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Abstract

Obsessive–compulsive disorder (OCD) is a prevalent and highly disabling condition, charac-
terized by a range of phenotypic expressions, potentially associated with geo-cultural differ-
ences. This article aims to provide an overview of the published studies by the International
College of Obsessive-Compulsive Spectrum Disorders, in relation to the Snapshot database
which has, over the past 10 years, gathered clinical naturalistic data from over 500 patients with
OCD attending various research centers/clinics worldwide. This collaborative effort has pro-
vided a multi-cultural worldwide perspective of different socio-demographic and clinical
features of patients with OCD. Data on age, gender, smoking habits, age at onset, duration of
illness, comorbidity, suicidal behaviors, and pharmacological treatment strategies are presented
here, showing peculiar differences across countries.

Introduction

Obsessive–compulsive disorder (OCD) is a prevalent and highly disabling mental health
condition, characterized by a range of phenotypic expressions.1 Recent updates in the Diagnostic
and Statistical Manual of Mental Disorders 5 (DSM-5) and in the International Classification of
Diseases 11th Revision emphasized the growing significance of OCD, indicating it as the
archetypal example of a new spectrum of obsessive–compulsive and related disorders. These
changes are expected to provide new impetus in the understanding of the pathophysiology,
phenomenology, and therapeutic interventions of OCD and related conditions.

The “Snapshot project” conducted by the International College of Obsessive-Compulsive
Spectrum Disorders (ICOCS), in collaboration with the European College of
Neuropsychopharmacology-Obsessive Compulsive Research Network (ECNP-OCRN), has,
over the past decade, gathered clinical naturalistic data from research sites across the globe—
that is, North America (Canada, the United States, and Mexico), Africa (South Africa), Europe
(Spain, Italy, Turkey, and Bulgaria), and the Middle East (Israel)—creating a large database of
consecutive outpatients affected by OCD. Detailed information about participating centers and
assessment procedures have been documented elsewhere.2 Briefly, patients had to be diagnosed
as affected by OCD through the administration of the Mini-International Neuropsychiatric
Interview3 and the main socio-demographic and clinical variables were collected by clinicians
during assessment or through revision of clinical charts. Data were there incorporated in a
common web-database. All centers participating to the ICOCS initiative have a well-established
expertise in diagnosing and treating OCD, typically operating as academic or tertiary clinics. A
rigorous methodology and consistency were maintained during data collection and diagnostic
procedure to minimize potential inter-institutional differences in sampling. In its final version,
the database encompassed a total of 504 patients, although the specific subset of patients analyzed
in each study might have varied (see Table 1 for details), considering data were elaborated from
the database at different times or because of missing data. The present short review of the pooled
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Table 1. Overall Results from the ICOCS Snapshot Database Studies

Article Sample size* Main aim of the study Most relevant findings

Benatti et al., 20224 491 Explore demographic, geographical and clinical
differences between male and female pts with OCD.

Female pts compared to male pts showed:
- more frequent adult onset (>18 years old; 67% vs. 33%, p < 0.005);
- older age at illness onset (20.9 ± 10.8 vs. 17.7 ± 9.0 years, p < 0.005);
- lower years of education (13.1 ± 4.0 vs. 14.0 ± 3.9 years; p < 0.05);
- higher rate of being married (50.8% vs. 33.5%; p < 0.001);
- higher rate of living with a partner (47.5% vs. 37.6%; p < 0.001).
Geographical differences:
- Americas (Canada, the United States, and Mexico) showed higher rates of female OCD patients compared to
male (78.3% vs. 21.7%; p < 0.001).

Benatti et al., 20215 409 Investigate prevalence and correlates of current suicide
risk (assessed by Item C of the MINI).

Current suicidal risk prevalence: 15.9%, with no differences after covarying for sociodemographic variables.
Most represented countries on current suicidal risk prevalence: Italy (30.8%), South Africa (16.9%), Israel (9.2%),

Canada (7.7%), and the United Kingdom (6.2%).
Higher current suicide risk was associated with higher rates of major depression and generalized anxiety

disorder, higher severity of OCD, depressive symptoms, and higher levels of disability.

Dell’Osso et al., 20206 401 Investigate prevalence and clinical characteristics of
comorbidity with BD in pts with OC.

