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It has been over 10 years since the publication of the fifth edition of the Diagnostic and Statistical
Manual of Mental Disorders and the inclusion of a new diagnostic class, the Obsessive-Compulsive and
Related Disorders (OCRDs). This class of disorders includes obsessive-compulsive disorder, which was
removed from the Anxiety Disorders category, and a few other putatively related conditions. Although
this new category promised to raise awareness of underrecognized and understudied problems, the em-
pirical validity and practical utility of this new Diagnostic and Statistical Manual of Mental Disorders
category are questionable. This article reviews the phenomenology of obsessive-compulsive disorder
and then presents a critical analysis of the arguments underlying the OCRD class. Our analysis leads to
a rejection of the OCRD classification on both scientific and conceptual/logical grounds. The article

closes with a discussion of the treatment implications of the OCRD approach.

Public Health Significance Statement

In 2013, the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders removed
obsessive-compulsive disorder from the Anxiety Disorders class to form a new Obsessive-
Compulsive and Related Disorders class that includes hoarding disorder, excoriation (skin picking)
disorder, trichotillomania (hairpulling) disorder, and body dysmorphic disorder. The underlying the-
oretical premise that promoted the creation of this new class relies primarily on the notion that these
disorders revolve around failure in behavior inhibition—the inability to cease one’s actions—that is
purported to be a core mechanism across obsessive-compulsive and related disorders. In this
review, we critically examine the evidence behind this new class of disorders. We review the phe-
nomenology, neurobiology, and neuropsychology of these disorders, as well as psychopathological,
pharmacological, and psychotherapeutic mechanisms. We conclude that there are no scientific
grounds to cluster these disorders under one category and that the only disorder that exhibits simi-
larities to obsessive-compulsive disorder across these facets is body dysmorphic disorder.

Keywords: obsessive-compulsive disorder, trichotillomania, excoriation, hoarding, body dysmorphic

disorder

With the release of the fifth edition of the Diagnostic and Statis-
tical Manual of Mental Disorders (DSM-5; American Psychiatric
Association, 2013), and the subsequent text revision (American
Psychiatric Association, 2022), which did not include any substan-
tive changes to diagnostic criteria, obsessive-compulsive disorder
(OCD) was moved out of the Anxiety Disorders category, and it
became the flagship diagnosis of its own newly established group

of obsessive-compulsive and related disorders (OCRDs). This new
category also includes trichotillomania (TTM; renamed hairpulling
disorder), body dysmorphic disorder (BDD), skin picking disorder
(SPD), and hoarding disorder (HD)—the latter two being newly
introduced in DSM-5. The movement toward this new diagnostic
class was initiated in the 1990s (see Hollander, 1993). Before the
publication of the DSM-5, the disorders in this class were either in

Arthur M. Nezu served as action editor.
https://orcid.org/0000-0001-9640-0970
Jonathan S. Abramowitz (&) https://orcid.org/0000-0002-1721-8060
Dean McKay (2 https://orcid.org/0000-0003-1158-5043
Amitai Abramovitch contributed equally to investigation, meth-
odology, writing—original draft, and writing-review and editing.
Jonathan S. Abramowitz contributed equally to conceptualization,

Amitai Abramovitch

investigation, methodology, writing—original draft, and writing—review
and editing. Dean McKay contributed equally to conceptualization,
investigation, methodology, writing—original draft, and writing-review
and editing.

Correspondence concerning this article should be addressed to Amitai
Abramovitch, Department of Psychology, University of Texas at Austin, 1
University Station, Mail Code A8000, Austin, TX 78712, United States.
Email: abramovitch@utexas.edu


https://orcid.org/0000-0001-9640-0970
https://orcid.org/0000-0002-1721-8060
https://orcid.org/0000-0003-1158-5043
mailto:abramovitch@utexas.edu
https://doi.org/10.1037/cps0000361

This document is copyrighted by the American Psychological Association or one of its allied publishers.

idual user and is not to be disseminated broadly.

cle is intended solely for the personal use of the ind

2
=

All rights, including for text and data mining, Al training, and similar technologies, are reserved.

2 ABRAMOVITCH, ABRAMOWITZ, AND McKAY

other diagnostic classes (such as BDD in somatoform disorders
and TTM in impulse control disorders) or were a symptom of
OCD proper (as with hoarding disorder). The only new diagnosis
is excoriation disorder, which also goes by nonsuicidal self-injury
(see McKay & Andover, 2012). Although this reorganization helps to
spotlight previously overlooked and underresearched conditions such
as hoarding and BDD, the empirical support and clinical utility of
the OCRD grouping remain questionable. It has now been over a
decade since the official designation of this new category, and
thus it is timely to review its suitability in addressing the taxo-
nomic dimensions of this class of disorders. In this article, we
begin by reviewing the phenomenology of OCD, then critically
examine the rationale behind the DSM-5’s OCRD classification,
and conclude with a discussion of its broader implications.

Phenomenology of OCD

Obsessions

Obsessions are persistent, intrusive thoughts, images, or doubts
that are experienced as unwanted, unacceptable, or senseless.
They provoke significant distress, often in the form of anxiety,
fear, or doubt, centered on the possibility of negative outcomes
(e.g., going to hell or becoming ill). Importantly, obsessions are
not ordinary worries about daily life (e.g., work, health, or rela-
tionships; American Psychiatric Association, 2013).

Research shows that obsessions cluster around a few core
themes: (a) contamination, (b) responsibility for harm, (c) taboo or
unacceptable thoughts (e.g., sex, violence, or blasphemy), and (d)
symmetry/completeness (Abramowitz et al., 2010). Despite this
thematic structure, obsessional content is highly individualized,
often reflecting the person’s deeply held values, fears, and uncer-
tainties (e.g., fear of harming loved ones, doubts about moral
transgressions, or intrusive sexual thoughts). Most individuals
with OCD experience multiple types of obsessions (Fontenelle
et al., 2006; Leckman et al., 2010). Common examples are listed
in Table 1.

Obsessions can also be conceptualized as falling into the broad
categories of autogenous and reactive (Lee et al., 2005; Lee &
Kwon, 2003; Lee & Telch, 2010). Autogenous obsessions arise
spontaneously, often without clear triggers, and are typically expe-
rienced as deeply disturbing (e.g., intrusive thoughts of violence or
taboo sexual acts). Reactive obsessions, in contrast, are provoked
by identifiable situations or stimuli (e.g., bathrooms or driving)
and often seem rational enough to lead to compulsive responses

Table 1

like checking or washing. These obsessions tend to focus on
the possibility of becoming contaminated, becoming culpable for
causing harm, or responsibility for committing mistakes.

Neutralizing Behaviors

Neutralizing behaviors are strategies performed in response to
obsessions with the aim of trying to resist or control unwanted
thoughts and the feelings of distress (e.g., anxiety, fear, guilt, or
disgust) associated with them. These behaviors can be ritualistic
(i.e., “compulsive”) in nature, but they may also be subtle or cov-
ert, such as mental strategies like thought suppression or silent
prayer. Avoidance is also a neutralizing behavior as it serves a
similar purpose to regulate obsessional distress. Collectively,
neutralizing may be best understood as a strategy for managing
obsessions and compulsions, and not a symptom in itself (see
Abramovitch, Abramowitz, et al., 2021).

Rituals

To alleviate the doubt and distress associated with obsessions,
individuals with OCD may engage in various topographically
distinct, but functionally similar, ritualistic behaviors—repetitive
overt or mental acts performed according to idiosyncratic rules.
As defined by DSM-5, rituals are typically experienced as pur-
poseful and goal-directed, even though they are clearly excessive
or irrational in relation to the feared outcome (e.g., checking win-
dow locks 10 times before leaving home or repeatedly seeking
reassurance that one has not harmed their children).

