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Z, RAATENED: (CBT) B 2BEOEENE A Y, oL EE LB T 2 RREENE
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cognitive OCD motoric OCD
(neutralization) (just right)
obsession + -~
avoidant behavior + -~
preceding anxiety + -~
fear conditioning N 3
& impaired extinction
insight good ~ fair poor ~ lacking
obsessive slowness + +
tic-related - +
early onset -~ +
comorbid ADHD -~ +
male predominance - +
main OCD symptoms contamination/ symmetry/
cleaning, checking ordering, arranging
SSRI refractory -~ +
CBT ERP others (pacing, prompting)
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3 (selective serotonin reuptake inhibitor :
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(cognitive-behavioral therapy: CBT) ik
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v 7 EHEOEFEREOER] k> TREI NS,
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LZWVIFHEHEAT 25GELD B BWY, PETIEDH
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v Ak, OCD OFENEFIZ ES <,
B RS 5 L5, HEE, B - FEH OCD
BFE 25 R L L7z comorbidity HT52TlE, 2O
EADEEE TH D>, —iEk 2 v LgHE TD,

7w LTS O #E R E X 20~38 %, TD o life-
time comorbidity 1% 26~59 % &, —E L TEm=X
EEINTW3EY, 25120CD & TD, ZtwlL
TS iz, FKiEE, ERFHABEN HEE S 1
TBYH, TDR TS BHOHEB I, OCD D5
ENEXRT, [EfEIC OCD o#ifkicix, TD, 7
WLTSHEERLEINE, Z0k5%TDo
B, w270 55 v 7 B#EME OCD ©
MR #Z, #1127~ L 7z motoric type ® & D
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feeling) | ®iER, FELBEOMHL Ex2HK &
L7z [H0RUATA] R [EEEE |, [fREF]
[BEBZ 5] & feimiEk, OFEEXNE -
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IS5, 75 EDSERIRIE & s 0,
HHAIN S CBT kb, BERICHEELE WD
I, ETVITRNR—V T, Ta T T4
Y7, HBHVBIENEY MNP ER W,
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2, [Fy 7B ] LS9 785470, BIK
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At L7z )R E - H4EH OCD B COFERMR &
WREREOND D, 20 LD RFHESRER
W X ABEEOMEIE, REEEHREIZL L OCD o
BFE TD L OFELBEEE ZZFET 25D T
boHn, A, s OBHEERAIHICHERRT %
CEORBSETRBTZ2bDELFHZ L, HIZI,
BEDRAT, §TIZ TD BHEL T B4,
P EED TD OB R &3, KADAHE S TH
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T, H2WIEFEMEL T THEERT, 2
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FET 256, BEOFEEELTL S 2 FHMED,
DY 7 A TOEKERME2ED 5 L TR
Rels5, 2O, FlzZXmaERo 8y —>
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ErFEEOwe b= (5-HT) REHEEYE, b
2 W0IE [ ] 2R & U Tz iR+
% 2 EDREF BRI L™, BT, KM
HEK, FoiEdics ) s 5-HT, DA RHHE
HEZOHEEL, ZThCBEL R, 1TERY
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WHEREH T, X0 « W50 BRI R
BLO2OH2", 2T, ZhsDEREZEET
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sessive-compulsive spectrum disorders :
OCSDs) »EH&E, DSM-5 OSETEZEDOH T,
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FRIXBIRKICRE 2 p371192020 - {AE D DSM-5 K <
7 Mz iE, (ERORNLREE S T T —H 353
Hlanz HAETHEDONTWS, Thbb, £
MARLEE L =y 7 [EE, £ L CORESTL
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compulsive and related disorders (OCRDs), %
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HIGEEE 7 © 2 & A7 [trauma and  stressor-
related disorders] 7% E23, ML L7z 7TV —
EREK TSl o TWwWDS, & 512 OCRDs 7»
51, TD % TS 7% ¥ motoric 7% OCSDs d A
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Fy 7BEMEY Ty A4 TOHEA, 2 LT
OCSD & % \» & OCRD 07 £, OCD ® 2
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T4, OCRD & L C#bE S RN E <,
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B L 7R RB I Z, B O L&Mdl, @RI L
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Pt~ BB Bk 7 & OB G, o R EE & [H
BRIEHS R TW 39, % bb, SSRI®
CBT 0B %2 &, WHEORKEICIZILEE,
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FUIH L TR T2 <, MEOBERIIEHTH
5, F2ITIE, B LIz &L 9T, MORLEE &
6] U < ANZEHEFRIC v o 5 ZRAI 7 0 & 2 5380 &
I CHAEF OCD TH % cognitive type 7> 5, Z
D7ux X %A 7 5EIT A I E % motoric
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type ¥ Th &% OCD OEMEL b > T3,
ZDED, TLEENS OCD 2S5 1cE
STERZERDO 1 SERD, & 512 OCD OFE
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It FHlsh s, #21E, ASDsic R & 517
By - SOk - 1B COREN, KIEW, HERE
Rix, OFFEDOBFECEAD, FEHERER Tk
BErobh, QRESNIRER « BRADRY %
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Depression and Anxiety Disorders
(or Mixed Anxiety Depression)

