
Library Progress International 
Vol.44 No.3, Jul-Dec 2024: P. 28197-28213 

Print version ISSN 0970 1052 
 Online version ISSN 2320 317X 

Original Article Available online at www.bpasjournals.com 
 

Library Progress International| Vol.44 No.3 |Jul-Dec 2024                                                 28197 

Obsessive-Compulsive Disorder Evaluation: A Review And Future 
Strategies 

 

Purushotham B1, Pooja R C2, Bharathi D R3, Syed Sagheer Ahmed4, Mohammad Ali5* 
 

 
1M. Pharma Department of Pharmacology, Faculty of Pharmacy, Sri Adichunchanagiri College of Pharmacy, 
Adichunchanagiri University, B. G. Nagar, Karnataka, 571418, India. 
2Research Scholar, Ph.D., Department of Pharmacology, Faculty of Pharmacy, Sri Adichunchanagiri College of 
Pharmacy, Adichunchanagiri University, B. G. Nagara, Karnataka, 571418, India. 
3Dean of Pharmacy & Professor, Department of Pharmacology, Faculty of Pharmacy, Sri Adichunchanagiri 
College of Pharmacy, Adichunchanagiri University, B. G. Nagara, Karnataka, 571418, India 
4Associate Professor, Department of Pharmacology, Faculty of Pharmacy, Sri Adichunchanagiri College of 
Pharmacy, Adichunchanagiri University, B. G. Nagara, Karnataka, 571418, India 
5*Professor, Department of Pharmacology, Faculty of Pharmacy, Sri Adichunchanagiri College of Pharmacy, 
Adichunchanagiri University, B. G. Nagara, Karnataka, 571418, India. Email. alimohammad973@gmail.com 

How to cite this article: Purushotham B, Pooja R C, Bharathi D R, Syed Sagheer Ahmed, Mohammad Ali(2024) 
Obsessive-Compulsive Disorder Evaluation: A Review And Future Strategies. Library Progress International, 
44(3), 28197-28213 
 

 Abstract 
Obsessive-compulsive disorder (OCD) requires careful evaluation due to underrecognition, difficulties in 
determining correct analyses, and the necessity for extensive therapy. We look at the approaches currently used 
to evaluate OCD in adults, such as quick or web-based screening tools, consistent investigative and other scientific 
meetings, unstandardized clinical interviews, and patient-family self-report assessments. Subjects on the subject, 
physicians, and researchers can select one of these techniques to measure obsessive-compulsive symptoms in a 
range of situations. Current OCD evaluation research has concentrated on fundamental sign sizes, implying that 
all symptom dimensions may have a distinct etiology and necessitate specific therapy. In the upcoming, research 
may show that a successful evaluation for OCD includes a determination of key indication size to aid in the 
selection of suitable therapies. 
 
Keywords: Obsessive-compulsive disorder, Screening for OCD, Web-based anxiety and depression test, 
Diagnosed. 