Unlike involuntary motor behaviors such as tics, or purposeless
actions seen in psychosis or developmental disorders (e.g., hand-
flapping in autism), OCD rituals are intentional and performed spe-
cifically to neutralize obsessional distress or prevent perceived harm
(Boyer & Liénard, 2006). Common overt rituals include excessive
cleaning or washing, checking (e.g., appliances or doors), counting,
repeating actions (e.g., walking through a doorway multiple times),
and reassurance-seeking. Covert or “mental” rituals may involve
silently repeating certain words or phrases (e.g., “I love God”), men-
tally reviewing past actions, or using “good” thoughts to counteract
“bad” ones. Examples of common rituals are shown in Table 1.

Avoidance

Although not included in the DSM criteria, avoidance is com-
mon in OCD and is used to prevent exposure to situations that
might trigger obsessional distress and the urge to ritualize (Hezel &
McNally, 2016; Salkovskis et al., 1997). For example, one man

Common Obsessions and Compulsions Associated with OCD Dimensions

OCD dimension

Common obsessions

Common compulsions

Contamination

Responsibility for harm and mistakes

Thoughts of germs, illness, poison; feelings of disgust

Thoughts of being culpable for fires, burglaries,

Excessive washing, cleaning, showering;
using barriers when touching surfaces
Excessive checking, seeking reassurance

accidents, breaches of security

Unacceptable/taboo thoughts

Symmetry/incompleteness
“just right”

Thoughts of violence, unwanted sexual images,
blasphemous ideas, existential questioning
Ideas that something is not, even, balanced, or

Reassurance-seeking, mental neutralizing,
praying
Excessive ordering, arranging

Note. OCD = obsessive-compulsive disorder.
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avoided driving past cemeteries because they evoked intrusive
thoughts of death and existential uncertainty about not fully
understanding the meaning of life. Others avoid situations to
escape the need for time-consuming or embarrassing rituals; for
instance, a woman with obsessional fears of inappropriately
using racial slurs in social media posts stopped using social
media altogether.

Other Forms of Neutralizing

People with OCD may engage in other strategies that do not
necessarily meet DSM-5’s criteria for compulsions, as they are not
rigidly rule-bound or excessively repeated. These behaviors, such
as mentally distracting oneself or casually warning others about
perceived risks, can be subtle and highly varied. Despite their
form, such “in-the-moment” neutralizing behaviors function to
reduce obsessional anxiety, suppress or counter intrusive thoughts,
or prevent feared outcomes. In this way, they serve a shared func-
tion with compulsive rituals and avoidance: seeking relief from
obsessional distress.

Insight

Insight into the irrationality of obsessions and compulsions
varies widely among people with OCD (Wu & Lewin, 2017).
Some recognize their thoughts and behaviors as unreasonable
(e.g., “I know touching my shoe probably won’t make me sick,
but I still can’t stop myself from washing my hands”), whereas
others view them as entirely rational (e.g., “If I don’t turn off the
faucet exactly right, my house will flood”). Insight can shift over
time and may differ across obsessional themes. For instance,
someone might dismiss their fear of stepping on cracks as silly
but firmly believe that forgetting to pray will cause harm to his
family. DSM-5 now captures this range of insight with specifiers:
(a) Good or fair insight, (b) Poor insight, and (c) Absent insight/
delusional beliefs, indicating how much the person accepts their
OCD-related fears as unreasonable. Although insight has been
characterized in OCD for years (i.e., Kozak & Foa, 1994), the
clarity of the definitions for different degrees of insight (Moritz
et al., 2025) and how to assess or treat it using available methods
remains limited.

Symptom Dimensions

The functional relationship between obsessions and neutralizing
behaviors is, unfortunately, not clearly reflected in DSM-5, which
allows for an OCD diagnosis based on the presence of either
obsessions or compulsions. This has led to the mistaken impres-
sion that the two are independent processes and to the notion that
OCD can present as “Pure O,” namely, obsessions without any
compulsions. However, albeit perpetuated by the DSM, there is
evidence showing that “Pure O” OCD does not exist in the nature
(Leonard & Riemann, 2012). That is, clinical observations and
empirical research consistently show that obsessions and compul-
sions are functionally related (Foa et al., 1995) and cluster together
in replicable symptom dimensions (e.g., Abramowitz et al., 2010;
Deacon & Abramowitz, 2005; McKay et al., 2004). For example,
obsessions about responsibility for harm or mistakes are typically
paired with checking rituals aimed at gaining reassurance. Obses-
sions related to symmetry and incompleteness co-occur with

ordering, arranging, or counting compulsions. Contamination fears
are usually accompanied by excessive washing and cleaning. Reli-
gious, sexual, and violent obsessions are commonly associated
with mental rituals, thought suppression, and reassurance-seeking
behaviors.

Obsessive-Compulsive-Related Disorders in DSM-5

Categorizing OCD among the anxiety disorders in previous iter-
ations of the DSM made sense on two levels. First, on purely de-
scriptive level, OCD and the anxiety disorders are characterized
by irrational fear, anxious apprehension, and active or passive
avoidance behavior. Second, on a mechanistic level, OCD and
anxiety disorders are all maintained by the same psychological
processes involving threat-relevant cognitive appraisals and nega-
tive reinforcement (Gillan & Robbins, 2014). Moreover, these
conditions all respond to exposure therapy, which promotes fear
extinction (Abramowitz et al., 2019; Sewart & Crask, 2020).

Although some authors have questioned (a) the removal of
OCD from the anxiety disorders category, (b) the creation of a
new OCRD category, and (c) which conditions were included as
OCRDs (e.g., Abramowitz & Jacoby, 2015), proponents (Fineberg
et al., 2018; e.g., Fineberg & Robbins, 2021; Reghunandanan et al.,
2015) argued that OCD and OCRDs are categorized together based
on shared (a) repetitive thoughts/behaviors and behavioral disinhi-
bition; (b) similar onset, comorbidity, and familial patterns; (c)
overlapping brain and neurochemical features; and (d) comparable
treatment responses. We now turn to an examination of the argu-
ments for and against the current positioning of OCD in DSM-5.

Critical Review of the Basis for the OCRD
Diagnostic Class

Repetitive Thoughts and Behaviors in OCD and OCRDs

The DSM-5 provides only a vague overview of how OCD and
the other OCRDs are related and why they have been grouped
together. After a brief description highlighting the repetitiveness
of obsessional thinking and compulsive behavior, the manual
states:

Some other obsessive-compulsive and related disorders are also char-
acterized by preoccupations and by repetitive behaviors or mental acts
in response to the preoccupations. Other obsessive-compulsive and
related disorders are characterized primarily by recurrent body-
focused repetitive behaviors (e.g., hair pulling, skin picking) and
repeated attempts to decrease or stop the behaviors. (American
Psychiatric Association, 2013, p. 235)

Proponents also assert that the repetitive thinking or behavior
patterns fall along a spectrum of failure in behavior inhibition—
the inability to cease one’s actions—with compulsive and impul-
sive behaviors at opposite ends (Fineberg et al., 2011). Put another
way, at one “end” of the continuum are located the “compulsive
disorders” such as OCD and BDD, which are characterized by
repetitive behaviors that serve to reduce risk and harm. Impulse
control problems (e.g., skin picking and hairpulling), in contrast,
represent the other “end” as these conditions are characterized by
behaviors that often have a pleasurable consequence, even if the
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person feels distress over the fact that they cannot resist perform-
ing these behaviors. To this end, the unifying factor among the
OCRD:s is the presence of repetitive behaviors that the person
seemingly cannot stop performing. In the 12 years since the publi-
cation of the DSM-5, however, empirical research has not pro-
vided any evidence that such a spectrum of behavioral inhibition
exists or, much less, unifies these disorders in a single category.
Rather, inhibitory functions appear to be deficient in OCD (e.g.,
Kashyap & Abramovitch, 2021; Mar et al., 2022), but also across
all anxiety disorders, and indeed across most DSM disorders
(Abramovitch, Short, et al., 2021), with a lack of specificity to the
OCRDs (Zainal & Newman, 2022).