Prevalence of comorbid BD: 6.2%.
Pts with comorbid BD compared to pts without showed:
- more frequent previous psychiatric hospitalization (48.2% vs. 20.6%, p < 0.001);
- more frequent augmentation therapies (77.3% vs. 48.5%, p < 0.001);
- greater severity of OCD (Y-BOCS mean score 25.7 vs. 22.5, p < 0.001).

Dell’Osso et al., 20187 425 Assess prevalence and clinical characteristics of previous
SA in pts with OCD.

Prevalence of previous SA: 14.6%.
Pts with previous SA compared to pts without SA showed higher rates of:
- comorbid psychiatric disorders (60% vs. 17%, p < 0.001);
- comorbid medical disorders (51% vs. 15%, p < 0.001);
- previous psychiatric hospitalization (62% vs. 11%, p < 0.001);
- past/current CBT (66% vs. 38%, p < 0.001).
Geographical differences:
- higher rates of previous SA in European (40%) and South African (39%) vs. North American (13%) and Middle
Eastern (8%) patients (p < 0.001).

Dell’Osso et al., 20178 416 Assess prevalence and clinical characteristics of geriatric
patients with OCD (G-OCD ≥ 65 years).

Prevalence of G-OCD: 6%.
G-OCD pts compared to younger (<65 years) pts showed:
- later age at onset (29.4 ± 15.1 vs. 18.7 ± 9.2 years, p < 0.001);
- more frequent adult onset (≥18 years, 75% vs. 41.1%, p < 0.001);
- less frequent use of CBT (20.8% vs. 41.8%, p < 0.05);
- higher rate of females (75% vs 56.4%, p = 0.07).

Dell’Osso et al., 20169 431 Assess prevalence and clinical features of different AAO
in pts with OCD.

Prevalence:
- childhood onset (≤12 years): 21%;
- adolescent onset (13–17): 36%;
- adult onset (≥18): 43%.
Differences among the three subgroups:
- higher female rate in pts with adult onset (66.8% vs. 33.2%, p < 0.05), but not in the other subgroups (childhood
onset: 52.2% vs. 47.8%; adolescent onset: 50.3% vs. 49.7%);

- higher rate of patients on CBT only in the childhood- and adolescent-onset groups (3.2% and 2.6%, respectively)
compared to the adult-onset group (1.2%, p < 0.001);

- higher rate of patients on CBT in augmentation to pharmacological treatment in pts with childhood- (51.6%)
and adolescent-onset (47%) vs. adult-onset (32.6%, p < 0.05).

Differences between pre-adult (<18 years) compared to adult onset pts:
- higher female rate in pts with adult onset (66.8% vs. 33.2%, p < 0.001);
- higher rate of patients on CBT in the pre-adult-onset subgroup (5.8% vs. 1.2%, p < 0.001);
- higher rate of patients on CBT in addition to pharmacological treatment in the pre-adult onset subgroup (48.8%
vs. 32.6%, p < 0.001).
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Table 1. Continued

Article Sample size* Main aim of the study Most relevant findings

Dell’Osso et al.,
201510

483 Investigate prevalence and clinical correlates of cigarette
smoking in pts with OCD.

Prevalence:
- current smoking pts (CSPs): 24.4%;
- former smoking pts (FSPs): 19.9%;
- pts who had never smoked (NSPs): 55.7%.
Gender differences:
- females were overrepresented, compared tomales, in CSPs (17% vs. 7.4%, p < 0.001) and NSPs (35.6% vs. 20.1%,
p < 0.001);

- more males in the FSPs subgroup (12.4% vs. 7.4%, p < 0.001).
Comorbidity rate:
- higher psychiatric comorbidities rate in NSPs (10.1%) when compared to FSPs (5.1%) and to CSPs (2.8%,
p < 0.05);

- among pts with comorbid Tourette’s syndrome and tic disorder, CSPs were significantly more represented than
FSPs and NSPs (p < 0.05)**;

- higher medical comorbidities in NSPs (9.1%) when compared to FSPs (6.2%) and to CSPs (2.6%, p < 0.001);
- higher previous suicide attempts in FSPs (5.7%) when compared to NSPs (4.7%) and to CSPs (2.7%, p < 005).
Treatments:
- higher rate of pts on psychotropic medications in NSPs (39%) when compared to FSPs (12.4%) and to CSPs
(13.6%, p < 0.05);

- higher rate of patients on CBT (alone or in augmentation) in NSPs (21.2%) when compared to FSPs (5.7%) and to
CSPs (11.6%, p < 0.001).