Introduction  
Psychological health investigators have the conceptual problem of building new-fangled outlines to comprehend 
and classify mental diseases as well as turning this information into real therapies [1]. Although the present 
analytic organization systems help keep doctors informed about diagnoses, they are primarily "etiologically 
agnostic" when it comes to recognizing the life basis of psychological medicine [2]. Our sympathy of the 
neurobiology of psychological disease founded on categorical classification is insufficient due to psychiatric 
comorbidity and variance, fluid symptom trajectories, cross-diagnostic overlap in genetic and neurobiological 
factors, and the dubious effectiveness of many psychiatric treatments [3]. Another strategy is to use novel 
information generated from breakthroughs in neuroscience about the understanding routes involved in psychiatric 
symptoms to create a neurocircuit-based classification for understanding and treating mental illnesses. Clusters 
of individuals with neural network abnormalities have been observed in depression and psychotic illnesses [4]. 
Different neurocircuit abnormalities might help explain the variability of mental diseases, and targeted therapies 
absorbed happening detailed circuit dysfunctions may increase the effectiveness of treatment and guide patient 
care [5]. Obsessive-compulsive disorder (OCD) could prove especially open to this strategy, as it constitutes one 
of the better-studied neurocircuit-based theories [6]. OCD has long been connected to malfunctioning cortico-
striatal thalamic-cortical (CSTC) circuits, but it has been discovered that changes in other circuits (fronto-limbic, 
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fronto-parietal, cerebellar) also play a role [7]. Disorders that occur in several neurocircuits most likely 
communicate with one another to form the complicated OCD phenomenology [8]. Consequently, people with 
OCD might display different levels and pattern of changes in these neurocircuits, resulting in variation in 
phenotype [9]. Finally, some initiatives have previously identified transdiagnostic features of the experimental 
morphology of OCD based on their relationship to wider notions like obsession and anxiety. Currently, effective 
therapies for people of all ages with OCD include psychological counseling using preventative measures for 
exposure and response, and medication [10]. Nevertheless, OCD remains poorly understood in many those with 
the disorder due to many challenges to identity, making it difficult to provide such therapies to all those who are 
impacte [11]. These hurdles can include difficulties with multiple diagnoses (e.g., other forms of anxiety, diseases 
of the brain, and behavioural characteristics), patient unwillingness to communicate behaviours (due to potentially 
embarrassing material), and the heterogeneity of signs and symptoms. Such barriers can be addressed with the 
ideal choice and OCD methods for evaluation [12]. These techniques for evaluation should be utilized for easier 
detection existence, clinical efficacy, plus therapy plan [13]. This object affords a brief indication of frequently 
employed measurements and approaches aimed at assessing mature OCD, with an emphasis on new developments 
in both clinical and academic settings [14]. We investigate the significance of OCD evaluation criteria for 
identification, evaluation, and therapy design [15-16]. Our paper wish involves guidelines or online inspectors, 
patient report policies, unstructured clinical conversations, diagnostic interviews, and other clinician-
administered measures used to assess OCD. We shall briefly explore the format, psychometric features, and 
general pros and disadvantages of every statistic under consideration. However, the efficacy of web-based 
assessments for screening has become more valued in hospitals and clinics [17]. Multiple investigators have 
developed wide screening techniques to detect OCD as well as other psychological well-being disorders, and to 
recommend patients for additional examination if areas of concern are discovered. These diagnostic measures 
have several benefits including the skill to test a huge quantity of people with little time or expenses, a reduction 
of the requirement for experienced administrators, and the possibility to identify those who wouldn't normally 
refer themselves for therapy. Limitations include a superior value of misleading constructive complaints and 
a lack of information for clinical or curative purposes [18]. Some actions discussed (Table 1). 
 

 
 
Screening for OCD using web-based and other short methods  
Notwithstanding the existence of strong clinical and further evaluation methods designed for people having OCD, 
as low than 20% of individuals having OCD always request care from a medical qualified [18]. Scientists have 
discovered hurdles to treatment-looking for OCD affected role, including those shared by many mental illnesses 
(for example, cost and service availability). Yet, variables linked exactly through OCD may additionally reduce 
self-referral for action, including anxiety of sharing irrational preoccupation that are non-easily recognized by 
therapists, and unwillingness to involve in experience-founded psychotherapy [19]. Considering that individuals 
with OCD cannot recognise oneself for treatment, it is vital to support regular testing in order to boost the 
possibility of doctors recognizing affected role with obsessive-compulsive signs [20]. Short-term screening tests 
and network or electronic surveys may be utilized to screening individuals before office visits, thereby reducing 
the load of assessment in medical offices [21]. Using already validated measurements in an online manner may 
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prove useful in clinical or research environments. The Obsessive-Compulsive Inventory (OCI) and the Obsessive 
Beliefs Questionnaire (OBQ-44) are two examples of widely used questionnaires using paper and pencil that have 
been qualitatively approved to be utilized in an on the internet version [22]. The Yale-Brown Obsessive-
Compulsive Scale (Y-BOCS), the instrument most frequently employed for the measurement of obsessive-
compulsive symptoms in clinical and research settings, has been transformed into an electronic form that assesses 
indication occurrence and severity similarly to the clinician-administered revision for individuals with OCD [23], 
However, there was a high proportion of erroneous signs for people without OCD [24]. Other research has 
converted the Y-BOCS for computerized or machine-assisted digital voice over the phone, with moderate-to-high 
associations among clinician and CPU versions [25]. Remarkably, the BT STEPS program, a cyberspace-based 
calculation and handling set for OCD [26], found using the site and electronic dynamic telephone system was 
effective for self-evaluation and planning therapy in a placebo-skilful study for adult OCD [27]. Notwithstanding, 
early usage of net-based evaluations, the knowledge has primarily employed in investigate [28]. Additionally, 
studies into its application have decreased in the past few decades.  
 