It is not surprising that the key organizing construct for the
OCRD category is unsupported by empirical research because
the conceptual pillar upon which it is based is flawed in its basic
rationale. By emphasizing the presence of repetitive behaviors
(compulsive, body-focused, impulsive, or otherwise) as criteria
for the OCRD class, this approach overlooks the more essential
mechanistic features of OCD and putatively related conditions,
namely the cycle of obsessions — Distress/Anxiety — Compul-
sions — Relief via negative reinforcement that is driven by fac-
tors such as the intolerance of uncertainty, guilt and disgust
avoidance, and the misinterpretation of intrusive thoughts
(Abramowitz et al., 2026). This oversight is, however, consistent
with the DSM’s largely descriptive and atheoretical approach to
taxonomy wherein the disorders are defined merely by lists of
signs and symptoms rather than theoretically grounded concep-
tual models with empirical support. The definition of OCD as
including either obsessions or compulsions is an emblem of this
descriptive approach to diagnosis, and it leads to drawing paral-
lels between OCD and seemingly any other disorders that
involve repetitious thinking or behavior (e.g., Hollander, 1993).
However, the flaw with this method for grouping disorders is
easy to recognize if we apply it as follows:

1. Vomiting is a symptom of bulimia nervosa.

2. Vomiting is a symptom of salmonella poisoning.

3. Therefore, bulimia and salmonella poisoning are part of
the same family of disorders.

As we have discussed, however, in OCD, compulsive behavior
is uniquely performed in response to specific cues such as particu-
lar personally relevant situations or thoughts that evoke anxiety
concerning feared outcomes. Moreover, anxiety and compulsive
urges generally subside (at least somewhat, and only temporarily)
after completion of the ritual. The evocation of compulsive urges
by obsessional fear and the immediate reduction in anxiety follow-
ing compulsive behavior are the hallmarks of OCD. This problem
is hardly a failure in behavioral inhibition, as people with OCD are
often able to delay or stop their rituals and many do so regularly,
for example, if rituals will cause embarrassment or if instructed to
do so as part of treatment by exposure and response prevention
(ERP). Moreover, research shows that behavioral inhibition itself
is a vulnerability factor for OCD and anxiety disorders (Coles et al.,
2006; Rosenbaum et al., 1993). In addition, research indicates that
inhibitory function deficits are transdiagnostic, and not specifically
characteristic of disorders associated with real-life behavioral
impulsivity (Abramovitch, Short, et al., 2021). In addition, a recent
meta-analysis indicated that OCD is not associated with significant

behavioral impulsivity compared with controls (Abramovitch
et al., 2026). We next examine whether the functional pattern that
characterizes OCD is also present in the other OCRDs.

Trichotillomania (Hairpulling Disorder)

The DSM-5 includes five criteria for trichotillomania, the first
two being (a) recurrent hairpulling resulting in hair loss and
(b) repeated attempts to stop the hairpulling (the last three specify
that the problem causes distress or impairment, is not attributable
to substance use or medical condition, and is not better accounted
for by another mental disorder). If we employ these two criteria
alone in understanding patients who repetitively pull their hair,
they appear to share the presence of repetitive behaviors and
seeming failure in behavioral inhibition with people with OCD.
Yet a more careful examination reveals that trichotillomania is
phenomenologically distinct from OCD.

Although repetitive behaviors can be observed among those
with OCD and those with trichotillomania, the intrusive anxiety-
evoking obsessional thoughts that occur in OCD are not present in
trichotillomania. To explain the inclusion of trichotillomania as a
form of OCD, however, Stein et al. (1995) had to minimize the im-
portance of obsessions, writing that the differences in emphasis
between obsessions (in OCD) and “compulsive behavior” in tri-
chotillomania are “subtle” (p. 29). Yet this is not a “subtle” differ-
ence. Rather, it is a very clear and important distinction because it
is obsessional fear that motivates the repetitive behavior (i.e., com-
pulsive rituals) in OCD. In contrast, research indicates that urges
to pull hair in trichotillomania are not precipitated by obsessional
fears, but instead by feelings of general tension, depression, anger,
boredom, frustration, indecision, or fatigue (Christenson et al.,
1993; Stanley & Mouton, 1996). Hairpulling in trichotillomania
also leads to pleasurable feelings (Grant & Potenza, 2004; Schreiber
et al., 2011), a phenomenon not at all observed with rituals in OCD
(Stanley et al., 1992).

Skin Picking (Excoriation)

The diagnostic criteria for excoriation are identical to those for
trichotillomania, substituting “skin picking” for “hairpulling.” Yet,
although it has not been as intensively studied as hairpulling, its
distinctions from OCD are just as clear. That is, excoriation does
not involve obsessional thoughts, and repetitive skin picking has a
different function than do compulsive rituals in OCD. Specifically,
pathological skin picking may be triggered by an array of antece-
dents, including general stress, apprehension, time away from
scheduled activities (e.g., sitting on the couch, watching television,
or reading), boredom, and feeling tired or angry (Arnold et al.,
2001; Neziroglu et al., 2008). Moreover, unlike in OCD, emotion
regulation difficulties and emotional reactivity have been shown to
predict skin picking even after controlling for depression, anxiety,
and worry (Snorrason et al., 2010). Skin picking can also be trig-
gered by the feel (e.g., a bump or unevenness) or look (e.g., a
blemish or discoloration) of the skin. Moreover, episodes of skin
picking (and hairpulling) often begin without the person’s aware-
ness (“unfocused”) but become more conscious (“focused”) after
a period of time (Keuthen et al., 2000; Lochner et al., 2002). This
is all in contrast to the deliberate anxiety-reducing compulsive
behavior in OCD, which is a response to specific obsessional
stimuli.
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Hoarding Disorder

The DSM-5 describes hoarding disorder as characterized by
excessive acquisition and difficulty discarding or parting with
possessions—even those of limited value—due to an intense
perceived need to save such items and distress associated with
discarding them. As a result, large numbers of possessions accu-
mulate and clutter the person’s living areas to the extent that it
may become difficult to use the living space for its intended pur-
poses. Hoarding is observed in a number of DSM conditions, includ-
ing depression, anorexia nervosa, schizophrenia, and dementia (e.g.,
Abramowitz et al., 2008; Frankenburg, 1984; Luchins et al., 1992),
and the text of the DSM-5 does not make clear why it is included
as an OCRD. For several decades, however, hoarding was consid-
ered to be a symptom of OCD (Hayward & Coles, 2009) based on
observations that the difficulty discarding possessions was a form
of compulsive behavior. This impression was reinforced by early
studies conducted in OCD clinics, creating a sampling bias that
made hoarding appear closely tied to OCD (e.g., Hayward &
Coles, 2009). Yet hoarding symptoms differ markedly from those
of OCD. First, although hoarding involves recurring thoughts of
acquiring and maintaining possessions, these thoughts are not
experienced as fear-provoking in the same way that OCD obses-
sions are, and they are not particularly intrusive or unwanted
(Rachman et al., 2009; Wheaton et al., 2011). Moreover, exces-
sive acquiring and saving does not result in an escape from obses-
sional anxiety in the way that washing or checking in OCD does
and thus cannot be conceptualized as “compulsive” or “ritualistic”
in the OCD sense (e.g., Rachman et al., 2009).

Body Dysmorphic Disorder

There are two main diagnostic criteria for BDD in DSM-5. The
first is preoccupation with one or more perceived defects or flaws
in physical appearance (i.e., beliefs that one looks ugly or
deformed) that are only slightly or not at all observable to others.
The second is excessive repetitive behaviors (e.g., checking
one’s appearance) or mental acts (e.g., comparing oneself to
others) that are performed in response to the preoccupation.
Research and clinical observations indicate that in addition to
these superficial similarities between BDD and OCD, there are
also more genuine similarities in how these repetitive symptoms
are experienced and how they function to maintain their respec-
tive conditions. In particular, as with obsessions in OCD, the
appearance-related preoccupations in BDD are experienced as
intrusive, unwanted, and anxiety provoking; and as with compul-
sive rituals in OCD, the repetitive behaviors have an anxiety-
reduction function and are not experienced as pleasurable
(Phillips et al., 2010). Moreover, research shows that the exces-
sive checking and comparing behaviors contribute to maintain-
ing the appearance-related preoccupations in much the same
way that compulsive rituals maintain obsessional fears in OCD
(Phillips et al., 2010; Veale & Riley, 2001; Windheim et al., 2011).
Accordingly, the symptoms in BDD appear to overlap in important
ways with those of OCD.