Geographical differences:
- the highest number of NSPs in the Italian sample and the highest number of CSPs in the South African sample
(p < 0.001).

Lochner et al., 201411 457 Investigate comorbidity with OCSDs and other—
previously classified—DSM-Axis I disorders in pts with
OCD.

Comorbidity with OCSDs:
- highest comorbidity rates (>5%): tic disorder (12.5%), body dysmorphic disorder (8.71%), self-injurious
behaviors (7.43%), compulsive shopping (6.97), intermittent explosive disorder (5.33%), and trichotillomania
(5.31%).

Comorbidity with non-OCSDs Axis-I disorders:
- highest comorbidity rates (>10%): major depressive disorder (15.42%), social anxiety disorder (14.37%),
generalized anxiety disorder (13.35%), dysthymic disorder (13.13%), and panic disorder with/out agoraphobia
(11.69%);

- positive correlation with OCD symptom severity (Y-BOCS) and number of comorbid mood and anxiety disorders
(p < 0.01).

Geographical differences across sites in comorbidity rates emerged for major depressive disorder (p < 0.001),
dysthymic disorder (p < 0.001), social anxiety disorder (p < 0.001), generalized anxiety disorder (p < 0.05), panic
disorder (p < 0.05), tic disorder (p < 0.001), body dysmorphic disorder (p < 0.001), self-injurious behaviors
(p < 0.001), anorexia nervosa (p = 0.002), bulimia nervosa (p < 0.001), binge-eating disorder (p < 0.05),
trichotillomania (p < 0.001), and compulsive shopping (p = 0.001); South African sample had significantly larger
number of comorbid Axis I when compared to Spain (p = 0.007).

Van Ameringen,
201412

361 Investigate different pharmacological treatment
strategies in patients with OCD.

Pts on current psychotropic medication: 87.8%.
Primary drug treatments:
- SSRIs (77.6%), TCAs (14.5%), SNRIs (6.0%), and others (1.9%);
- no significant differences on clinical improvement (CGI-I) between different SSRIs agents.
Monotherapy:
- 44% pts;
- type of medications: SSRIs (85%), TCAs (8.8%), SNRIs (5.0%), antipsychotic (0.6%), benzodiazepine (0.6%);
- no significant differences in clinical improvement (CGI-I) or symptom severity (Y-BOCS) between monotherapy
agents.

Augmentative strategies:
- 49.5% pts, mean number of augmentation strategies used per patient: 1.53 ± 0.7;
- one agent (59%), two agents (29%), 3–5 agents (12%);
- type of medications: antipsychotics (30.3%), benzodiazepines (24.9%), antidepressants (21.9%);
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Table 1. Continued

Article Sample size* Main aim of the study Most relevant findings

- pts in the augmentation group compared to those treated with monotherapy showed higher functional
impairment (SDS, 18.9 ± 7.7 vs. 16.9 ± 7.7, p < 0.05), but no differences in clinical improvement (CGI-I) or symptom
severity (Y-BOCS and CGI-S);

- pts augmented with mood stabilizers compared to those augmented with other agents showed higher
symptom severity (Y-BOCS, 25.8 ± 7.2 vs. 22.2 ± 7.3, p < 0.05).

Geographical differences:
- higher rates of monotherapy in South Africa (85.3%) when compared to Canada (34.4%) and Europe (43.2%,
p < 0.001);

- higher rates of augmentation with “other” medication classes in Canada (35.7%) when compared to Europe
(5.7%) and South Africa (20.0%, p < 0.001);

- YBOCS scores higher in Europe (23.8 ± 7.6) when compared to Canada (20 ± 7.4, p = 0.001);
- SDS scores higher in Europe (18.6 ± 7.8) when compared to South Africa (14.76.7, p = 0.032);
- CGI-S scores higher in Europe (4.6 ± 1.2) when compared to Canada (4.2 ± 1.3, p = 0.037).

