semisodium Valproate
Clomipramine + Fluoxetine + Aripiprazole

Citalopram + Clomipramine + Aripiprazole + Depakote
Citalopram + Depakote

Citalopram + Mirtazepine + Olanzapine + Lithium + Depakote
Citalopram + Quetiapine

Sertraline + Mirtazepine + Risperidone + Carbamazepine
Sertraline + Quetiapine + Depakote

Sertraline + Chlorpromazine + Lithium Carbonate

Sertraline + Lamotrigine

Sertraline + Aripiprazole

Sertraline + Quetiapine

Sertraline + Quetiapine + Lithium Carbonate

1 2 3 4
Number of patients

Figure 10. A graph to display the mumber of patients with Bipolar Disorder and OCD on each combination of medication
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DISCUSSION

This study highlights a number of important issues.

The use of psychological interventions is important
in the treatment of OCD, indeed NICE recommends
Psychological interventions as a first step before
considering the use of medication, and later in more
complex cases concomitently with the use of Medi-
cation (NICE2005). However, it is clear that not all
cases of OCD in our sample receive psychological inter-
ventions. This is highlighted by the number of patients
who have not received psychological interventions and
yet are now taking atypical antipsychotics, which means
that they are at the ‘top’ of the algorithm which NICE
recommends for treatment of OCD (NICE 2005). This
was first noted by us in 2011 (Agius 2011), and the
same situation continues today. It may be that some of
these patients are not ‘psychologically minded’, but this
only adds to the complexity of these cases. CBT is
effective in patients with OCD (O'Kearney 2007,
O'Kearney 2006). There is need to make CBT more
accessable to patients with OCD, in particular to young
persons (O'Kearney 2007, O'Kearney2006), and this can
be used in conjunction with SSRIs (Pediatric OCD
Treatment Study (POTS) Team 2004). Group therapy
on a CBT model (Jonsson 2009) and Internet therapy
(Herbst 2014, Lenhard 2014, Andersson 2011) are
possibilities being explored with promising results,
while studies of self management are being undertaken
(Gellatly 2014).

The number of Co-Morbidities identified is striking.
In particular the presence of co-morbidity with Bipolar
Disorder is particularly impressive , and it appears that
numbers with this co-morbidity have risen within our
cohort of patients since we first examined this issue in
2011 (Darby 2011), and later in 2012 (Darby 2012).
This may be because of the introduction of a much more
systematic way of assessing mood disorders, parti-
cularly bipolar disorder, in recent years (Agius 2013).
The comorbidity of bipolar disorder and OCD clearly
increases the complexity of the patients and increases
their morbidity, making the prognosis worse (Magal-
haes 2010, Timpano 2012, Go 1998, Sasson 2003,
Perugi 1997). This co-morbidity has been much dis-
cussed in the literature (Joshi 2010, Joshi 2010, Kruger
2000, Chen 1995, Zutshi 2007, Lee 2008, Mahasuar
2011) and Perugi (Perugil999, Perugi 2002) and
Amerio (2014) have made it quite clear that the first
priority with these patients will be stabilising their
mood. Comorbidity with schizophrenia is also well
recorded, and they lead to a reduced quality of life
(Ugok 2014). Patients studied with both OCD and
Schizophrenia includechronic patients (Faragian 2009),
first episode patients (de Haan 2005, de Haan 2013),
and patients who are in the earliest ‘at ultra high risk
state’ of Psychosis (Zink 2014).

When one considers the evolving understanding of
the neurological correlates of OCD and the interplay
between in particular the serotonin and Dopamine

systems in bipolar disorder (Matsunaga 2012, Ducasse
2014, Milad 2012, Li 2000, Gu 2008, Aouize rate 2007,
Maltby 2005 Kontis 2008, Szechtman 1999, Zohar
2000, van den Heuvel 2005), it cannot be a surprise that
comorbidities between OCD and Schizophrenia, bipolar
disorder, other anxiety disorders and unipolar de-
pression exist.