Conclusions

Apparent overlaps between the symptoms of OCD and other
mental disorders may be found on two levels. The first and more

trivial level is the form or topography of symptoms. For certain,
OCD and the other OCRDs all share repetitive thinking or
behavior as a symptom. Yet only some of these repetitive behav-
iors resemble OCD on the second and more critical level, which
is the experience, function, and motivation of that symptom for
the individual. Beyond the fact that obsessions and compulsions
are repetitive, these phenomena repay careful examination with
rich patterns of thinking and behavior that are unique to OCD
and BDD among the OCRDs. Careful examination of behaviors
such as skin picking and hairpulling leads to a rich understanding
of these “impulse control” problems as well, but the experience
of thinking and behaving involved here are distinct from those of
OCD and BDD.

Do compulsivity and impulsivity exist on a “spectrum” as
espoused by OCRD proponents? Do we have a firm basis for
considering the OCRDs as characterized by failures in behavioral
inhibition? Although there might be some commonsense appeal
here, the meanings of “compulsivity,” “impulsivity,” and “spec-
trum” have not been well defined. What is known is that the com-
pulsive behavior in OCD and BDD has an escape function (i.e.,
from obsessional fear and preoccupation) and is negatively rein-
forced by the (albeit temporary) reduction in distress that it engen-
ders; the impulsive behavior which characterizes trichotillomania
and excoriation is gratifying in that the patient feels a rush of
excitement when the behavior is performed that is intrinsically
positively reinforcing (Grant & Potenza, 2004). Yet the extant
research suggests no specific relationship between these types of
behaviors. Indeed, as we will discuss shortly, DSM-IV (American
Psychiatric Association, 1994) impulse control disorders occur at
low rates among patients with OCD (Bienvenu et al., 2000), and
individuals with OCD do not evidence greater levels of impulsiv-
ity than do those with other mental disorders (Abramovitch et al.,
2026; Summerfeldt et al., 2004). Accordingly, if we consider an
overlap in symptom function as a criterion for relatedness to
OCD, only BDD should legitimately be included as an OCRD.

Overlaps in Age of Onset, Comorbidity, and Family
Loading

Age of Onset and Course

Findings suggest that although OCD may begin at any time
from childhood through old age, it has a mean age of onset in the
late teens into the midtwenties (e.g., Anholt et al., 2014; Antony
et al., 1998). OCD is also a chronic condition that, absent effective
treatment, waxes and wanes throughout its course. Likewise, the
other OCRDs typically onset in adolescence through early adult-
hood and follow a similar course (Phillips & Kelly, 2021; Ricketts
et al., 2018; Zaboski et al., 2019). Similarity in age of onset and
course, however, is not a persuasive argument for the OCRD diag-
nostic class because these demographic features are not at all spe-
cific to OCD and the other OCRDs. A perusal through the DSM-5
shows that virtually all depressive, bipolar, anxiety, somatic symp-
tom, dissociative, sexual, sleep, personality, substance-related,
psychotic, and eating disorders also begin during this time of life
and evidence a generally chronic course if effective treatment is
not sought. Thus, the fact that the OCRDs share these characteris-
tics does not indicate anything specific about these conditions,
much less that they are related to one another or to OCD.
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Patterns of Comorbidity

It has been suggested that OCRDS share similar patterns of
comorbidity. Several large studies, however, do not support this
assertion. For example, Bienvenu et al. (2000) found that among
80 individuals with OCD, although the comorbidity rate with
BDD was 15%, only 4% of these patients had comorbid trichotil-
lomania. This supports our contention that BDD is more closely
related to OCD than is trichotillomania. Other studies have
reported largely similar results (Jaisoorya et al., 2003; Lovato
et al., 2012), suggesting that other than BDD, the OCRDs are
rather uncommon among individuals with OCD.

It is surprising that the proponents of moving OCD out of the
anxiety disorders would appeal to the comorbidity argument to
make their case for the OCRDs because research shows that OCD
is more consistently comorbid with anxiety disorders than with the
OCRDs (e.g., Jaisoorya et al., 2003). For example, 13% of OCD
patients also met criteria for generalized anxiety disorder, 20.8%
met criteria for panic disorder, 16.7% for agoraphobia, 36% for
social phobia, and 30.7% for specific phobias (Nestadt et al.,
2001). Thus, using this reasoning, the evidence indicates that
OCD is 5-10 times more closely related to other anxiety disorders
than to most of the OCRDs!

Moreover, a logical, as opposed to empirical, problem with
using comorbidity patterns to group disorders is that comorbidity
merely signifies some association among disorders, not necessarily
an etiologically or nosologically meaningful one. Indeed, comor-
bidity is commonplace among major mental disorders, and there
are numerous explanations for this phenomenon that do not require
co-occurring conditions to be related to one another. Consider, for
example, that alcohol dependence and posttraumatic stress disor-
der are more highly comorbid than what would be expected by
chance (Kramer et al., 2014). Although there might be several rea-
sons for this (e.g., both may develop when reintegrating into life
following military deployment), we would not suggest these two
disorders are part of the same diagnostic category. Similarly, at
least half of OCD sufferers meet criteria for a depressive disorder,
yet this does not suggest that OCD and depression are part of the
same diagnostic class. Thus, comorbidity patterns are of limited
value in understanding the uniqueness of OCD and its links to
OCRDs. OCRD proponents have never specified how comorbidity
suggests meaningful similarity.

Family Patterns

It has been suggested that OCRDs occur frequently in relatives
of people with OCD, which may imply a common genetic factor.
The available research, however, does not support this simplistic
idea. For example, Bienvenu et al. (2000) found that the lifetime
prevalence of trichotillomania in first-degree relatives of adults
with OCD was only 1%. In contrast, the rates of anxiety disorders
among first-degree relatives of people with OCD are far higher
than the rates of OCRDs among relatives of OCD sufferers (e.g.,
Bienvenu et al., 2000; Nestadt et al., 2001). Therefore, the asser-
tion that familial pattern represents a valid basis for grouping to-
gether the OCRDs again more strongly supports the notion that
OCD should be grouped with the anxiety disorders. In other words,
the available data are more consistent with the notion of shared
genetic vulnerability among OCD and the anxiety disorders, as
opposed to genetic links between OCD and the putative OCRDs.

Overlaps in Neurobiological Factors

Advocates of the OCRD classification often argue that disorders
in this category share neurobiological irregularities—primarily
neurocircuitry and neurotransmitter abnormalities (Fineberg et al.,
2011; Hollander et al., 2005). Fineberg et al. (2011), for example,
argued that “the focus has shifted from learning models in which
anxiety-driven obsessions entrain neutralizing compulsions to an
emphasis on the primacy of obsessional thoughts and compulsive
behaviors as disorders of basal ganglia dysregulation” (p. 1). There
are, however, a number of crucial empirical and logical difficulties
with strong contentions such as this one. In this section, we discuss
how data from brain imaging, pharmacotherapy outcome studies,
and studies of neurotransmitter systems have been misrepresented
as suggesting a common neurobiological etiology of the OCRDs.