Website Assessment Survey  
The Web Screening Questionnaire (WSQ) is a website-created tool for screening with 15 measures assessing a 
variety of psychological diseases, including nervousness, state of mind, and drug issues [29]. Answers are either 
yes/no or a 7-point Likert scale. The WSQ takes about 2 minutes to finish and is intended to be used as a 
preliminary screening tool before visiting the doctor for primary care or in mental wellness centres for testing for 
comorbidities [30]. The testing items for OCD relied on the Y-BOCS and displayed acceptable sensitivity [31], 
but only acceptable accuracy for identification of OCD symptoms when compared to a completely organized 
clinical interview [32]. In general, this metric may be an asset in contexts with restricted opportunity. 
 
Web-based anxiety and depression test 
The Web-Based Depression and Anxiousness Test (WB-DAT) comprises an 11-item test that evaluates for signs 
of major depressive illness plus many nervousness-related conditions, especially OCD [33]. Patients may be given 
extra questions to complete built on their early authorisation of indications [34]. The WB-DAT items were 
selected rendering to the Analytic then Arithmetical Physical or Mental Disorders of Disorders of the Mind - the 
Fourth Version (DSM-IV) and the International Statistical Classes of Disorders and associated medical issues - 
10 Edition categories for related illnesses [35]. The WB-DAT was created for use in hospitals and clinics [37], 
and it generates an overview document with favourable findings for doctors to go over with individuals. When 
matching indicators indicated through the WB-DAT to the organised psychological interview for DSM Disorder, 
sensitivity for OCD diagnoses was acceptable (0.71) and validity was outstanding (0.97) [38]. 
 
Symptom-Based Assessment Method for General Practitioners  
The Symptom Driven Diagnostic System for Primary Care (SDDS-PC) consumes remained evaluated using 
pencil and paper and digital modes [39]. It comprises of a two-stage approach in which clients perform an online 
assessment scale and then nurses perform an additional assessment (varying from 1.5 to 3.5 minutes in length) 
[40]. The results include an overview of one page and a generated by computers analysis for the doctor providing 
key maintenance, who will follow ahead with the individual [41]. The SDDS-PC tests for a wide range of 
psychological illnesses, particularly significant depression, drug abuse, then anxieties (which involves OCD) 
[41]. The SDDC-PC, in instance, may overestimate OCD symptoms while agreeing moderately with 
the physician diagnosis. Nevertheless, clinicians were likely to identify mental health issues that had not already 
been diagnosed by the SDDS-PC. 
 
Patient-reported strategies: screenings and therapeutic value 
Patients-report assessments are frequently employed across clinical and academic settings since they're simple 
and quick to use and have the advantage of getting data from the point of view of an individual or client's cousin 
[42]. They are especially useful for screening for OCD due to their fast management, and they can be used in 
conjunction with questionnaires to diagnose OCD [43]. Other benefits include utility in assessing the effect of 
therapy, the capacity to directly assess the answers of affected role as well as their families to different versions 
of the exact same evaluate, and the access of great reference archives aimed at several self-account metrics [44]. 
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The disadvantages of enduring-account events include challenges of use for persons with a communication 
impediment or little understanding ability, the possibility of item misunderstanding, and limited adaptability when 
compared to other forms of evaluation [45]. Furthermore, in individuals with idiosyncratic signs, self-report 
assessments could understate the severity of symptoms and/or disability [46].  
 
Yale-Brown Obsessive–Compulsive Scale – Self Report  
The benefits of a clinician-administered Yale-Brown Obsessive–Compulsive Scale (Y–BOCS) are combined by 
the usefulness of a personality-report measure in the Y–BOCS–SR [47]. In order to identify the three main 
obsessions and compulsions, the Y-BOCS-SR asks patients to report whether 58 obsessions and compulsions are 
present or absent [48]. Patients score obsessions and compulsions separately based on factors like control, 
interference, time spent, distress, and resistance. A five-point Likert-type scale is used to score the responses (0 
being "none" and 4 being "extreme") [49–50]. The Y–BOCS–SR has shown high psychometric qualities, such as 
sufficient criterion-related validity, convergent legality with the Y–BOCS, test-retest reliability, and internal 
consistency [51]. When measure-related validity is evaluated using a threshold of 16 for OCD diagnosis, it is 
sufficient. All things considered, the Y-BOCS-SR is a useful indicator of symptom severity and could be applied 
to aid in diagnosis [52-53]. 
 