In the same way, the combinations of medication
used in OCD are reflected in the interplay between the
serotonin and dopamine systems (Maltby 2005, Kontis
2008, Szechtman 1999, Zohar 2000) which ultimately
affect the glutamate system. Thus, while there is very
good evidence for the use of SSRIs in the treatment of
OCD in adults, (Gava 2007, Greist 1995, DeVeaugh-
Geiss 1994, Soomro 2008), and there is some evidence
that Clomipramine may be more efficacious than SSRIs
(Piccinelli 1995), there is often need for SSRIs to be
augmented by the use of Atypical Antipsychotics
(Komossa 2010, Bokor2014). This is reflected in the
outcomes of our study.

CONCLUSION

In conclusion, it is clear that a very large number of
the OCD patients in our cohort are complex patients
who have not responded to first line treatment, such as
SSRIs or basic psychology, and who suffer from co-
morbidities. Treatment of these patients, while oriented
towards the achievement of recovery, is also relatively
complex and long term, and it is recommended that it
should be constantly measured by the use of such scales
as the Ybocs in order to be able to demonstrate
progress, which can be expected to occur slowly over
time.

Acknowledgements: None.

Conflict of interest: None to declare.

References

1. Agius M, Birtwhistle M, Servant D, Zaman R: How
frequently are atypical antipsychotics used to treat OCD
in a British community mental health team? Psychiatr
Danub 2011; 23(Suppl 1):5187-93.

2. Agius M, Murphy H: Proving that a patient has bipolar
disorder. Cutting Edge Psychiatry in Practice 2013;
3:P174-180.

3. Amerio A, Odone A, Marchesi C, Ghaemi SN: Treatment
of comorbid bipolar disorder and obsessive-compulsive
disorder: A systematic review. J Affect Disord 2014,
166:258-263. doi: 10.1016/j.jad.2014.05.026. Epub 2014
May

4. Andersson E, Ljotsson B, Hedman E, Kaldo V, Paxling B,
Andersson G, Lindefors N, Riick C: Internet-based
cognitive behavior therapy for obsessive compulsive
disorder: a pilot study. BMC Psychiatry 2011; 11:125.
doi: 10.1186/1471-244X-11-125.

S237



Kenwoo Yi, James Austin, Mark Agius & Rashid Zaman: AN AUDIT OF OBSESSIVE COMPULSIVE DISORDER IN A BEDFORD (UK)

COMMUNITY MENTAL HEALTH TEAM

Psychiatria Danubina, 2014, Vol. 26, Suppl. 1, pp 231-239

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Aouizerate B, Rotgé JY, Bioulac B, Tignol J: Present
contribution of neurosciences to a new clinical reading of
obsessive-compulsive disorder. Encephale 2007, 33:203-10.
Bokor GI, Anderson PD: Obsessive-compulsive disorder.
J Pharm Pract 2014; 27:116-30. doi:
10.1177/0897190014521996. Epub 2014 Feb 27.

Chen YW, Dilsaver SC: Comorbidity for obsessive
compulsive disorder in bipolar and unipolar disorders.
Psychiatry Res 1995, 59:57-64.

Darby L, Agius M, Zaman R: Comorbidity of Bipolar
Affective Disorder and Obsessive- Compulsive Disorder.
Cutting edge psychiatry in Practice 2012; 3:261-264.
Darby L, Agius M, Zaman R: Co-Morbidity of Bipolar
Affective Disorder and Obsessive Compulsive Disorder in
a Bedford Community Psychiatry Team. Psychiatr Danub
2011; 23(Suppl 1):130-133.