Dell’Osso et al., 20132 376 Assess the influence of AAO and DOI on long-term
outcomes in pts with OCD

AAO:
- earlier AAO predictive of CBT in augmentation to pharmacological treatment (OR = 0.94, p < 0.001);
- later AAO predictive of panic disorder comorbidity (OR = 1.05, p = 0.02);
- inverse relationship between AAO and social disability (SDS, social life domains, r = �0.12, p = 0.048).
DOI:
- longer DOI predictive of psychiatric hospitalization (OR = 1.03, p = 0.01)
- shorter DOI predictive of panic disorder comorbidity (OR = 0.93, p = 0.02)
- direct relationship between DOI and family, work, and social disability (SDS, family (r = 0.14, p = 0.017), work
(r = 0.13, p = 0.035), and social life domains (r = 0.14, p = 0.02)).

Abbreviations: AAO, age at onset; BD, bipolar disorders; CBT, cognitive-behavioral therapy; CGI-I: Clinical Global Impression, I: Improvement Scale, S: Severity Scale; DOI, duration of illness; DSM, Diagnostic and Statistical Manual of Mental Disorders; MINI,
Mini-International Neuropsychiatric Interview; OCSDs, obsessive–compulsive spectrumdisorders; OR, odds ratio; SA, suicide attempts; SDS, Sheehan Disability Scale; SNRIs, serotonin norepinephrine reuptake inhibitors; SSRIs, selective serotonin reuptake
inhibitors; TCAs, tricyclic antidepressants; Y-BOCS, Yale-Brown Obsessive–Compulsive Scale.
*Differences in sample size depend on missing data for the specific variable investigated in each paper.
**No mean/percentage data available in the original paper.
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study data aims to provide an overview of the most relevant
findings emerging from the various constituent studies making
up the Snapshot database.

Findings from the ICOCS database studies

The ICOCS studies have explored the influence of the following
variables: age, gender, smoking habits, age at onset, duration of
illness, comorbidity, suicidal behaviors, and pharmacological treat-
ment strategies. Published studies and summarized results are
outlined in Table 1.

Socio-demographic characteristics

One of the most recent studies from the Snapshot database inves-
tigated the influence of gender on OCD.4 In line with prior pub-
lished findings,13,14 the study revealed that male OCD patients
showed a significantly earlier age of onset of symptoms when
compared to female counterparts. However, no significant differ-
ences in the severity of OCD symptoms were observed between the
genders. Additionally, the study noted that females were more
likely to be married, living with a partner, and had a lower educa-
tion level, which could be linked to the later age at OCD onset in
this subgroup. Moreover, females were more prominently repre-
sented in the group of patients with adult-onset (occurring at or
after 18 years of age), while the gender distribution was similar in
the childhood (≤13 years) and adolescent-onset (between 13 and
17 years) subgroups.9 This lack of male predominance in the early-
onset subgroups contradicts previous literature, which typically
shows a higher male rate in such cases.14 Although the exact
mechanisms underlying this phenomenon remain unclear, several
lines of evidence suggest that androgens may play a critical role in
the onset and exacerbation of certain cases of OCD. In this study,
which collected patients from various institutions, it is possible that
cultural differences—that need to be further investigated—might
have influenced the onset of the illness and mitigated differences
between genders.

Mindful of the limitations in knowledge about OCD among the
elderly, another study aimed to characterize the clinical presenta-
tion of older patients with OCD (≥65 years old), that represented a
significant minority (6%) of the overall sample in the ICOCS
database. These elderly patients with OCD were more frequently
female and exhibited a distinct pattern of illness compared with
their younger counterparts, in terms of a later age at onset of OCD
and a less frequent use of cognitive behavioral therapy (CBT).8

Previous findings regarding geriatric OCD patients are scarce and
restricted to a few studies. For instance, a single-center study
comparing 32 OCD geriatric patients (≥60 years old) to 601 non-
geriatric patients revealed a similar prevalence of elderly patients
(5.3%) and, similarly, this subset of patients was also characterized
by a later age at onset. Moreover, the elderly patients exhibited
fewer concerns related to symmetry, need to know, and counting
rituals, while handwashing and fear of sinning were more com-
mon.15 As in the ICOCS Snapshot dataset, no difference in severity
of illness was found across age subgroups.15 Conversely, another
cross-sectional investigation on 227 subjects with OCD found a
negative correlation (r =�0.386, p < 0.001) between age and Yale-
Brown Obsessive–Compulsive Scale (YBOCS) score.16