Brain Structure and Function

A large body of brain imaging research has consistently identi-
fied statistically significant differences between OCD and control
samples across the cortical-striatal-thalamo—cortical (CSTC) neu-
ronal pathway (e.g., Shephard et al., 2022). Specifically, OCD is
associated with resting-state hyperactivity in this pathway, as well
as central regions across this neuronal network, including the or-
bital frontal cortex, caudate nucleus, and hypothalamus (Saxena &
Rauch, 2000). Structural brain imaging studies yielded more
inconclusive results (Boedhoe et al., 2017). However, only a lim-
ited body of brain imaging literature is available for other OCRDs,
and virtually no imaging study has directly compared OCD sam-
ples with OCRD samples. Within this small body of literature, HD
is associated with different neurobiological correlates compared
with OCD (e.g., Stevens et al., 2020). Similarly, albeit based on
limited imaging research, less than a few imaging studies on body-
focused repetitive behaviors (BFRBs), such as hairpulling, did not
find evidence for the consistently replicate CSTC alterations found
in OCD (Slikboer et al., 2018). In fact, research suggests that
BFRBs may be more neurologically akin to impulse control disor-
ders (e.g., gambling disorder) or tic disorders. Finally, although
only limited research exists, imaging studies in BDD highlight
several similarities with OCD studies including similar CSTC
findings (e.g., Grace et al., 2017). These similarities are not sur-
prising, given our hypothesis that BDD is the only OCRD that is
mechanistically similar to OCD. Nevertheless, proponents of the
OCRDs category propose that neurological findings suggest that
the OCRDs share common and overlapping “brain abnormalities”
that support the inclusion of these disorders under the same cate-
gory (e.g., Fineberg et al., 2020).

It is also important to highlight some critical conceptual and
methodological caveats of the OCRD neuroimaging literature.
First, imaging studies in OCRDs typically include very small sam-
ple sizes; for example, SPD studies included between 18 and 25
clinical participants (Huggins et al., 2020; Odlaug et al., 2016;
Schienle et al., 2018). Although some studies on HD and BDD
include somewhat larger samples, these sample sizes are far
smaller than that required for generalizable imaging findings (n >
1,000; Marek et al., 2022). Moreover, a systematic review reported
that only 3% of neuroimaging studies reported a power calculation
(Szucs & loannidis, 2020).

Another issue pertains to the extent of false-positive findings
that limits generalizability and replicability in imaging studies.
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Imaging studies typically include a large number of comparisons,
and to facilitate interpretation of the study’s results, the standard
practice is for researchers not only to employ a correction for fam-
ilywise inflation of Type I error (multiplicity correction) but also
to determine the appropriate (conservative) cluster defining pri-
mary threshold (Eklund et al., 2016). Unfortunately, multiple large
studies and systematic reviews indicate that most imaging studies
do not adequately employ those necessary corrections (Woo et al.,
2014; Yeung, 2018) and that this may result in up to 70% of all
imaging results being positives (e.g., Eklund et al., 2016). In fact,
in the context of imaging research in psychopathology, this prob-
lem frequently leads to multiple positive results by chance (Vul
et al., 2009).

Additional limitations prevalent in brain imaging research in
general, as well as in the context of OCRDs research, pertain to
the specificity of imaging results. First, there is a dearth of
research conducting direct comparisons between OCRDs that
would facilitate examination of similarities and differences
between the disorders. There is also a lack of research comparing
individuals diagnosed with OCRDs and with other psychiatric dis-
orders to ascertain whether brain functions and structures in
OCRDs are specific to this cluster or whether these are associated
with other forms of psychopathology. This is a central concern
because the formation of the DSM-5 OCRDs category relied heav-
ily on the assumption that these disorders share common underly-
ing pathophysiology (e.g., Stein et al., 2010).

A further issue is that OCD itself is not associated with any type
of distinct disorder-specific pathophysiological finding. Indeed, an
umbrella review of meta-analyses examining all biomarkers avail-
able for analyses (including neurocognitive and neurobiological
markers) found no disorder-specific diagnostic marker for OCD
across 73 markers (Fullana et al., 2020). Moreover, an examina-
tion of imaging studies across OCRDs indicates variability and
inconsistency between different OCRDs. For example, there is
evidence that BFRBs are associated more with patterns of brain
activity related to impulsivity, as well as disgust and emotional
responsivity (i.e., insula and amygdala; Wabnegger et al., 2018),
and OCD and BDD are more associated with compulsivity (i.e.,
orbital frontal cortex and CSTC pathways; e.g., Milad & Rauch,
2012), even though some researchers continue to suggest similar
pathophysiology across OCRDs (e.g., Fineberg et al., 2018).
Therefore, it is imperative to conduct research to examine overlap
in brain abnormalities between multiple OCRDs, but to date, this
type of research is lacking.

Finally, proponents of the biomedical conceptualization OCRDs
often draw causal inferences from neuroimaging data, neglecting
that correlational findings do not justify causal conclusions. As
brain imaging studies are cross-sectional group comparisons, they
can only establish associations between having an OCRDs diagno-
sis and brain structure or function. It is a fallacy to infer that these
associations indicate brain abnormalities that cause these disor-
ders, much like one cannot claim that the link between carrying a
lighter and lung cancer suggests that carrying a lighter is an abnor-
mality or a cause of lung cancer. Without true experimental data,
claims about OCRDs and brain imaging must be restrained. It is
also possible, and indeed more likely, that differences in brain
function between OCRDs and controls are a result of having
OCRDs. This is supported by a body of literature indicating that
differences in patterns of brain activity normalize after a

successful course of cognitive—behavioral therapy (CBT) without
any biochemical intervention (Stephenson et al., 2025).

In sum, after more than a quarter century of brain imaging
research, there have been no major advances toward understanding
the causes of psychological disorders (Insel, 2009). Considering
the limitations described in this section, it is evidently more appro-
priate to conclude from such studies that, for example, compared
with nonclinical controls, people diagnosed with OCRDs some-
times exhibit increased striatal brain activity, compared with the
all-to-prevalent but unscientific conclusion that increased striatal
activity represents a brain abnormality that causes OCRDs.
Therefore, arguments pertaining to overlaps in brain “abnormal-
ities” as a basis for creating and justifying the OCRD classification
category are not credible.

Neurotransmission

One of the most consistent findings in the psychiatric literature
on OCD (and related disorders) is that pharmacotherapy by sero-
tonin reuptake inhibitors (SRIs) and selective serotonin reuptake
inhibitors (SSRIs; e.g., clomipramine and sertraline) can be effec-
tive, albeit with approximately 50% response rate (Pittenger,
2021). This has recently been echoed in the International OCD
Foundation’s OCD Treatment Guidelines (International OCD
Foundation, 2025). Together with a few studies examining seroto-
nergic dynamics in OCD (Insel et al., 1985), the finding that SRIs/
SSRIs were effective for OCD led to the “serotonin hypothesis”
that OCD is caused by an “imbalance” of serotonin (Barr et al.,
1993; Zohar et al., 2004). Given the oversimplification and lack of
supporting empirical evidence (discussed later in this section) for
the serotonin hypothesis, and unsatisfactory treatment response
rates, additional “chemical imbalance” models of OCD and related
disorders have been proposed, including dopamine (Koo et al.,
2010), and glutamate (Grassi et al., 2024).

Yet, here as well, OCRD proponents draw unwarranted causal
conclusions inferring that the effectiveness of SRIs/SSRIs demon-
strates that the OCRDs overlap in terms of abnormally functioning
serotonin or dopamine systems (e.g., Sachdev et al., 2019). This
inference is problematic for several reasons. First, SRIs have not
demonstrated efficacy for several OCRDs, including HD, SPD,
and hairpulling disorder (Borue et al., 2015). More fundamentally,
etiological conclusions cannot be logically derived from treatment
response data, as doing so commits the ex juvantibus fallacy—
inferring disease mechanisms from responsiveness to an interven-
tion. This reasoning error has long been recognized and critiqued
in the context of psychiatric pharmacotherapy (e.g., Lacasse &
Leo, 2005). This etiological model is also vulnerable to the post
hoc ergo propter hoc (“after this, therefore because of this”) fal-
lacy, a reasoning error that has been widely recognized in psychi-
atric research for decades (Valenstein, 2002; Whitaker, 2011). To
illustrate this logical fallacy, consider that some individuals use
cannabis to alleviate stress. It would be unreasonable to conclude,
on this basis, that stress is caused by low levels of cannabis (or
Delta-9-tetrahydrocannabinol) in the brain. Accordingly, treatment
response cannot provide a conclusive or definitive basis for deter-
mining the etiology of a disorder.