Ducasse D, Boyer L, Michel P, Loundou A, Macgregor A,
Micoulaud-Franchi JA, Courtet P, Abbar M, Leboyer M,
Fond G: D2 and D3 dopamine receptor affinity predicts
effectiveness of antipsychotic drugs in obsessive-
compulsive  disorders: a metaregression  analysis.
Psychopharmacology (Berl) 2014 Mar 6. (Epub ahead of
print)

de Haan L,Sterk B, Wouters L, Linszen DH: The 5-year
course of obsessive-compulsive symptoms and obsessive-
compulsive disorder in first-episodeschizophrenia and
related disorders. Schizophr Bull: 2013; 39:151-60. doi:
10.1093/schbul/sbr077. Epub 2011 Jul 28.

de Haan L, Hoogenboom B, Beuk N, van Amelsvoort T,
Linszen D: Obsessive-compulsive symptoms and positive,
negative, and depressive symptoms in patients with recent-
onset schizophrenic disorders. Can J Psychiatry 2005;
50:519-24.

DeVeaugh-Geiss J: Pharmacologic therapy of obsessive
compulsive disorder. Adv Pharmacol 1994; 30:35-52.
Faragian S,Pashinian A, Fuchs C, Poyurovsky M:
Obsessive-compulsive symptom dimensions in schizo-
phrenia patients with comorbid obsessive-compulsive
disorder. Prog Neuropsychopharmacol Biol Psychiatry
2009; 33:1009-12.

Gava I,Barbui C, Aguglia E, Carlino D, Churchill R, De
Vanna M, McGuire HF: Psychological treatments versus
treatment as usual for obsessive compulsive disorder
(OCD). Cochrane Database Syst Rev 2007, 2:CD005333.
Gellatly J, Bower P, McMillan D, Roberts C, Byford S,
Bee P, Gilbody S, Arundel C, Hardy G, Barkham M,
Reynolds S, Gega L, Mottram P, Lidbetter N, Pedley
R,Peckham E, Connell J, Molle J, O Leary N, Lovell K:
Obsessive Compulsive Treatment Efficacy Trial (OCTET)
comparing the clinical and cost effectiveness of self-
managed therapies: study protocol for a randomised
controlled trial. Trials 2014; 15:278. (Epub ahead of
print)

Greist JH,Jefferson JW, Kobak KA, Katzelnick DJ, Serlin
RC: Efficacy and tolerability of serotonin transport
inhibitors in obsessive-compulsive disorder. A meta-
analysis. Arch Gen Psychiatry 1995; 52:53-60.

Go FS, Malley EE, Birmaher B. Rosenberg DR: Manic
behaviors associated with fluoxetine in three 12-to 18-
year-olds with obsessive-compulsive disorder. J Child
Adolesc Psychopharmacol 1998; 8:73-80.

Gu BM, Park JY, Kang DH, Lee SJ, Yoo SY, Jo HJ, Choi
CH, Lee JM, Kwon JS: Neural correlates of cognitive

S238

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

inflexibility during task-switching in obsessive-compulsive
disorder. Brain 2008, 131:155-64. Epub 2007 Dec 7.
Herbst N, Voderholzer U, Thiel N, Schaub R, Knaevelsrud
C, Stracke S, Hertenstein E, Nissen C, Kiilz AK: No
talking, just writing! Efficacy of an Internet-based
cognitive behavioral therapy with exposure and response
prevention in obsessive compulsive disorder. Psychother
Psychosom 2014; 83:165-75. doi: 10.1159/000357570.
Epub 2014 Apr 12.

Joshi G et al.: Impact of obsessive-compulsive disorder
on the antimanic response to olanzapine therapy in youth
with bipolar disorder. Bipolar Disord 2010, 12:196-204.
Joshi G, Wozniak J, Petty C, Vivas F, Yorks D, Biederman
J, Geller D: Clinical characteristics of comorbid obses-
sive-compulsive disorder and bipolar disorder in children
and adolescents. Bipolar Disord 2010, 12:185-95.
Jonsson H, Hougaard E: Acta Group cognitive beha-
vioural therapy for obsessive-compulsive disorder: a
systematic review and meta-analysis. Psychiatr Scand
2009; 119:98-106. doi: 10.1111/j.1600-
0447.2008.01270.x. Epub 2008 Sep 23.

