
 

 



 

 

 

The stepped-care model for treatment of OCD, as describe by NICE (2005), is shown below 

in Figure 1. Please note that Body Dysmorphic Disorder (BDD) is not part of the 

commissioned service; see section A.7.2 below for further details. 

The specialist service provided by the AIS and commissioned by National Services 

Division of NHS Scotland will provide assessment and treatment at steps 5 and 6, and 

treatment at step 6. Assessment outwith these levels may be conducted in some cases after 

detailed discussion with the patient, carers, and referrer. 



 

 

 

 

 

 



 

 

The following criteria are intended to act as a guide to referral, rather than an absolute 

determination of who will be accepted for assessment. All referrals are accepted on a case-

by-case basis and clinicians are advised to contact the service if there are any uncertainties 

regarding suitability. 

The AIS operates a tier-based model where the intensity of treatment and the 

involvement of the AIS depends on the extent to which the patient has failed to respond to 

previous treatments. In each case, it is expected that in order to proceed to the next tier, the 

relevant treatment steps would have occurred. In most situations, this would have been 

facilitated within the framework of ongoing contact with the AIS. 

 

Our criteria are broadly consistent with other specialist services in the UK with some 

differences; the main one being the burden of symptoms measured on the Y-BOCS. As there 

may be a range of factors that affect someone’s functioning and need for treatment (for 

example, comorbid conditions) the following should be seen as indicative rather than 

absolute. 

 

1. Diagnosis of Obsessive-Compulsive Disorder made according to ICD-10 (World Health 

Organisation, 1992), DSM-IV (American Psychiatric Association, 1994), or DSM-5 

(American Psychiatric Association, 2013); 

a. Comorbid diagnoses of Obsessive-Compulsive Personality Disorder (OCPD) or 

Asperger’s Syndrome are not absolute contraindications, but they should not be 

the primary diagnosis and full criteria for OCD should be met. The severity of 

symptoms should be significant enough to indicate that personality disorder is 

insufficient to account for the impairments in functioning.1 

b. Cases where there is significant diagnostic overlap between OCD and Autism 

Spectrum Disorder (ASD) may still be seen by the service but it would be expected 

that there would have been discussion between teams prior to referral. 

                                                           



 

c. Similarly, comorbid anxiety disorders (e.g. Generalized Anxiety Disorder, 

Agoraphobia) and depression are common in OCD. These are not a 

contraindication to referral, but it is expected that efforts have been made to 

determine that OCD is the primary source of the anxiety symptoms. Such efforts 

are likely to involve targeted treatment of the other conditions. 

2. Symptoms of OCD have persisted for ≥ 2 years without improvement and despite 

treatment; 

3. Severity of OCD, measured using the clinician-rated Y-BOCS, should be ≥ 24 (severe), 

although in most cases it is likely to be higher; 

4. Global Assessment of Functioning (GAF) should be ≤ 50. This means that symptoms are 

severe and result in “serious impairment in social, occupational or school functioning”; 

 

The service is unable to provide extensive support and/or supervision to patients that do not 

meet the above inclusion criteria. There is a clear understanding in commissioning 

arrangements that treatment at steps 1 to 4 in the NICE guidelines will be provided by NHS 

Boards. 

In addition, the provision of 20 hours of exposure and response prevention, delivered in 

the patient’s home, should be available within secondary care MH services as stipulated by 

the Psychological Therapies Matrix (NHS Education for Scotland, 2015). However, it can be 

challenging to deliver this in the context of complex and/or chronic OCD and the AIS will aim 

to facilitate and support local services in delivering this. 

 

There may be situations where it would be appropriate to see someone earlier; even if they 

don’t currently fulfil all the criteria. These might include: 

A. Situations where someone’s employment, schooling, or academic place might be at 

risk because of symptoms; 

B. An increasing and/or difficult-to-manage level of risk (usually to self) because of 

symptom burden. For example, someone being unable to attend to basic activities of 

daily living. 

All referrals will be considered on a case-by-case basis. If there is uncertainty about suitability 

for assessment, we would invite the referrer to discuss it with us. 



 

 

To avoid a single categorical approach to referral, we have described our criteria across a 

range of interventions and according to a number of domains: 

1) Intervention – what is the minimum level of treatment within the specific category to 

meet criteria? 

2) Duration – how long should the patient have received this treatment for in order to 

demonstrate non-response? 

3) Confidence – how confident can we be that the information available is reliable? 