Updated Obsessive-Compulsive Inventory (UOCI) 
Good subscale internal consistency, satisfactory-to-decent test-retest consistency, discriminant rationality, and 
convergent validity with the Y-BOCS have all been proven by the UOCI [54]. 21 is the ideal cut-off point for 
differentiating UOCI patients from nonanxious controls [55]. Because the UOCI has published clinical cut-off 
scores, it has generally shown strong psychometric qualities in equally scientific and normative samples and could 
be helpful in making diagnostic judgments [56]. The absence of a difficulty degree and the fact that desires are 
given a higher rating than obsessions are two drawbacks of the UOCI [57].  Furthermore, a patient's overall 
severity may be misrepresented by their UOCI total scores (for example, a patient with mild symptoms in multiple 
fields might appear more impaired than a patient with severe impairment in just one area) [58]. Because of this, 
selected investigators have proposed that the OCI-R's individual subscale scores would be a more accurate 
measure of UOCI symptoms [59]. 
 
Compulsions, Obsessions, and Compulsive Signals Schedule 
The validity that converges with the UOCI and Y–BOCS scores, as well as strong internal consistency and 2-
month test-retest reliability [60]. The SCOPI can be used to measure the aspects of obsessive-compulsive 
symptoms and has strong preliminary psychometric qualities overall [61]. Since the SCOPI hasn't been compared 
to a measure that doesn't evaluate obsessive-compulsive symptoms, its divergent validity is yet uncertain [62]. 
 
Dimensional Obsessive–Compulsive Scale 
In line with earlier empirical research into the underlying symptom dimensions of OCD, the Dimensional 
Obsessive–Compulsive Scale (DOCS) is a 20-item assessment tool used to gauge obsessive-compulsive 
symptoms. Four dimensions of symptoms are measured by the DOCS: symmetry/completeness/exactness, 
undesirable obsessional thoughts, contamination, and culpability for harm [63]. The DOCS comprise five 
measures that evaluate time spent, prevention, anxiety, impairment of function, and difficulty ignoring obsessions 
or compulsions within each dimension [64]. With strong interior reliability, 12-week test-retest reliability, strong 
convergent legitimacy with the Y-BOCS and OCI-R, differences in validity with depression and general stress 
and anxiety measures, and evidence of criterion validity, the DOCS has good psychological features overall [65]. 
When considering the most enhanced scale, the DOCS has shown demonstrated sensitivity to therapies [66,67]. 
Assessment of overall severity/impairment, the capacity to quantify previously validated OCD symptom domains, 
and high-quality psychometric data collected across several sites are all benefits of the DOCS [68]. A few 
drawbacks include that the DOCS's psychometrics have not yet been documented in other research, it does not 
evaluate hoarding symptoms, and it does not elicit comprehensive information about symptom presentation [69].  
 
Florida Obsessive–Compulsive Inventory 
The twenty-five questions in the Florida Obsessive-Compulsive Questionnaire (FOCI) are divided into two 
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subscales: The Symptom Severity Scale and the Symptom Checklist [70]. However, the Sign intensity Degree 
evaluates five extent of intensity (i.e., the amount of time spent on obsessed symptoms) on a scale from 0 = "none" 
to 5 = "extreme," the Symptom Checklist evaluates the bearing or absence of 10 obsessions and ten compulsions 
[71]. The FOCI exhibit distinct validity, convergence in the rationality of the seriousness index with the Y-BOCS, 
excellent internal consistency, and susceptibility to treatment effects after CBT [72]. Generally speaking, the 
FOCI is a personality-report evaluation that can be administered quickly, which makes it helpful for screening 
[73]. Additionally, it has shown promising psychometric qualities in nonclinical samples and OCD patients, 
exhibiting a strong correlation with the Y-BOCS and showing promise as a screener [74]. The FOCI clearly 
benefit from including a subscale for assessing severity [75]. The FOCI do not, however, include a wealth of 
psychometric data, therefore it might not help gather comprehensive data on specific OCD symptoms. 
 