Komossa K, Depping AM, Meyer M, Kissling W, Leucht S:
Second-generation antipsychotics ~ for  obsessive
compulsive disorder. Cochrane Database Syst Rev 2010;
12:CD008141. doi: 10.1002/14651858.CD008141.pub2.
Kontis D, Boulougouris V, Papakosta VM, Kalogerakou S,
Papadopoulos S, Poulopoulou C, Papadimitriou GN, Tsaltas
E: Dopaminergic and serotonergic modulation of per-
sistent behaviour in the reinforced spatial alternation
model of obsessive-compulsive disorder. Psychophar-
macology (Berl) 2008, 200:597-610. doi:
10.1007/500213-008-1241-5. Epub 2008 Jul 14.

Kruger S, Braunig P, Cooke RG: Comorbidity of
obsessive-compulsive disorder in recovered inpatients
with bipolar disorder. Bipolar Disord 2000, 2:71-4.

Lee JH, Dunner DL: The effect of anxiety disorder
comorbidity on treatment resistant bipolar disorders.
Depress Anxiety 2008; 25:91-7.

Lenhard F, Vigerland S, Andersson E, Riick C, Mataix-
Cols D, Thulin U, Ljotsson B, Serlachius E: Internet-
delivered cognitive behavior therapy for adolescents with
obsessive-compulsive disorder: an open trial. PLoS One.
2014, 9:e100773. doi: 10.1371/journal.pone.0100773.
eCollection 2014.

Li CS, Chen MC, Yang YY, Chang HL, Liu CY, Shen S,
Chen CY: Perceptual alternation in obsessive compulsive
disorder--implications for a role of the cortico-striatal
circuitry in mediating awareness. Behav Brain Res 2000;
111:61-9.

Magalhaes PV, Kapczinski NS, Kapczinski F: Correlates
and impact of obsessive compulsive comorbidity in bipolar
disorder. Compr Psychiatry 2010; 51:353-6.

Mahasuar R, Janardhan Reddy YC, Math SB: Obsessive-
compulsive disorder with and without bipolar disorder.
Psychiatry Clin Neurosci 2011; 65:423-33.

Maltby N, Tolin DF, Worhunsky P, O'Keefe TM, Kiehl
KA: Dysfunctional action monitoring hyperactivates
frontal-striatal circuits in obsessive-compulsive dis-
order: an event-related fMRI study. Neuroimage 2005;
24:495-503.

Matsunaga H: Current and emerging features of
obsessive-compulsive disorder--trends for the revision of
DSM-5. Seishin Shinkeigaku Zasshi 2012, 114:1023-30.



Kenwoo Yi, James Austin, Mark Agius & Rashid Zaman: AN AUDIT OF OBSESSIVE COMPULSIVE DISORDER IN A BEDFORD (UK)

COMMUNITY MENTAL HEALTH TEAM

Psychiatria Danubina, 2014, Vol. 26, Suppl. 1, pp 231-239

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Milad MR, Rauch SL: Obsessive-compulsive disorder:
beyond segregated cortico-striatal pathways. Trends Cogn
Sci 2012; 16:43-51. doi: 10.1016/j.tics.2011.11.003. Epub
2011 Dec 2.

NICE: Obsessive-compulsive Disorder, Core interventions
in the treatment of obsessive compulsive disorder and
body dysmorphic disorder, 2005.

O'Kearney R: Benefits of cognitive-behavioural therapy
for children and youth with obsessive-compulsive
disorder: re-examination of the evidence. Aust N Z J
Psychiatry 2007; 41:199-212.

O'Kearney RT, Anstey KJ, von Sanden C: Behavioural and
cognitive behavioural therapy for obsessive compulsive
disorder in children and adolescents. Cochrane Database
Syst Rev 2006, 4:CD004856.