 

There are several levels of intervention that the AIS may be able to provide: 

 

Level of input Description 

Assessment The patient will be assessed by the team and treatment 

recommendations will be made. The patient wouldn’t have 

ongoing contact with AIS at this stage. 

OCD outreach AIS will work with the local team and support ongoing 

treatment, although it isn’t able to provide active treatment. 

Intensive treatment The AIS will provide intensive ± inpatient treatment for a 

patient. This may be delivered as an inpatient, as an outpatient, 

at home, or a combination of all. 

Neurosurgical treatment The patient has exhausted all available treatments and 

discussions are occurring regarding neurosurgical treatment. 
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patient hasn’t responded to 

CBT/ERP or evidence that 

therapy cannot be delivered 
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• At least one trial should have 

been with Risperidone 

• • 

• The family and/or partner have 

been involved in treatment and 

supporting exposure and 

response prevention. 

• • • • 

• • • High likelihood that the 

patient hasn’t responded to 

CBT/ERP 

• Sessions have been 

documented and treatment 

response is known 
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patient hasn’t responded to 

CBT/ERP 

• Documented evidence of 

multiple family sessions with 

records of the extent of 

enhancement of response 

and/or barriers to 

implementation 

 



 

 

 

Hoarding disorder is related to OCD but there are sufficient differences to consider Hoarding 

Disorder to be a separate condition (particularly with regards to response to behavioural 

treatment). Indeed, DSM-5 categorises it as being separate from OCD (American Psychiatric 

Association, 2013). 

Where the patient is suffering from a primary diagnosis of Hoarding Disorder, suitability 

for intensive treatment will be assessed on a case-by-case basis. The evidence for intensive 

inpatient treatment for hoarding is extremely limited and treatment needs to be delivered in 

the patient’s home. Therefore, it is likely that patients with Hoarding Disorder have little to 

be gained from inpatient treatment and it is not within the commissioned remit of the service 

to provide it. 

Given the significant disability that this disorder can cause, the AIS considers it important 

to work with local services to deliver treatment within the capacity of the service. The AIS 

will maintain a dialogue with National Services Division regarding this, and it will continue to 

monitor referrals for Hoarding Disorder over time. 

 

Symptoms of Body Dysmorphia can occur within OCD. However, some patients have 

symptoms that are of sufficient severity and independence from other OCD symptoms to 

indicate a diagnosis of Body Dysmorphic Disorder. 

Whilst BDD is related to OCD, treatment and response to treatment is different. The 

Advanced Interventions Service is not commissioned to provide treatment for BDD. 

Where BDD is the primary problem, the service will offer to assess the patient, confirm 

diagnosis, and make recommendations regarding further treatment. Where treatment cannot 

be provided in Scotland, consideration will be given to onward referral to specialist services in 

London. Such treatment is outwith the funded value of the service and funding will be 

required from either the patient’s own NHS Board or National Services Division of NHS 

Scotland.2 

 

                                                           



 

 

There is a significant and often complex overlap of symptoms between OCD and Asperger’s 

syndrome, and in many cases the two conditions can look similar. Whilst the AIS is not 

commissioned to provide intensive treatment for Asperger’s syndrome, we believe that we 

have a role in assessing complex cases and advising on further management. Referrals will be 

considered on a case-by-case basis. 

 

Obsessive-Compulsive symptoms arising from schizophrenia, or developing in the context of 

antipsychotic treatment for psychosis (e.g. Clozapine) are not considered to automatically fall 

within the remit of the service. However, the complexities of treating such conditions may 

mean that discussion of the case with the referring team is appropriate. 

In some cases, OCD and schizophrenia may co-exist and treatment can be challenging. 

Where obsessive-compulsive symptoms are present, and are phenomenologically distinct 

from active psychosis (i.e. the content of obsessions is unrelated to the content of delusions, 

and insight into O-C symptoms is preserved), specialist assessment regarding future 

management may be appropriate. We would invite discussions about possible referrals in the 

first instance. 

 

Eating disorders can be comorbid with OCD, and the morbid preoccupations with food and 

excessive food-related behaviours can often ‘mimic’ OCD. 

Before considering a referral to the AIS, we would expect that OCD is confirmed as the 

primary diagnosis. We also have the expectation that attempts will have been made to treat 

the eating disorder and this may include referral to specialist eating disorders services. In 

addition, the likelihood of successful intensive treatment for OCD being successful is low 

when the patient is significantly underweight. 

Where the eating disorder is problematic (but not life-threatening) and is a complicating 

factor in the treatment of OCD, we would be happy to discuss the situation with referrers, as 

assessment and joint-management of such cases may be helpful. 
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