Without question, obsessive-compulsive behavior, and the
behaviors or symptoms characterizing other OCRDs, involve neu-
rotransmitter systems. However, there is little (if any) evidence
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that these symptoms are caused by abnormalities in these neuro-
transmitter systems (Moncrieff et al., 2023). Moreover, these neu-
rotransmitters are associated with a myriad of behaviors and
cognitions and therefore likely also with numerous DSM diagno-
ses. Accordingly, alterations in monoamines may be a transdiag-
nostic finding across disorders and symptoms and not specific to
any subgroups of disorders (e.g., Buckholtz & Meyer-Lindenberg,
2012).

Neurocognitive Function

An ever-growing body of neuropsychological research in OCD
has accumulated, focusing on neurocognitive functions, with par-
ticular interest in executive functions (Abramovitch et al., 2013,
2015; Fradkin et al., 2018; Kashyap & Abramovitch, 2021;
Leopold & Backenstrass, 2015; Shin et al., 2014; Snyder et al.,
2015). Taken together, this research indicates that OCD is associated
with underperformance on neuropsychological tests across domains,
with small-to-medium effect sizes. Larger effect sizes have been
found for inhibitory functions, and planning, but also for nonverbal
memory (for a brief overarching review of meta-analyses, see
Kashyap & Abramovitch, 2021). Importantly, however, the magni-
tude of these effects does not meet criteria for impairment in any of
those domains (i.e., the between-group differences are not clinically
meaningful). A comprehensive review examining all available can-
didate disorder-specific biological and cognitive markers concluded
that “our results suggest that there is currently no single specific or
incrementally valid diagnostic biomarker for OCD” (Fullana et al.,
2020, p. 509).

Far fewer neuropsychological studies have been conducted on
other OCRDs. The second most researched disorder in terms of
neuropsychological studies is BDD. Two systematic reviews are
available, the first of which was a meta-analysis of 23 studies that
examined selective attention and memory (Johnson et al., 2018).
The authors reported that BDD was associated with significant
underperformance on memory and selective attention tests, with
medium effect sizes. More recently, a more comprehensive sys-
tematic review (K = 54) found that BDD was associated with defi-
cient test performance across several domains, including attention
and memory, but also across several executive functions, including
working memory, flexibility, and planning (Holmes a Court et al.,
2025). Notably, given the similarity in phenomenology and psy-
chopathological mechanisms between OCD and BDD, it is not
surprising that these domain deficiencies reported in BDD are very
similar to the deficiencies found in OCD.

A somewhat smaller body of neuropsychological literature is
available for HD, albeit the few available systematic reviews differ
quite significantly in their findings. In the first review HD, Woody
et al. (2014) examined data from 15 studies and concluded that
compared with controls, there was “replicable evidence” that HD
is associated with deficits in visuospatial functioning, attention,
and two executive functions: problem-solving and organization. A
later systematic review that included 12 studies identified deficits
only in attention and inhibition (Gledhill et al., 2021). Interest-
ingly, a more recent systematic review that included 22 studies
concluded that there is no evidence for cognitive deficits in HD,
other than in categorization (Stumpf et al., 2023). Notably, this
investigation included studies examining neuropsychological func-
tion in HD versus other clinical samples. Taken together, despite

these discrepancies, it appears that HD may be associated with
some deficiencies in executive functions.

Finally, far less neuropsychological research has been con-
ducted on SPD and TTM. Given the hallmark symptoms in these
two disorders, namely frequent difficulties managing urges to
engage in behaviors, some of which are automatic, most neuropsy-
chological investigations in TTM and SPD largely focused on two
main cognitive functions: motor inhibition and cognitive flexibil-
ity. In a recent meta-analysis of cognitive function in TTM, the
authors reported that there is evidence for deficient performance
on response cancellation (a type of inhibitory function) and extra-
dimensional shifting (related to cognitive flexibility and working
memory), both of which were associated with small effect sizes
(Ali et al., 2024). A more recent systematic review examined ex-
ecutive function in TTM and SPD and concluded that “TTM and
SPD do not seem to be characterized by broad deficits in execu-
tive function; rather, individuals with TTM and SPD show spe-
cific deficits in response inhibition, with some evidence of
shifting difficulties in TTM” (Barber & Lee, 2025, p. 6). How-
ever, both reviews note that the included studies suffer from
small sample sizes and the inclusion of comorbidities.

Taken together, all OCRDs are associated with some deficien-
cies in executive functions, whereas BDD and OCD have been
also found to perform more poorly than controls on other cognitive
functions, including attention, processing speed, visuospatial func-
tions, and memory—with small-to-medium effect sizes reported
across OCRDs. However, these differences cannot be attributed to
or used as disorder-specific indicators for any disorder or groups
of disorders. Over and above the fact that there is a significant
difference in terms of the number and scope of neuropsychologi-
cal studies investigating each disorder, it has been consistently
demonstrated that cognitive dysfunction is a transdiagnostic
dimension (i.e., the C factor; Abramovitch, Short, et al., 2021).
Moreover, in the vast majority of disorders, including OCRDs,
the effect sizes are mostly small to medium, which does not meet
criteria for impairment on these functions.

Conclusions

The view that OCD and the other OCRDs are best concep-
tualized as disorders of basal ganglia dysfunction or impaired
inhibitory control—rather than as conditions rooted in learned
behavioral responses to fear-provoking stimuli—implicitly priori-
tizes biological and neurocognitive processes over psychological
ones. However, it has become increasingly clear that neurocogni-
tive deficits and differences in brain structure and function are nei-
ther disorder-specific nor symptom-specific (e.g., Abramovitch,
Short, et al., 2021). Indeed, lack of specificity has been also found
for neural functions associated with cognitive control (McTeague
et al., 2017), as well as for “peripheral” biological markers (Pinto
et al., 2017), all of which have been identified as transdiagnostic.
This point has been articulated in a meta-analysis concluding
that neural correlates of cognitive control reflect a general vul-
nerability to psychopathology rather than mechanisms unique
to any single disorder: “Neuropsychological performance, gray
matter volume, and now functional brain activation evidence
converge to implicate transdiagnostic disruptions in the neurocir-
cuits underlying general cognitive control capacity” (McTeague
etal., 2017, p. 683).
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Although biological processes are necessary for the existence of
OCRDs, biological and neurocognitive processes are not more
essential than psychological processes. Reducing OCRDs to the
level of biological function is therefore not an optimal way to
understand these (or any other) mental disorders. By analogy, the
best way to understand a painting is not to reduce it to the exact
chemical composition of acrylic paint. Although the molecular
structure of paint constrains what can be depicted, it does not
explain painting’s design, meaning, or function.

Correspondingly, whereas brain imaging and neurocognitive
data offer information unavailable through self-report, these data
are not inherently more accurate, meaningful, or valid than psy-
chological data (Miller & Keller, 2000). Rather, biological and
psychological approaches offer different domains of information.
In this light, neo-reductionistic appeals (Abramovitch & Schweiger,
2015) to a shared neurobiological or neurocognitive etiology as
ground for grouping the OCRDs appear less as cautious, meth-
odologically rigorous scientific arguments and more as post hoc
efforts to legitimize the OCRD classification itself.

Overlaps in Treatment Response

Treatment response is perhaps the most important litmus test for
the validity of the OCRD category because successful treatment is
the ultimate goal of identification, classification, and research on
potential etiological factors (discussed in McKay & Neziroglu,
2009). Yet, once more, the OCRD conceptualization faces consid-
erable conceptual and empirical difficulties. The DSM-5 notes the
“clinical utility” (p. 235) of grouping OCRDs together in the same
diagnostic class, and OCRD proponents have specifically argued
that these conditions overlap in terms of their response to pharma-
cological interventions—namely preferential response to SSRIs
(i.e., SSRIs; Fineberg et al., 2011). The appeal to this preferential
response, however, is only clinically useful in delineating a class
of OCRD:s if three conditions are met: (a) preferential response
to SSRIs is observed uniformly among the OCRDs, (b) the pref-
erential response to SSRIs is only observed among the OCRDs,
and (c) SSRIs are the best treatment available for the OCRDs.
Careful examination of the most prudently conducted research
(i.e., randomized controlled trials [RCTs]) indicates that none of
these conditions are met.