Pediatric OCD Treatment Study (POTS) Team: Cognitive-
behavior therapy, sertraline, and their combination for
children and adolescents with obsessive-compulsive
disorder: the Pediatric OCD Treatment Study (POTS)
randomized controlled trial. JAMA 2004, 292:1969-76.
Perugi G, Akiskal HS, Ramacciotti S, Nassini S, Toni C,
Milanfranchi A, Musetti LJ: Depressive comorbidity of
panic, social phobic, and obsessive-compulsive disorders
re-examined.: is there a bipolar Il connection? J Psychiatr
Res 1999; 33:53-61.

Perugi G, Toni C, Frare F, Travierso MC, Hantouche E,
Akiskal HS: Obsessive-compulsive-bipolar comorbidity: a
systematic exploration of clinical features and treatment
outcome. J Clin Psychiatry 2002; 63:1129-34.

Perugi G et al.: The clinical impact of bipolar and
unipolar affective comorbidity on obsessivecompulsive
disorder. J Affect Disord 1997; 46:15-23.

Piccinelli M, Pini S, Bellantuono C, Wilkinson G: Efficacy
of drug treatment in obsessive-compulsive disorder. A
meta-analytic review. Br J Psychiatry 1995; 166:424-43.
Sasson Y et al.: Bipolar comorbidity: from diagnostic
dilemmas to therapeutic challenge. Int J Neuropsycho-
pharmacol 2003; 6:139-44.

Correspondence:

Mark Agius, MD

SEPT at Weller Wing, Bedford Hospital
Bedford, Bedfordshire, MK42 9D], UK
E-mail: ma393@cam.ac.uk

44.

45.

46.

47.

48.

49.

50.

51

Soomro GM, Altman D, Rajagopal S, Oakley-Browne M:
Selective serotonin re-uptake inhibitors (SSRIs) versus
placebo  for obsessive compulsive disorder (OCD).
Cochrane Database Syst Rev 2008; 1:CD001765. doi:
0.1002/14651858.CD001765.pub3.

Szechtman H,Culver K, Eilam D: Role of dopamine
systems in obsessive-compulsive disorder (OCD): impli-
cations from a novel psychostimulant-induced animal
model. Pol J Pharmacol 1999; 51:55-61.

Timpano KR,  Rubenstein LM,  Murphy  DL:
Phenomenological features and clinical impact of affective
disorders in OCD: a focus on the bipolar disorder and
OCD connection. Depress Anxiety 2012; 29:226-33.

Ugok A, Tihan AK, Karaday? G, Tiikel R: Obsessive
compulsive symptoms are related to lower quality of life in
schizophrenia. Int J Psychiatry Clin Pract 2014; 11:1-17.
(Epub ahead of print)

van den Heuvel OA, Veltman DJ, Groenewegen HJ, Cath
DC, van Balkom AJ, van Hartskamp J, Barkhof F, van
Dyck R: Frontal-striatal dysfunction during planning in
obsessive-compulsive disorder. Arch Gen Psychiatry
2005, 62:301-9.

Zink M, Schirmbeck F, Rausch F, Eifler S, Elkin H,
Solojenkina X, Englisch S, Wagner M, Maier W,
Lautenschlager M, Heinz A, Gudlowski Y, Janssen B,
Gaebel W, Michel TM, Schneider F, Lambert M, Naber D,
Juckel G, Krueger-Oezguerdal S, Wobrock T, Hasan A,
Riedel M, Miiller H, Klosterkétter J, Bechdolf A:
Obsessive-compulsive symptoms in at-risk mental states
for psychosis: associations with clinical impairment and
cognitive function. Acta Psychiatr Scand 2014. doi:
10.1111/acps.12258. (Epub ahead of print)

Zohar J,Chopra M, Sasson Y, Amiaz R, Amital D:
Obsessive compulsive disorder: serotonin and beyond.
World J Biol Psychiatry 2000, 1:92-100.

Zutshi et al.: Bipolar and non-bipolar obsessive com-
pulsive disorder: a clinical exploration. Comprehensive
Psychiatry 2007; 48: 245-251.

S239