The attitude OCD patients have toward cigarette smoking was
another area of investigation in the ICOCS database, revealing that
nearly one out of four OCD patients were current smokers (24%,

with significant differences across countries). Among this group,
females were more prominently represented.10 Although this prev-
alence is relatively low when compared to patients with other
psychiatric disorders (50%–80% of smokers),17 it is higher when
compared to other OCD studies (5.5%–20%).18,19 Moreover, cur-
rent smokers were over represented in patients with comorbid
Tourette’s syndrome or tic disorder (compared with former
smokers or subjects who never smoked), suggesting a shared
impulsive behavior mechanism between pathological behaviors
and nicotine use. Interestingly, a higher comorbidity rate with
psychiatric and medical conditions emerged in non-smokers when
compared to smokers. However, this result cannot be thoroughly
explained due to factors such as: i) the specific psychiatric or
medical comorbidity should be considered, ii) the small sample
size of each subgroup (in the original paper, only the minority of
patients—less than 20%—showed a comorbidity), and iii) the
inability to establish a causal relationship between smoking
and comorbid psychiatric/medical conditions in cross-sectional
studies.

Clinical characteristics

Results from the international database analysis investigating age at
onset confirmed the well-known early-onset of OCD. Specifically,
21% of patients reported childhood-onset, 36% experienced
adolescent-onset, and the minority (43%) had adult-onset OCD.9

Taken as a whole, this study highlighted that the majority of OCD
patients experienced symptoms before adulthood (ie, before the age
of 18). In addition, childhood- and adolescent-onset patients had
beenmore frequently treatedwithCBT, comparedwith adult-onset
patients,9 suggesting that CBT is an suitable first-line treatment in
mild-to-moderate cases of young OCD patients.20

Another study conducted by the ICOCS group indicated that an
early onset and longer duration of illness were negative predictors
of long-term overall outcomes in OCD patients.2 In detail, a longer
duration of illness was predictive of lifetime psychiatric hospitali-
zations and was directly correlated with higher disability in work,
social, and family life, as measured through the Sheehan Disability
Scale (SDS).21 An early age at illness onset was associated with the
need for treatment augmentation of CBT and was inversely corre-
lated with higher social disability. Conversely, panic disorder
comorbidity (occurring after the onset of OCD) was correlated
with a later age at onset and a shorter duration of illness 2,
suggesting that this comorbidity is associated with an greater
readiness to seek treatment.22

A recently published study from Brakoulias and colleagues
collected data from more than 3,700 participants across seven
countries (Australia, Brazil, India, Italy, Japan, South Africa, and
Spain) representing the largest international database of OCD in
the literature.23 While this paper benefited from a large sample of
patients from diverse backgrounds, it had limitations due to data
being derived from studies with varying objectives and recruitment
methods, resulting in heterogeneous samples. Among the clinical
data analyzed in this paper, mean age of onset of OCD was
16.9 years (SD = 4.5, measured in four nations, n = 2,022) with
no significant differences across countries. This mean age at onset
was lower compared to the mean age at onset reported in the
ICOCS database (20.6 years, SD = 10.9, as noted in the paper,
Dell’Osso et al., 20132). This finding underscores once more the
typical early onset of OCD and, consequently, the importance of
targeting interventions toward childhood age groups.24
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Comorbidity

Individuals with OCD frequently experience additional psychiatric
disorders either concomitantly or at some point during their life-
time. This comorbidity is responsible for negative outcomes such as
a higher burden of the disease and reduced responsiveness to
treatment.25

Two reports from the ICOCS have focused on comorbidity rates
in OCD.6,11 The first study reported high cross-sectional
co-occurring rates for disorders within the OCD spectrum, includ-
ing tic disorder (12.5%), body dysmorphic disorder (8.7%), and
compulsive self-injurious behaviors (7.4%). This supports the idea
of including these conditions in the same spectrum of OC-related
disorders, as well as the introduction of the new “tic-related”
specifier for OCD in the DSM-5. Among other previously classified
DSM-IV-Text Revised Axis I disorders, major depressive disorder,
social anxiety disorder, generalized anxiety disorder, and dysthy-
mic disorder were the most prevalent (ranging between 15% and
13%) and the number of comorbid anxiety and mood disorders
strongly correlated with the severity of OCD.11 However, it is
important to note that these data may underestimate the rate of
comorbid conditions in OCD. In contrast, the international data-
base from Brakoulias, reported higher rates of comorbid condi-
tions: major depressive disorder (50.5%), social phobia (26.4%),
specific phobia (25.5%), generalized anxiety disorder (24.0%),
hypomanic episode (23.7%), and dysthymia (22.5%).23 The lower
rates of psychiatric comorbidity observed in the ICOCS Snapshot
database, also compared to previous single-center studies,26 may
reflect thatmost of the patients included in the Snapshot studywere
already receiving effective treatment before seeking care at an OCD
specialized center. Alternatively, it could be attributed to recall bias
due to the single interview method used in the Snapshot study.