The Short Form of the Leyton Obsessive Inventory 
With a yes/no response style, the 30-item Leyton Obsessional Inventory – Short Form (SF-LOI) evaluates 
whether obsessive-compulsive symptoms are present or not [76,77]. The SF-LOI psychometric qualities are 
sufficient; in a sample of college students, it demonstrated strong discriminant validity and internal consistency. 
Although the SF-LOI has the advantage of being quick and simple to administer, its drawbacks include an absence 
of data utilizing a scientific example of OCD patients and comparatively little-known psychometric data (such as 
unknown test-retest dependability and convergent rationality). Subscales for the SF-LOI have not been 
discovered, and its sensitivity to treatment effects is unknown [78]. This 30-item test, known as the Leyton 
Obsessional Inventory – Short Form (LOI–SF), evaluates 
 
When OCD is diagnosed  
Finding patients who might not show up for assessment or treatment requires the use of selecting and easy-going-
account measures. It is not possible to diagnose OCD based on these measurements alone [79]. But Standardized 
or non-standardized interviews are usually used to assess OCD for diagnostic purposes. This process takes a lot 
of time because it is necessary to confirm the existence of OCD symptoms and rule out other possible explanations 
for them [80]. Given the variability of OCD symptoms and the potential difficulties in revealing the nature of 
obsessions, some other diseases may manifest similarly to OCD [81]. Widespread apprehension disorder, for 
instance, is indicated by intense worry that may be supplemented by behaviours like checking or seeking 
reassurance [82]. Repetitive activities that can be hard to differentiate from OCD rituals are a hallmark of 
convulsion conditions, which repeatedly co-happen with OCD [83]. People who suffer from a condition known 
as organic structure dysmorphic syndrome may experience ritualistic reflections approaching their bodies that are 
similar to OCD obsessions in content (e.g., looking in the mirror). Features of these and other illnesses, such as 
compulsive-obsessive personality illness, eating disorders, dip, autistic spectrum disorders, psychotic disorders, 
and others, overlap with OCD symptoms and make diagnosis more difficult. Despite this challenge, we examine 
interviewing methods in this part that help the accurate diagnosis of OCD [84]. 
 
Unplanned clinical interview 
When evaluating OCD in a research setting, standardized instruments are usually employed (see the section below 
on "Clinician-administered measures"). In contrast, unstructured clinical interviews have historically been used 
in applied clinical practice [85]. In order to determine diagnoses, this later kind of evaluation usually involves 
speaking with the affected role [86]. In clinical practice, free interviews are most frequently used to make 
diagnoses since they are very flexible and allow for the customization of questions for each patient. Clinicians 
may be able to create a comprehensive case formulation that incorporates psychological and functional data with 
this degree of personalized assessment [87].  
Additionally, it might enable doctors to evaluate prognostic information, including treatment response 
moderators, and tie evaluation data to intervention alternatives. Given the current dearth of tools to evaluate 
treatment outcome modifiers or predict therapy response, this can be especially beneficial [88]. The unstructured 
clinical interview's lack of standardization for defining diagnostic status is a disadvantage, despite the fact that 
its flexibility is a significant asset in customizing assessment to specific patients [89]. There may not be much 
complete treaty concerning standardized and formless clinical talks. Research comparation together structured 
then formless scientific conferences to external validity indices (such as expert review, independent daily 
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behaviour observation, and other indicators of the diagnosis in question) has confirmed that structured interviews 
have a greater validity rate [90]. 
Furthermore, plans for therapy may suffer if unstructured interviews are used to make incorrect diagnoses. 
Formless meetings are essential aimed at obtaining evidence not evaluated by current analytic tools, even if 
structured or semi-structured interviews may be the most effective way to evaluate diagnostic data regarding 
OCD [91]. Specifically, while evaluating a diagnosis of OCD, professionals will benefit from learning about 
family psychiatric history. Finding the majority of evidence for an OCD diagnosis or a patient's risk of acquiring 
OCD or a related illness may depend on research's growing knowledge with OCD and associated diseases [92]. 
Younger individuals with OCD may have more impacted family members, therefore evaluating family history 
may be more crucial for them. Psychosocial repercussions, the significance of a finding, excessive concentrations 
of intimate modification, or domestic participants who exist also severely impacted by OCD symptoms, may also 
be difficult for people with a family history of OCD [93]. Families of an individual with OCD may also have 
higher prevalence of conditions including anxiety illnesses, body dysmorphic illness, tic conditions, and other 
dressing illnesses (such casing selecting) in adding to a family history of OCD [94]. According to recent studies, 
increased prevalence of various familial comorbidities may be linked to specific OCD symptom dimensions [95-
96].  
 