Examining the OCRDs as a group that share common etiologi-
cal factors and yet are taxonomically distinct as demanded by the
DSM-5 would imply that an examination of treatment would fulfill
three criteria. First, (a) treatments should have generality across
diagnoses such that the same class of medication provides relief to
all members of that class. This is premised on the topographic sim-
ilarities (i.e., repetitive behavior and problems in inhibitory con-
trol) and on functional similarities. Treatments for this class of
disorders should also have (b) specificity in that the application of
these interventions would not demonstrate substantial benefit for
disorders outside this class. And finally, (c) these treatments need
to demonstrate congruence in that they relate to each other in a
meaningful way in connection with targeting the putative class of
OCRDs.

Assumption A: Uniform Response to SSRIs

Meta-analysis of the numerous RCTs with thousands of OCD
patients indicates the efficacy of SSRIs (as well as clomipramine,

which is a less selective SRI) relative to placebo (Eddy et al.,
2004; Greist et al., 1995). The only available placebo-controlled
trial in BDD also indicates that fluoxetine (an SSRI that is effec-
tive for OCD) is efficacious for this OCRD (Phillips et al., 2002).
Yet SSRI response in the other OCRDs is inconsistent. One meta-
analytic study by Bloch et al. (2007) found that with the exception
of clomipramine, SSRIs were no more effective than placebo in
the treatment of trichotillomania. A second meta-analysis by Bloch
et al. (2014) revealed that patients with hoarding symptoms were
about 50% less likely than patients with OCD to respond to SSRIs.
Only two placebo-controlled studies have been published for SPD:
one showing significant reduction with fluoxetine on only one of
three outcome measures (Simeon et al., 1997) and the other find-
ing that citalopram was no more effective than placebo (Arbabi
et al., 2008). The only conclusion that can be drawn from these
data is that the OCRDs do not show a uniform response to SSRIs.
Accordingly, SSRIs do not demonstrate generality across diagno-
ses within the OCRDs.

Assumption B: Preferential Response to SSRIs Is Specific
to OCRDs

Numerous RCTs demonstrate that the SSRIs are efficacious in
the treatment of problems other than the OCRDs, including unipo-
lar depressive disorders (e.g., Fournier et al., 2010; Schatzberg &
Nemeroff, 2013) and anxiety disorders such as social anxiety dis-
order (Hedges et al., 2007). Thus, the OCRD conceptualization
lacks specificity: Because SSRIs help numerous conditions, the
observation that a group of problems respond preferentially to
these agents cannot reveal anything unique about these disorders.

Assumption C: SSRIs Are the Best Treatment for OCRDs

A meta-analysis of 13 RCTs directly comparing SSRIs and
CBT (mainly ERP) in the treatment of OCD revealed that CBT is at
least as effective (if not more so) than SSRIs for OCD (Romanelli
et al., 2014). Indeed, it is widely acknowledged that CBT is the first-
line treatment for OCD (before SSRIs in most cases; Koran et al.,
2007; NICE, 2005). Many of these studies included patients with
hoarding, yet no RCTs to date have compared SSRIs with other
forms of treatment (e.g., CBT) in an exclusively hoarding disorder
sample. In BDD, although larger effect sizes and more consistently
positive findings are reported in studies of CBT (usually ERP) com-
pared with those evaluating SSRIs, there are no direct comparison
RCTs (Ipser et al., 2009; Williams et al., 2006). Similarly, data from
RCTs for SPD indicate more consistency in response to behavioral
interventions (e.g., habit reversal training) than to SSRIs (e.g., Grant
et al., 2012), although there are as yet no direct comparison studies.
In trichotillomania, Bloch et al.’s (2007) meta-analysis revealed that
habit reversal training had a larger effect size than did SSRIs. Thus,
research suggests that SSRIs are not the most effective treatment
for any of the OCRDs and lack congruence as the interventions do
not address the disparate symptoms expressed among the putative
disorder class.

Rather, the empirical evidence suggests that psychological inter-
ventions (i.e., behavioral and cognitive-behavioral) are at least as
effective as the SSRIs across the OCRDs. A noteworthy aspect
of cognitive and behavioral interventions often overlooked by
OCRD proponents is that they are derived from specific models
of psychopathology (not necessarily etiology) that have a sound
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empirical basis. The use of ERP for OCD and BDD, for example,
is guided by a literature of experimental research demonstrating
that these conditions are characterized by irrational (obsessional)
fears that are maintained by avoidance, compulsive rituals, and other
neutralizing responses that reduce fear in the short term, but that
impede longer term fear extinction (e.g., Rachman & Hodgson, 1980;
Veale & Riley, 2001). This is in contrast to antidepressant medica-
tions, which were discovered serendipitously and which gave rise to
general theories about serotonin primarily on the basis of treatment
response (Whitaker, 2011).

Moreover, as discussed previously, chemical imbalance models
have not been clearly articulated and have received limited support
from other types of research designs beyond treatment response
studies. For this reason, pharmacotherapy response alone may pro-
vide limited guidance for understanding how mental disorders
should be classified. By contrast, cognitive and behavioral inter-
ventions are designed to target specific, empirically supported psy-
chological processes, and therefore patterns of response to CBT
may offer potentially useful information about the boundaries and
relationships among disorders (Abramowitz et al., 2026). From
this perspective, similarities and differences in the mechanisms
targeted by CBT across conditions may be informative when con-
sidering classification frameworks. For example, although ERP is
widely used in the treatment of OCD, the topography and func-
tional targets of CBT interventions differ substantially between
OCD and BDD (Abramowitz et al., 2019). As a result, treatment
procedures and typical patterns of response are not necessarily
comparable between these conditions, despite their phenomeno-
logical similarities within the OCRD grouping.

Accordingly, it is worth considering CBT as a litmus test of the
OCRD approach and evaluating the first two assumptions dis-
cussed earlier with respect to these interventions. Regarding the
first parameter of preferential response, whereas OCD and BDD
respond preferentially to ERP as discussed previously (Romanelli
et al., 2014; Williams et al., 2006), ERP is not used in the treat-
ment of other OCRDs such as trichotillomania and skin picking
because these problems do not involve obsessional fears and are
not maintained by avoidance and rituals. Instead, these impulse
control problems are addressed using habit reversal training, which
involves three types of techniques: awareness training (identifying
“high-risk” situations), developing a competing response until the
urge to pull or pick passes (e.g., wearing gloves or holding an
object), and stimulus control (eliminating cues for pulling and
picking; Azrin & Nunn, 1973; Odlaug & Grant, 2012). CBT for
hoarding involves a mix of some exposure-based techniques, some
strategies similar to habit reversal, and some cognitive therapy
strategies to help patients modify exaggerated beliefs about their
own possessions (e.g., “I couldn’t live without this”; Frost &
Tolin, 2008). As a result, CBT for the full class of OCRDs lacks
generality because the same interventions (ERP, habit reversal)
are inapplicable for some of the disorders in the class.

With respect to the second assumption regarding specificity,
both exposure-based ERP and habit reversal training are used suc-
cessfully in the treatment of disorders outside the OCRD classifi-
cation. Numerous RCTs indicate that exposure therapy is the most
effective intervention in CBT for anxiety disorders, which all
involve some form of irrational fear that is maintained by avoid-
ance behavior or safety-seeking strategies that are functionally
similar to compulsive rituals and neutralizing in OCD (e.g.,

Abramowitz et al., 2012). Numerous RCTs also indicate that habit
reversal training, on the other hand, is effective in the treatment of
tic disorders along with other undesirable habits such as thumb
sucking and nose picking, which are maintained by different proc-
esses than OCD, BDD, and the anxiety disorders (e.g., Azrin &
Nunn, 1973; Piacentini & Chang, 2006).