A subsequent study from the ICOCS study specifically investi-
gated the lifetime comorbidity of bipolar disorders in patients with
primary OCD, showing a 6.2% rate in the ICOCS Snapshot data-
base.6 Subjects with comorbid bipolar disorders showed greater
severity of OCD, as measured by the YBOCS, and were more likely
to have lifetime psychiatric hospitalizations and augmentation
pharmacotherapies, which could be related to the greater severity
of their illness.

Overall, these comorbidity studies have provided new findings
into the rates and patterns of specific comorbidities in OCD
patients, highlighting the burden of comorbid conditions as well
as the need for targeted therapeutic interventions in specific situ-
ations (eg, prescribing high doses of serotonergic antidepressants,
which could induce mood elevation episodes in patients with
comorbid bipolar disorders).

Suicide

Although OCD has traditionally been associated with a low suicide
risk, emerging literature data disconfirmed this assumption, reveal-
ing a higher suicide risk for OCD patients compared to the general
population.27 Snapshot investigations confirmed this perspective,
with 15.9% of patients reporting current suicide risk (as assessed
with the suicide module [C] of the M.I.N.I.),5 and a similar rate
(14.6%) reporting suicide attempts at least once during lifetime.7

Notably, several risk factors for suicide risk have emerged, suggest-
ing the importance of addressing these factors during clinical
interviews. These factors include a higher severity of OCD and
related disability, the presence of comorbid medical or psychiatric
disorders (especially, major depression and generalized anxiety

disorder), and previous psychiatric hospitalizations.5,7 When com-
pared to the paper by Brakoulias, it was found that suicidal ideation
within the last month was reported by a average of 6.4% of patients,
whereas 9.0% reported having attempted suicide in their lifetime.23

Pharmacological treatment

The cross-sectional evaluation conducted by the ICOCS provided
insights into the pharmacological treatment strategies employed in
various tertiary care settings.12 The results were in alignment with
evidence-based treatment guidelines,20 showing that 77.6% of
patients were prescribed a selective serotonin reuptake inhibitor
(SSRI) and 50% were utilizing at least one augmentation strategy.
Among the augmentation strategies, antipsychotics were most
frequently prescribed (30.3%), followed by benzodiazepines
(24.9%), and antidepressants other than SSRI (21.9%). Notably,
no significant differences were found in mean YBOCS scores or
clinical improvement (as measured on the Clinical Global Impres-
sion, Improvement [CGI-I]) between specific monotherapy agents
and, similarly, between individuals treated with at least one aug-
mentation strategy and those treated with monotherapy. However,
those in the augmentation group reported significantly higher SDS
scores, indicating that augmentation was associated with a greater
degree of functional impairment.12 These results might suggest that
augmentation strategies may provide limited therapeutic benefit
for individuals who do not respond to first-line treatments for
OCD, which challenges the robust evidence from the literature.28

However, it is important to consider that these results are based on
a cross-sectional analysis, and potential confounding factors
should be attentioned. First, patients might be at different stages
of treatment—with those on augmentation possibly having more
treatment-resistant OCD than those on monotherapy. The lack of
difference in symptoms severity might suggest that both groups
improved to an equal extent, despite facing a more treatment
resistant form of the illness. The lack of improvement between
patients on monotherapy compared to those on augmentation
could also be influenced by specific characteristics of the study’s
patient population, in particular the duration of illness, the number
of previous treatment trials, and the increased severity of OCD in
this sample—that is, patients recruited from tertiary care settings
often have more severe and treatment-resistant forms of OCD,
making them less likely to respond to augmentative strategies.
Alternatively, the results may point to a “plateau effect”where only
a limited degree of improvement can be achieved in individuals
who require a next-step treatment.

