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A B S T R A C T

In 1994, the DSM-IV added the specifier “with poor insight” to the diagnostic criteria of obsessive-compulsive
disorder (OCD). The DSM-5 went one step further and now allows clinicians to diagnose OCD “with absent
insight/delusional beliefs,” thereby blurring the long-standing distinction between OCD and psychosis. The
present study surveyed OCD experts as to their opinions on the insight specifier and the future classification of
OCD.

The final sample comprised 60 OCD experts, with a subgroup of 35 experts with verified identity and at least 6
years of clinical and/or research experience (“verified experts”).

While most experts supported the inclusion of the insight specifier for OCD, verified experts were split on the
question of whether, in the case of full absence of insight, a diagnosis of OCD should be accompanied by an
additional diagnosis (e.g., delusional disorder). A relative majority of the full sample (48.4 % yes vs. 36.7 % no)
and an absolute majority of verified experts (51.4 % vs. 34.3 %) recommended removing the term “delusional
beliefs” as a specifier; most were concerned that including delusional beliefs as a symptom of OCD might foster
the prescription of antipsychotics and skepticism about the efficacy of psychotherapy for OCD. An absolute
majority (56.7 % of full sample, 60.0 % of verified experts) agreed that at least some doubt or partial insight into
the excessiveness of one’s obsessional beliefs should be present for a diagnosis of OCD. In addition, most experts
opposed the reclassification of OCD as an anxiety disorder.

Looking ahead to the development of the DSM-6, we recommend that (1) the criteria should emphasize that
full absence of insight is rare in OCD and that (2) the term “delusional beliefs” should be dropped.

1. Introduction

1.1. Classification of obsessive-compulsive disorder from the DSM-I to the
DSM-5 and its association with insight

The Diagnostic and Statistical Manual of Mental Disorders (DSM), now
in its fifth edition (American Psychiatric Association, 2013), was first
published in 1952 to streamline and standardize psychiatric/psycho-
logical terminology (American Psychiatric Association, 1952).

Obsessive-compulsive disorder (OCD), then termed “obsessive compul-
sive reaction,” was already included in the DSM-I and has seen several
changes across the different editions of the DSM. For example, hoarding
was not explicitly mentioned in the context of OCD until the DSM-IV
(American Psychiatric Association, 1994, p. 671); later it was recog-
nized as a separate diagnostic entity (Hoarding Disorder)2 in the DSM-5
(American Psychiatric Association, 2013). The focus of the present
article is on the association of OCD with insight as level of insight is
traditionally deemed of high relevance for the differential diagnosis of
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2 Of note, the DSM-5 clarifies that if hoarding arises from obsessions typical of OCD (e.g., not throwing away newspapers because they may contain information

that could prevent harm), a diagnosis of OCD should be given instead.
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OCD and psychosis/schizophrenia, outcome prognosis, and the treat-
ment of OCD.

The DSM-I included “obsessive compulsive reaction” in the section
“psychoneurotic disorders,” with anxiety as its key feature. The syn-
drome is described as marked “by unwanted ideas and (…) repetitive
impulses,” with the individual being “compelled to carry out his rituals”
(p. 33) even if they are acknowledged unreasonable by the patient. The
DSM-II (American Psychiatric Association, 1968) renamed the syn-
drome “obsessive compulsive neurosis.” The criteria were essentially
unchanged, although the central role of anxiety was somewhat
de-emphasized. Insight was not further elaborated on other than the
statement that obsessive ideas were often considered “nonsensical”
(DSM-II; p. 40). The DSM-III (American Psychiatric Association, 1980)
introduced the present syndromic label “obsessive compulsive disorder,
” which it categorized as an anxiety disorder. Insight was briefly
mentioned: “In Obsessive Compulsive Disorder, Hypochondriasis, and
more rarely Phobic Disorder, in order to account for the symptoms, the
individual may develop overvalued ideas that are difficult to distinguish
from delusions. However, individuals with these disorders recognize, at
least to some degree, that their symptoms and thinking are irrational,
even if they are dominated by them” (p. 187). Criterion A stipulates that
the obsessive ideas are experienced as “senseless or repugnant” (p. 235).
A possible difference between children and adults, which we discuss
below, was also mentioned: “The individual generally recognizes the
senselessness of the behavior (this may not be true for young children)”
(p. 235).

The section on OCD in the DSM-III-R (American Psychiatric Associ-
ation, 1987) did not explicitly use the term “insight” when highlighting
differences between OCD versus schizophrenia/delusional disorder but
wrote: “However, the person with Obsessive Compulsive Disorder who
has an overvalued idea can usually, after considerable discussion,
acknowledge the possibility that his or her belief may be unfounded. In
contrast, the person with a true delusion usually has a fixed conviction
that cannot be shaken” (p. 246). Criterion A also required that the in-
dividual experience the obsessive ideas as “intrusive and senseless” (p.
247). In 1994, the DSM-IV (American Psychiatric Association, 1994)
introduced the specifier “with poor insight,” which was defined as fol-
lows: “if, for most of the time during the current episode, the person does
not recognize that the obsessions and compulsions are excessive or un-
reasonable” (p. 423). Yet, criterion B required at least some insight into
the excessive or unreasonable nature of obsessions or compulsions at
some point in the course of the disorder. The DSM-IV stated that OCD
features may escalate into delusional beliefs, but in such cases an
additional diagnosis was suggested (“If the obsessions develop into
sustained delusional beliefs that represent a major part of the clinical
picture, an additional diagnosis of Delusional Disorder may be appro-
priate,” p. 301).