|
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Motor Disorders il{ﬂllﬂiil i
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OCD-related

Trauma & Stressor
related Disorders

M1 EEREREE Lo 73 — OBk (FAR)

NIRAEHT% S O (mixed anxiety depres-
sion) W2 DOW T, field trial DT, EREMESD
MM DI & S NP IZRETDH 523,
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Current and Emerging Features of Obsessive-Compulsive Disorder
—Trends for The Revision of DSM-5—

Hisato MATSUNAGA

Department of Neuropsychiatry, Hyogo College of Medicine

Obsessive-compulsive disorder (OCD) is characterized as significant impairment of

cognitive-behavioral inhibition, which is causally associated with cognitive processes evoking

anxiety, along with increased desire for perfect control over the possible harm, at least in

typical OCD patients who have compulsions in response to obsessions. However, OCD has

been well conceptualized as a multidimensional and heterogeneous disorder apparently

comprising a number of potentially valid subtypes. For example, OCD can be diagnosed by

either obsessions or compulsions, and a certain type of OCD patient has only compulsions in

response to rules that must be applied rigidly. They often become stuck as a result of rigid
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rules in every step of their daily working and social life. This type of compulsive behavior is
often triggered by specific sensory phenomena such as sight, touch, or personal expression (e.
g. need to express himself precisely in written or spoken words). Thus, such OCD patients
usually perform their compulsions in order to relieve sensory phenomena such as feelings of
incompleteness and urges to reach a specific sensation of feeling “just right”, and are less
likely to have obsessions or cognitive processes preceding the repetitive behaviors. This type
of OCD has also been characterized as “tic-related” and tends to have comorbid conditions
such as tic disorders, ADHD or skin picking. Indeed, there are some crucial and significant
differences in the psychopathology, phenomenology, and putative biological bases between
OCD patients with obsession-related compulsions (cognitive type) and those with compul-
sions repeated according to rigid rules (motoric type).

Because of the substantial heterogeneity of OCD, it seems to be beyond the traditional
learning model in which anxiety-driven obsessions entrain neutralizing compulsions and also
beyond the essential features of anxiety disorders commonly characterized by psychopath-
ological characteristics such as marked and persistent fear, expectant anxiety, fear condition-
ing, avoidance, and cognitive process to evoke anxiety et al. Eventually, it has caused
dramatic changes of view on the core psychopathology of OCD that is based on “preoccupa-
tion” and “repeated behaviors” as a failure of behavioral (cognitive and motor) inhibition,
which also constitutes a key characteristic of obsessive-compulsive and related disorders
(OCRDs) in process of the revision of DSM-5. The precise nature and compass of this
spectrum remains to be fully elucidated, but a preliminary approach emphasizes that putative
OCRDs have phenomenological (e.g. repetitive thoughts or behaviors), etiological,
psychobiological or treatment overlap with OCD, differentiating OCD from other anxiety
disorders.

Therefore, OCRDs, including OCD, may be classified apart from other anxiety disorders
in the revisions of DSM-5 or ICD-11. Nevertheless, recent neuroimaging evidence points to
the critical involvement of the lateral and medial orbitofrontal cortices, the dorsal anterior
cingulate cortex and amygdalo-cortical circuitry, in addition to cortico-striatal circuitry, in
the pathophysiology of OCD, suggesting the possibility that fear extinction, in addition to
behavioral inhibition, might be impaired in OCD similarly to other anxiety disorders.
Moreover, studies have investigated the relevant neurocircuitry, neurochemistry, and neuro-
endocrinology commonly underlying depression, anxiety disorders and OCRDs, and have
explored the underlying genetic basis of and relevant intermediate phenotypes for developing
these conditions. Thus more research is needed to elucidate the essential relationships among
these disorders and to validate the future diagnostic classifications of anxiety disorders.
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