Geographical/transcultural differences

The ICOCS database analysis provided a valuable trans-cultural
worldwide perspective on various socio-demographic and clinical
OCD features. This geographic heterogeneity in the sample had
several advantages. First, it minimized the risk of possible socio-
cultural bias and other confounding factors related to a single
catchment area, providing an objective characterization of the
phenomena under investigation. Second, it offered an opportunity
to explore how cultural variations and specific local factors, espe-
cially related to the healthcare system, might influence the clinical
course of OCD. Indeed, several sociodemographic differences
across countries emerged from the analysis. For instance, female
gender was overrepresented only in patients from the Americas
(Canada, the United States, and Mexico), whereas other countries
showed a more balanced gender distribution.4 Of note, the highest
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number of non-smoking patients was observed in Italy, whereas
South Africa showed the highest number of current smoking
patients.10 South African patients also exhibited a larger number
of comorbid Axis I when compared to those in Spain,11 and they
were more frequently prescribed monotherapy when compared to
patients in Europe or Canada.12With respect to suicidal behaviors,
Italy, South Africa, Israel, Canada, and the United Kingdom had
the highest current suicidal risk prevalence,5 a phenomenon that
partially reflects the highest rate of previous suicide attempts
observed in European and South African patients.7 Regarding
disease burden, patients from Europe showed a higher severity of
illness (higher scores on the YBOCS and on the CGI-severity
scales) when compared to subjects fromCanada; similarly, subjects
from Europe showed a higher disability when compared with ones
from South Africa (as measured with the SDS).12

Unrevealing the causal relationships responsible of these differ-
ences is complex, as several confounding factors might exist and
comparative studies on OCD manifestations between countries
remain limited. Moreover, ethnic minorities with OCD are often
underrepresented in research, as most of the investigations focused
on European or American population. Increasing our understand-
ing of geographical and transcultural factors and their impact on
the clinical presentation of OCD is, therefore, essential.

While the impact of pathophysiological mechanisms on OCD
is well-determined, with core features likely relatively indepen-
dent of cultural variations, some data suggest that the content of
the obsessions may be an exception to this rule.29,30 Indeed,
religious believes and religiosity seem to affect the type of obses-
sions and severity of their manifestations, whereas certain “taboo
obsessions,” such as those related to sexual orientation, might be
culture‐bound as these have mainly been observed in Western
cultures and has not been reported in the literature outside of the
United States31 or in Middle Eastern countries where religious
themes are prevalent. In Brazil, a predominance of aggressive
obsessions has been described.32 Geographical differences have
also been identified in previous studies that compared the clinical
manifestation of OCD between countries. For example, a higher
rate of comorbid generalized anxiety disorder and post-traumatic
stress disorder were reported in Brazilians meanwhile Americans
were more likely to endorse substance abuse disorders.33 Rates of
comorbid lifetime major depressive disorder ranged from around
30% in India and Japan to around 60% in Australia and
South Africa, likely reflecting different access to treatment for
these comorbid conditions.23 Moreover, the incidence of OCD
was lower in Taiwan, and there was a larger proportion of indi-
viduals with only obsessions the United States, Canada, Puerto
Rico, andNewZealand, compared to Korea, where the proportion
of subjects presenting only compulsions was higher than in the
other cultural backgrounds.34 Recent suicidal ideation was most
prevalent in the Australian sample (up to 33.2%), while a lifetime
history of a suicide attempt was highest in the South African
sample (15.9%).23

Access to health care and treatments significantly impacts the
clinical presentation of OCD. Geographical differences in treat-
ment approaches were evident in the ICOCS Snapshot sample. A
previous paper reported geographical variations in the percentage
of subjects not being pharmacologically treated, with 44% OCD
patients untreated in Brazil and 38% untreated in Australia. In
contrast, countries like Italy, Japan, and Spain showed nearly 100%
of patients on pharmacological treatment.35 Although no country
in the Snapshot database came from a low-income economy,
variations in healthcare system, including public versus private

