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	Child 
 


	Adolescent

	Notable differences from adults
(if applicable)

	Description of OCD Disorder 
	· Obsession: A type of anxiety disorder that involves a child having recurrent or unwanted thoughts (Nazeer et al., 2020)
· Compulsion: time-consuming actions that cause severe distress or functional impairment
· The childhood-onset diagnosis is given if symptoms arise before puberty (Rajith & Krishnakumar, 2022).
· The prevalence increases with age if a child is diagnosed with OCD before the age of 5.
· The average age of onset for pediatric OCD is 10.3 (7.5-12.5; Brezinka et al., 2020)
· The most common categories for children are fear for themselves or a loved one getting sick and dying, breaking rules, and deserving punishment, checking/ rewriting/rereading, cleaning/handwashing (Rajith & Krishnakumar, 2022).



	· Same as children and adults, however early onset OCD has been associated with higher symptom severity and co-occurring tic disorders, ADHD, and anxiety disorders (American Psychiatric Association, 2013). Compulsions are also more easily diagnosed in youth than obsessions due to its observability.
· Patterns of symptoms are more variable in younger age groups, and the content of obsession and compulsions are representative of their developmental stage. For example, there are increased rates of sexual and religious obsession for adolescents (APA, 2013). 
· If the disorder starts in adolescence, the individuals may experience some developmental difficulties such as avoiding socialization with their peers (APA, 2013).



















	· Obsessive-compulsive disorder (OCD) is similar in both pediatric and adult populations (Nazeer et al., 2020). 
· Childhood-onset OCD occurs when symptoms of OCD are present before puberty (Nazeer et al., 2020). 
· OCD can be diagnosed if there is presence of obsessions, compulsions, or both (American Psychiatric Association, 2013). 
· These obsessions and/or compulsions take more than one hour per day or can cause significant impairment to various areas of functioning (American Psychiatric Association, 2013). 
· These symptoms are not related to substance use nor are they explained by another mental disorder (American Psychiatric Association, 2013). 
· The differences among the adult population and the pediatric population include sex ratio, common comorbidities, and symptom presentation (Nazeer et al., 2020).
· Males have earlier onset than females, with 25 percent being before the age of ten (American Psychiatric Association, 2013). 
· Individuals who do not seek treatment as adults have a low remission rate, whereas childhood-onset OCD has a remission rate of 40 percent (APA, 2013). 

	Treatment Recommendations
	· Early detection and treatment initiation are the key to preventing chronic functional impairment (Rajith & Krishnakumar, 2022).

· Cognitive behavioral therapy (CBT) + exposure w/ response prevention (ERP) is recommended as first-line prior to drug therapy (Nazeer et al., 2020)

· FDA-approved SSRIs include fluoxetine (Prozac) age 7+, sertraline (Zoloft) age 6+, fluvoxamine (Luvox) age 8+, and Clomipramine (Anafranil) age 10+* (Laux, 2021).

· Off-label OCD treatment - Escitalopram, citalopram, and paroxetine are not currently (Laux, 2021).


	· Children and adolescents with OCD who have not been successful with guided self-help should be offered CBT first, that includes family or caregivers (APA, 2010; National Institute for Health and Care Excellence, 2022).

· In providing CBT attention should be given to developing and maintaining a good therapeutic alliance with the adolescent and their family. There should still be collaboration when determining treatment and goals for the adolescent, and engagement during the process (APA, 2010; NICE, 2022).

· Providers can also consider including rewards to increase motivation and behavior changes during treatment (NICE, 2022).

· If CBT has not been effective after 12 weeks of full trial, a multidisciplinary review should be carried out (NICE, 2022).

· Young persons aged 12 to 18 years with OCD and moderate to severe functional impairment can add SSRI to psychological treatment if CBT response is inadequate, same as the child population. It is important to monitor the patient carefully in the beginning of initiating SSRI treatment due to risk for suicidal thinking or behaviors. The only SSRIs licensed for use in adolescents in the US are sertraline, fluoxetine, fluvoxamine, and clomipramine* (APA, 2013). The starting dose should be low, and close monitoring should be made when gradually increasing if needed (NICE, 2022).

· If remission is achieved and maintained for a minimum of 6 months and they so desire, medication can be stopped. However, relapse or withdrawal symptoms may occur so doses should be tapered over several weeks (NICE, 2022).

· Assessment and treatment plans for adolescents should involve family members or caregivers. If the symptoms interfere with academic or workplace performance, it is also suggested to liaise with professionals from the organizations (teachers, school health advisors, educational psychologists, educational social workers) (NICE, 2022). 



	· The most common first line treatment for OCD in the adult population includes SSRIs and cognitive behavioral therapy (CBT), and they may be used in combination or on their own (Stein et al., 2019). 
· SSRIs are used both for adults and children as they are the most used class of antidepressants for both populations (Dwyer and Bloch, 2019).
· Common SSRIs which are utilized include clomipramine, fluoxetine, fluvoxamine, paroxetine, and sertraline (Stahl, 2021). 
































































	











	OCD
Safety Issues

	· Most crucial component of a safety for OCD no matter the age is the recognition of the early warning signs (Stein et al., 2019).

· Children might have difficulty in identifying or describing obsessions. most adults can recognize the presence of both obsessions and compulsions ​ (Stein et al., 2019). 

· Aggressive obsessions: Kids may be plagued by a lot of different kinds of thoughts about bad things they could do. “What if I hurt someone? What if I stab someone? What if I kill someone?” (Complete Guide to OCD, 2022).[image: ]​ 

· Children with OCD can sometimes manage to suppress their symptoms in certain situations, like at school, only to explode at home because of the tremendous effort​ (Complete Guide to OCD, 2022).

· Safety plans may require changes as time continues or as the child grows, especially considering the age of OCD onset.

· Young children require family support to monitor and assess compulsive or intrusive thoughts or behaviors (Stahl, 2021).

· Considering the use of SSRIs in OCD treatment, for safety purposes it is critical to monitor the patient carefully in the beginning of initiating SSRI treatment due to black box warning of risk for suicidal thinking or behaviors especially in children under the age of 18 (Stewart & Westwell-Roper, 2019).


· Side effects of SSRIs include abdominal discomfort, decreased appetite, sleep interference in the form of either insomnia or somnolence, and fatigue (De Nadai et al., 2011).[image: ]


	· Teens may engage in non-suicidal self-harm, such as cutting or burning themselves, or turn to alcohol or drugs if they’re having a tough time coping ​(Complete Guide to OCD, 2022).[image: ]​

· Disturbing sexual thoughts, urges, or images (​Complete Guide to OCD, 2022).

· •Side effects from SSRIs do not differ much for adolescents compared to young children 18 (Stewart & Westwell-Roper, 2019).

· Black box warning -Same as Child (Stewart & Westwell-Roper, 2019).

	· Most adults can recognize the presence of both obsessions and compulsions (Stein et al., 2019).
· Anger attacks in OCD are present in half of the children, adolescents, and adults, and they correlate with the presence of comorbid depression ​(Complete Guide to OCD, 2022). 

· OCD management in adults requires SSRIs to be given at higher doses to improve outcomes of OCD treatment. 
· The added benefit from higher doses of SSRIs, which is clear in adults, has not been demonstrated in the pediatric population (Pittenger & Bloch, 2014).
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