Clinician-performed interventions 
As additional clinicians shift toward indication-founded valuation, organized or rig-organized conferences and 
psychometrically authenticated events have become more common in practice, even though factually the 
mainstream of scientific identities was complete using formless scientific meetings [97]. A key component of the 
systematic examination of OCD symptoms is the advantage of clinician-administered measures, such as analytic 
meetings and other assessments [98]. Gaining comprehensive knowledge about certain indicators and idiographic 
compulsive-obsessive produces is one of the unique benefits. Together with patient and family report measures, 
clinician interviews offer the flexibility to guarantee that patients are given the chance to explain certain points 
[99]. This is especially critical for individuals with OCD because their indicators may be linked to reduced insight, 
meaning they might not be listed as indicator on a self-report survey [100].  
 
These physician-managed assessments have drawbacks, such as the time requirements for administration, the 
degree of training required of clinicians, and the vulnerability of patients to demand characteristics (e.g., request 
to prove or disprove a certain diagnosis, want to please the doctor). Clinician-administered measures may have 
additional variable reliability than patient-report measures due to changes in interviewer variables (e.g., expertise 
and complexity of questions). The following sections examine the most widely treated clinician-attained OCD 
assesses, such as semi-structured inventories, formal diagnostic interviews, and observational assessments [101]. 
 
 
 
 
Interviews for diagnosis 
A systematic clinical conversation for disorders classified as DSM-IV Axis I 
To diagnose a variety of Alignment I syndromes, the semi-organized interview that follows DSV-IV conditions. 
Considered the gold-plated regular for the general diagnosis of DSM-IV disorders in adults, the SCCD is most 
frequently utilized in investigative situations. Clinicians use probing subjects built on previous and current signs 
in adding to demographic data [102]. Instructions let the clinician skip the remaining diagnostic section questions 
if the initial core symptoms of a diagnosis are not met [103]. Additionally, presently remains a condensed 
scientific kind of the SCCD that covers conditions frequently seen in clinical settings, however, it leaves out 
certain conditions including anxiety about social situations and eating disorders. When evaluated in a typical 
proven consultation, the SCCD 's psychometric qualities often include greater diagnostic validity and good test-
retest reliability [104]. However, the SCCD  has come under fire for failing to provide clinically meaningful 
information about OCD, and the diagnosis of OCD has a poor degree of reliability. All things considered, the 
SCCD 's benefits include its extensive use, validation, and assessment of many disorders, especially in research 
contexts. Its applicability for OCD diagnosis and symptom evaluation, however, might be restricted [105]. 
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Schedule of Interviews for DSM-IV Anxiety Disorders  
The determination of the semi-structured Concern Disorders Interview Schedule for DSM-IV is to create various 
trial diagnoses for anxiety disorders, including OCD [107]. Along with screening for other important diagnostic 
categories like eating illnesses and psychotic illnesses, it also evaluates other frequently co-occurring diseases, 
such as mood disorders and substance-use disorders [108]. In order to administer the ADIS, clinicians ask several 
basic questions about the symptoms of each disease, both past and current, and when the answers to these core 
questions are affirmative, they complete additional supplementary sections [108]. The ADIS has high 
psychometric qualities, such as discriminant and convergent validity and inter-rater reliability [109]. The 
dependability of the OCD diagnosis, comprehensive information regarding each diagnosis, and the ADIS's 
exceptional differentiation among anxiety disorders are among its benefits. Reduced focus on nonanxiety 
diseases, such as psychosis [110]. Furthermore, the evaluation of the complete range and complexity of obsessive-
compulsive symptoms—a crucial component of therapy planning—may not be possible with ADIS [111]. 
Organizing an OCD treatment plan 
Many tools used to diagnose OCD don't give enough information to help plan treatment, especially if patients are 
receiving cognitive behavioural therapy. Extensive details regarding individual symptoms under various 
conditions are among the information needed for effective therapy planning [112-113]. To help physicians and 
researchers assess treatment response, treatment measures should also be responsive to modifications in 
treatment. Even if some of the previously mentioned indicators are confidential to therapy changes, there might 
enough data to employ cutting-edge therapy as effectively as possible. The measurements that follow outline 
components that are helpful to know more about in order to plan treatment [114–115]. 
 
Clinical interview without a framework 
Due to a lack of available measurements and decreased flexibility, it is challenging to collect crucial information 
for treatment planning using other formats, just like with unorganized clinical discussions used to diagnose OCD. 
In a loosely organized clinical interview, information on family functioning, possible therapy modifiers, and 
developing an OCD experience hierarchy may be especially pertinent for treatment planning [116]. 
 