From the standpoint of clinical practice, treatment response is
probably the most important gauge of the validity of the OCRD
class of disorders. Not only is successful treatment the ultimate
goal of identification, classification, and research on potential etio-
logical factors, but there are no reliable or valid biological or labo-
ratory tests for OCD or the other OCRDs (Hyman, 2007). Even if
such tests were available, how feasible would it be for the average
practicing clinician to conduct examinations of genetics, brain cir-
cuitry, or neurotransmitter functioning to decide on a treatment
regimen considering costs and insurance reimbursement practices?
Taken together, the treatment response data on pharmacological
and psychological interventions have two broad implications for
the OCRD classification. First, they suggest that although OCD
and BDD overlap and could be considered OCRDs, hoarding, tri-
chotillomania, and SPDs would not fit into the same category. Sec-
ond, they suggest that OCD and BDD bear substantial overlaps
with the other anxiety disorders.

Conclusions: What Is OCD and Where Does It Belong
in the DSM?

We have critically evaluated the basis for DSM-5’s reposition-
ing of OCD from the anxiety disorders into a new category of
OCRDs that include BDD, trichotillomania, hoarding disorder,
and SPD. With the exception of BDD, which appears to have sub-
stantial phenomenological and treatment response overlaps with
OCD, the pertinent empirical literature largely suggests that this
marked conceptual and nosological shift lacks scientific merit. The
case for the OCRDs classification is undermined by the lack of a
fine-grained conceptualization of OCD and OCRDs, reliance on
high base rates of overlapping features with poor sensitivity and
specificity (e.g., comorbidity, response to SRI medications), misin-
terpretation of data from brain imaging and treatment outcome
research, and omission of data that largely do not support the diag-
nostic shift (e.g., differential response to ERP, comorbidity data).
Although we would never espouse majority opinion as a substi-
tute for scientific data, it is worth noting that many expert clini-
cians (Mataix-Cols et al., 2007) and even prominent psychiatric
researchers (Hyman, 2007) unmistakably recognize that the basis
for the OCRD chapter in DSM-5 is dubious.

The DSM classification system, which focuses on the superficial
form of symptoms, as opposed to the psychological processes
involved in these symptoms, has led to a cursory conceptualization
of OCD as a problem characterized by repetitive thoughts and be-
havioral patterns. This has given rise to the illusion that OCD
overlaps with other disorders that involve repetitious thinking or
behavior. Attempts to incorporate neuroscience into this diagnostic
system—although vastly premature—would move this focus fur-
ther away from understanding psychological processes and closer
to reducing problems like OCD to putative dysfunctions in brain
structure and functioning associated with repetitive thinking and
behavior. We argue here that the essence of OCD is not to be
found in the repetitive nature of obsessions and compulsions, but
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rather in functional aspects of these signs and symptoms and the
relationships between them.

The evidence is compelling that people with OCD experience
thoughts that they misperceive as highly significant and forebod-
ing of danger, and then engage in attempts to reduce the chances
of danger, or control the thought itself, with tactics such as com-
pulsive rituals, avoidance, or other neutralizing strategies. These
strategies become habitual because they often reduce obsessional
fear immediately, yet they maintain the problem in the long run by
interfering with the natural extinction of obsessional fear. We
understand that for those who focus exclusively on symptom form
(as in the DSM), and for those invested in a neurobiological expla-
nation for such symptoms, the illusion that OCD is a disorder of
behavioral inhibition would be very seductive. The movement to-
ward this shift was being developed for over 20 years before the
publication of the DSM-5. Hollander (1993) introduced the
obsessive-compulsive spectrum, where diagnoses with any repeti-
tive actions were characterized as unified by a breakdown in be-
havioral inhibition. This original framing included virtually every
diagnosis in the DSM. Later iterations refined that perspective
(i.e., Hollander et al., 2008). Despite decades of conceptualiza-
tions, empirical research does not support this position. It does,
however, show that (a) obsessional thoughts and anxiety arise
largely from mistaken perceptions of normal cognitive intrusions
(the distal etiology of which is unclear), (b) compulsive rituals are
deliberate acts, and (c) the processes of classical conditioning and
negative reinforcement maintain obsessional fears and compulsive
urges (Abramowitz et al., 2009). A clear multidisciplinary
research agenda is called for to clarify whether and how behav-
ioral inhibition operates in these disorders. In one case, this is al-
ready under way. Excoriation disorder, also known as nonsuicidal
self-injury, has been criticized for inclusion in the OCRD category
(McKay & Andover, 2012). Research has demonstrated that inclu-
sion in the broader OCRD category is problematic, considering the
substantial difference in treatment approaches compared with dis-
orders marked by fear-based compulsivity (i.e., Selles et al.,
2016). Indeed, treatment appears to demand addressing the posi-
tive reinforcing aspects of self-injury itself and the negative rein-
forcement that comes with alleviating emotional distress that
prompts the behavior (Andover et al., 2017).

These key phenomenological processes are internally valid and
accessible via proper assessment. They are also the same processes
involved in the maintenance of anxiety disorders such as social
anxiety disorder, panic disorder and agoraphobia, and PTSD
(Abramowitz et al., 2012; Barlow, 2004). Also maintained in this
fashion is BDD, which traditionally has been categorized in DSM
as a somatoform disorder because the content of its “obsessions”
concerns the body (another example of DSM’s superficial focus).
In all of these conditions, there is (a) the perception that some
unlikely feared outcome will occur and be catastrophic and (b) the
use of maladaptive strategies to deal with the perceived threat.
Although the focus of the fear and maladaptive safety behaviors
vary across these problems (e.g., in OCD, it is intrusive thoughts,
symmetry, or contamination; in BDD, it is the concern with physi-
cal appearance; in social phobia, it is social situations; and in
panic, it is arousal-related body sensations), the key psychological
processes overlap. Each anxiety disorder involves overestimates of
threat and subsequent responses that prevent realization that fear is
groundless.

Moreover, treatment based on this conceptualization, which
aims to extinguish irrational fear using exposure to conditioned
fear stimuli in the absence of safety maneuvers and cues, is highly
effective for OCD, BDD, and other anxiety disorders. Trichotillo-
mania, skin picking, and hoarding disorder, on the other hand,
would not be expected to show a response to exposure-based treat-
ments because of the absence of irrational fear. Instead, habit re-
versal training is a first-line treatment for hairpulling and skin
picking (which includes techniques such as eliminating cues of
picking and pulling vs. systematically confronting them as is done
in exposure). Similarly, strategies similar to habit reversal as well
as cognitive therapy techniques for challenging exaggerated
beliefs about possessions supplement exposure-based techniques
for hoarding. Grouping all of these problems in the same diagnos-
tic class because they are “OCD-related,” however, gives the clini-
cian the false impression that all OCRDs should be conceptualized
and treated in a similar fashion. Thus, the OCRD concept and its
superficial focus on form of symptoms rather than their functional
relationship may ultimately lead patients astray away from receiv-
ing the evidence-based treatment of their problem.

Looking ahead, the arguments presented here suggest that future
efforts to refine the classification of OCRDs would benefit from
greater attention to the empirically derived psychological proc-
esses that maintain these problems, rather than relying primarily
on similarities in surface features. Such an approach could help
clarify which conditions share common mechanisms and which
may be more meaningfully grouped elsewhere. From this per-
spective, questions about the long-term placement of disorders
currently included within the OCRD chapter, such as BDD, hair-
pulling, SPD, and hoarding, may be most productively addressed
through research that examines shared and distinct functional
processes (e.g., threat appraisal, disgust sensitivity, incomplete-
ness, habit formation, or reward-driven urges). We therefore en-
courage future classification efforts, including deliberations
surrounding the next version of the DSM or other classification
schemes, to incorporate process-focused evidence when evaluat-
ing how these conditions are organized, with the goal of develop-
ing a taxonomy that better reflects the underlying structure of
emotional and behavioral disorders.
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