options, and public policies regarding access to treatments or
subsidies for drug and interventions, likely played a role in the
clinical presentation of OCD. Limited access to care can impact
disease severity by prolonging the duration of untreated illness.
Efforts to favor access to treatment, such as reducing stigma
associated with OCD and mental illness in general and increasing
investments in mental health, are crucial. Recent literature data
have highlighted that minorities with OCD, including Asian/
Pacific Islander, Hispanic, Latino, Black, and Multiracial individ-
uals, were often under-treated and underserved in terms of both
psychological and psychiatric services compared to non-
minorities.36 Although a clear trend in this direction has not been
observed in the Snapshot database (ie, no clear difference between
treatment strategies in subjects from South Africa, Mexico, and
Israel versus the other countries), this could be attributed to the fact
that patients were included from a tertiary-care setting, where
access to care is more filtered to selected individuals. Increasing
education on mental health disorders and reducing stigma remain
of high importance for improving access to effective care in each
country. Lastly, geographical variables might be influenced by
genetic differences and epigenetic mechanisms (eg, effect of food,
environmental exposures), which contribute to different presenta-
tion of the disorder.37 Therefore, a thorough evaluation of educa-
tion background, cultural aspects, access to health services, and the
genetic structure of populations, is crucial and should be always
taken into account in clinical studies.

Discussion and future perspectives

The ICOCS Snapshot database has the unprecedented privilege to
gain a global perspective on the socio-demographic and clinical
features of individuals with OCD. The findings from the analysis of
this database not only confirm previous literature research but also
shed new light on various clinical aspects of OCD. One significant
finding is the confirmation that OCD most commonly begins in
pre-adult age. This emphasizes the importance of developing spe-
cific diagnostic and therapeutic pathways between child and ado-
lescent psychiatrists, in light of the poorer prognosis associated
with early-onset OCD.

Gender-related differences emerged in OCD presentation has
also been highlighted, underscoring the need to further investigate
how gender affects the clinical presentation of the illness and its
underlying causes, such as potential influence of sex hormones.

Regarding comorbidity, while the rates of psychiatric comor-
bidity appeared lower when compared to previous studies, OCD
was nonetheless associated with notable culture-specific rates of
tobacco smoking and suicide risk. These findings emphasize the
importance of addressing these comorbidities in the management
of OCD. In terms of treatment, despite evidence from academic
clinical trials suggesting augmentative treatments may be effective
in OCD, analysis from the Snapshot database challenged this
strength of evidence, suggesting that augmentation strategies may
have limited therapeutic benefit for those who do not respond to
first-line treatments. However, in the clinical practice, combination
strategies remain the most preferred treatments in OCD and in
other many psychiatric disorders, as the academic clinical trials
might not reflect the real-world treatment modalities and effec-
tiveness of medications—because of strict exclusion criteria—and
the cross-sectional studies/naturalistic studies might not reflect the
real therapeutic effects of medications—because of confounding
factors.
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For a correct interpretation of these data, potential limitation
intrinsic to the selected studies should be considered. First, the
studies in the ICOCS Snapshot project were naturalistic and cross-
sectional, potentially introducing recall-bias. Moreover, patients
were at different stages of illness and were recruited from academic
tertiary clinics (where rates of treatment-seeking subjects might be
higher, as well as the rate of comorbidities and the severity of
illness), therefore they might do not fully reflect the standard of
care usually observed elsewhere, and such population may not
adequately represent the broader population of individuals with
OCD. Lastly, the varying prevalence of co-occurring conditions
observed between different countries (eg, cigarette smoking, sui-
cide, and comorbidity) might reflect a difference among those
countries independently from OCD.

Of note, the collaborative network of researchers and clinicians
involved in the ICOCS project have led to several position papers,
including one study on the advances in the treatment of OCD,1 on
functional interventions as augmentation strategies38 and a clini-
cian’s guide to faceOCD amid the COVID-19 pandemic.39 Overall,
we believe that the past and future collaborative efforts of the
ICOCS network will improve the knowledge on OCD, benefiting
patients, related caregivers, and treating clinicians.

Future research should investigate the role of additional vari-
ables, such as cognitive functions or neurodevelopmental disorders
(eg, autism spectrum disorders or attention deficit hyperactivity
disorder) which are frequently observed alongside OCD. Transi-
tioning to a longitudinal valuation of the sample could help to
establish causal relationship among variables. Additionally, the
geographical/transcultural peculiarities highlighted in the ICOCS
database analysis underline the need for specific diagnostic and
therapeutic strategies tailored to different populations, considering
both biological and environmental factors.
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