Administrators of therapy 
Although modest sample sizes in treatment studies have hampered research into treatment modifiers, the studies 
conducted thus far point to a few potential characteristics that could influence exposure-based therapy outcomes. 
Comorbid conditions are linked to less-than-ideal treatment outcomes, including lower motivation to engage in 
treatment, less understanding of OCD symptoms, higher baseline degree of symptoms, and worse psychosocial 
functioning. Although customized interventions that effectively meet the needs of these patients have not yet been 
found in treatment studies, physician awareness of these aspects at the time of initial assessment may help identify 
treatment difficulties early [117–119]. 
 
The functioning of the family 
Given the correlation between treatment outcomes and poorer family functioning, it is critical to evaluate overall 
family functioning in both adults and children with OCD. Furthermore, exposure-based treatment does not work 
as well for individuals who believe that their family are important. It is also crucial to assess family members' 
accommodation of obsessive-compulsive symptoms because it is thought to impede treatment components (such 
as abstaining from rituals) and predicts a poor response to exposure-based treatment for both adults and children 
[120–121]. 
 
Clinician-performed interventions  
The Anxiety-Compulsive Disorder Family Accommodation Scale 
A measure called the Family Accommodate Scale for Obsessive–Compulsive Disorders intended to be given to 
a family member of an OCD patient. It evaluates how well the family member manages obsessive-compulsive 
symptoms. A Y-BOCS-adapted symptom checklist for identifying OCD symptoms is included in the first part. 
13 items in the second portion evaluate how well family members accommodate obsessive-compulsive 
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symptoms, based on the symptoms described in the first section. On a scale of 0 (none) to 4 (severe), responses 
are graded according to how much time and effort was required to accommodate the patient [122–123]. 
Convergent and divergent validity, internal consistency, and inter-rater reliability are among the positive 
psychometric qualities of the FAS. As of right now, the FAS is the only tool used to assess how much family 
members accommodate OCD patients. Family accommodations are significant since they are linked to the degree 
and impairment of obsessive-compulsive symptoms. Research has also demonstrated that patients with higher 
levels of family accommodation had worse outcomes after cognitive behavioural therapy (CBT) than patients 
with lower levels of family accommodation, and that children's treatment improves when family accommodation 
is reduced. A drawback is that there isn't a direct psychometric comparison between the clinician-administered 
and family-report formats, despite the fact that the measure has been utilized in both. Family member response 
bias is another drawback of this measure [124–125]. 
 
The Compulsive-Obsessive Stimuli Maudsley Set 
Standardized stimuli known as the Maudsley Obsessive–Compulsive Stimuli Set (MOCSS) are used to make 
OCD patients feel anxious. It has three hundred images that are categorized as showing either symmetry/ordering, 
aggressive/checking, contamination/washing, neutral, or typically aversive stimuli. Patients are given a subjective 
anxiety rating on a scale of 0 (none) to 8 (severe) after each category has been visually shown, and they are asked 
to consider not engaging in compulsion [126–127]. Good convergent validity has been shown by the MOCSS 
with the OCI-R and Y-BOCS, and divergent validity with a depression and anxiety evaluate. The main benefit of 
the MOCSS is that it is the first standardized test of obsessive-compulsive indicators that involves exposing 
affected roles to anxiety-inducing motivations; in other words, it does not rely on symptom memory. Among the 
MOCSS's drawbacks are its incomplete psychometric data, incomplete assessment for therapeutic usage, and 
inability to customize stimuli to specific symptoms [128]. 
 
Avoidance tests for behaviour  
An eccentric, observable assessment of avoidance behaviour and anxiety related to facing a fearful environment 
or item is the behavioural avoiding test (BAT) [129]. The BAT may include one or more activities, depending on 
the circumstances, where the enduring is shown dreaded incentives and encouraged to approach them in stages 
though rating his or her level of distress (usually by means of the Objective Units of Anxiety Scale. When utilized 
in a therapeutic setting, BATs are typically given both before and after therapy to evaluate functional limitation, 
symptom severity, and changes from before and after treatment. The BAT's psychometric qualities, which include 
sufficient centre stability, convergent strength by the Y-BOCS (i.e., negatively correlated with certain measures 
complete), and opposite authority by events of compulsive-compulsive personality disorder and depression, are 
sufficient for evaluating obsessive-compulsive symptoms [130–131].  
 
The five-year perspective new 
Studying the fundamental symptom aspects of OCD may have significant effects on the disorder's origin, 
diagnosis, and management [132–133]. Four symptom dimensions have been proposed by dynamic diagnostic 
research of compulsive-obsessive indicators utilizing the Y–BOCS, notwithstanding their clinical heterogeneity: 
hoarding, symmetry/ordering, aggressive/checking, and contamination/washing. Some research has supported the 
use of these dimensions with youngsters, and they are stable over time [134–135]. Furthermore, these dimensions 
have been linked to varying reactions to psychotherapy with both CBT and pharmakon therapy [136]. Different 
patterns of brain activity have been linked to each feature of the symptoms. Additionally, recent research has 
found unique patterns of mental health condition transmission within families that are connected to the 
dimensions of proband OCD symptoms. The therapy and evaluation of OCD are significantly impacted by this 
area of inquiry. Individuals with OCD require customized treatment, as evidenced by their unique 
pathophysiology and response to treatment. Researchers have started to create dimension-specific treatments 
because of evidence that individuals with various symptom dimensions react differently to treatment (e.g., 
hoarding). It will be a significant advancement in treatment research to test psychotherapy and pharmacological 
strategies that target subtypes. To enable optimal therapy, the OCD symptom dimensions assessment needs to be 
modified for therapeutic usage [137–140].  
Feature assessment of the Y-BOCS Indication List is now used to evaluate dimensions, although this method is 
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not feasible for application in clinical settings. A dimensional form of the Y-BOCS was created by Rosario-
Campos et al. to assess the intensity of six symptom dimensions: hoarding, contamination, symmetry, 
erotic/spiritual, aggression, and other symptoms [141]. The DY–BOCS has a benefit ended the Y–BOCS in that 
it categorizes otherwise ambiguous symptoms based on the most pertinent dimension (for example, a patient 
examination that their hands are clean is classified as a contamination symptom, but a persevering examination 
that they did non injure somebody is secret as a belligerence indication). Additionally, the DY–BOCS produces 
distinct severity indices for each dimension, which may be useful [142]. The authors also created a self-report 
version. 
 
Conclusion 
Significant impairment results from OCD, which is typified by compulsions (rituals intended to lessen or avoid 
distress) and obsessions (intrusive, disturbing thoughts). It is crucial to accurately assess OCD because it is not 
well known, diagnosing it is challenging, and treatment planning is required. Screening measures, diagnostic and 
other standardized clinician interviews, patient and family-report assessments, and unstandardized clinical 
interviews are the main modalities of assessment. Flexibility is one benefit of non-standardized clinical 
interviews; yet, research indicates that poor diagnostic precision may result in less effective treatment. 
Standardized diagnostic interviews have several benefits, such as high diagnosis accuracy; nevertheless, they can 
have drawbacks, such as increased time and cost for patients and physicians. Measures based on patient and 
family reports have the advantages of being brief, simple to apply, and first-person. Among the drawbacks are 
the possibility of misunderstanding, restricted application to individuals with poor educational attainment or 
whose first language is not English, and challenges in evaluating a variety of symptoms. Brevity, usability, and 
the capacity to assess numerous patients and other relevant symptoms in a single session are benefits of screening 
and web-based assessments. Some drawbacks are the propensity to overidentify symptoms, the paucity of 
information, and the use of only initial testing in medical settings. In summary, the underlying complaint 
dimensions of OCD patients should be evaluated because they may influence the therapy option chosen. There 
are ongoing efforts underway to develop measures that evaluate the dimensions of OCD. 
 
Abbreviation 
OCD: Obssesive compulsive disorder; DSM-IV: determination of the semi-structured Concern Disorders 
Interview Schedule; SCCD: systematic clinical conversation for disorders; SF-LOI: Short Form of the Leyton 
Obsessive Inventory; FOCI: Florida Obsessive–Compulsive Inventory; DOCS: Dimensional Obsessive–
Compulsive Scale; UOCI: Updated Obsessive-Compulsive Inventory; Y–BOCS: Yale-Brown Obsessive–
Compulsive Scale; SDDS-PC: Symptom Driven Diagnostic System for Primary Care; WB-DAT: Web-Based 
Depression and Anxiousness Test; WSQ: Web Screening Questionnaire; OBQ: Obsessive Beliefs Questionnaire; 
CSTC: cortico-striatal thalamic-cortical. 
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