The DSM-5 (American Psychiatric Association, 2013) moved OCD
from the anxiety disorder to the newly formed Obsessive-Compulsive
and Related Disorders section and extends the insight specifier to OCD
cases “with absent insight/delusional beliefs.” The DSM-5 states: “In-
dividuals with obsessive-compulsive disorder and body dysmorphic
disorder may present with poor or absent insight, and the pre-
occupations may reach delusional proportions” (p. 104). Of note, unlike
the DSM-IV, the DSM-5 does not encourage an additional diagnosis: “For
individuals whose obsessive-compulsive and related disorder symptoms
warrant the ‘with absent insight/delusional beliefs’ specifier, these
symptoms should not be diagnosed as a psychotic disorder” (p. 236). The
DSM-5 places emphasis on the term “delusion” by using it multiple times
in the OCD section. While delusions (i.e., fixed false convictions; see
above) are clearly not pathognomonic of schizophrenia, they are one of
its hallmark features (Moritz, Borgmann, et al., 2024; Moritz, Gawęda,
et al., 2024). As the DSM-5 removed the DSM-IV’s criterion B (i.e., that
the person has recognized the excessive or unreasonable nature of the
symptoms at some point in the course of the disorder), OCD can be
diagnosed in cases with absent insight, thus facilitating a diagnosis of

OCD in individuals who would formerly have received a diagnosis of
psychosis/schizophrenia.

The primary impetus for conducting the present study was our
concern that the de-emphasis on insight for a diagnosis of OCD may
somewhat blur the traditional distinction between OCD and psychosis/
schizophrenia (Chiang & Purdon, 2023; Oulis et al., 2013), the latter of
which is sometimes called a “disorder of conviction” (Moritz, Ramdani,
et al., 2014); DSM-5 regards delusions and hallucinations as the
“defining features” (p. 58) of schizophrenia, so that any diagnosis is
doubtful unless core ideas, especially about persecution or the origin of
voices, are held with delusional conviction.

The blurring of diagnostic categories may have a deleterious impact
on both treatment and diagnosis, with a possible shift towards diag-
nosing cases as OCD that previously would have been considered on the
psychosis spectrum.

1.2. Empirical basis of an association between OCD and psychotic
features and delusions

OCD (symptoms) and a diagnosis on the psychosis spectrum may co-
occur. A meta-analysis (Swets et al., 2014) of 3978 participants with
schizophrenia estimated the mean OCD prevalence in psychosis as 13.6
% (adjusted), whereas the prevalence rate of any obsession or compul-
sion was as high as 30.3 % (adjusted), with regional differences and
higher prevalence with a longer history of schizophrenia. A more recent
review estimated the prevalence rates of OCD in schizophrenia to range
between 12 % and 25 % (Pardossi et al., 2024). Some experts have
suspected etiological commonalities (Balachander et al., 2022; Ghan-
barzehi et al., 2023; O’Connell et al., 2018; Vellucci et al., 2023; West
et al., 2024), but several other factors may artificially inflate comor-
bidity rates. For example, it has long been known that OCD symptoms
may manifest as a side effect of clozapine (Hudak & Rasmussen, 2022;
Kim et al., 2020; Schirmbeck & Zink, 2012). High comorbidity with
schizotypal personality disorder (SPD; Hudak & Rasmussen, 2022) may
also be exaggerated due to overlapping symptoms/criteria. For example,
magical thinking is common in both disorders, as well as sensory irri-
tations (e.g., obsessive thoughts in OCD often contain sensory proper-
ties, Moritz, Claussen, et al., 2014; Röhlinger et al., 2015). Moreover,
SPD symptoms such as social anxiety and odd behavior or appearance
may simply be epiphenomena of OCD, reflecting avoidance of others due
to fear of contamination and aggressive thoughts as well as safety be-
haviors (e.g., wearing gloves, performing rituals). Since Bleuler (for a
discussion, see Hudak & Rasmussen, 2022), obsessive-compulsive
symptoms have been put forward as risk factors for later psychosis,
but the evidence is ambiguous according to, for example, the DSM-III:
“Obsessions and compulsions sometimes occur transiently during the
prodromal phase of Schizophrenia. In such cases the diagnosis of
Obsessive Compulsive Disorder is not made” (DSM-III, p. 235). It is
important to keep in mind, however, that other syndromes, especially
depression, are also common precursors of psychotic symptoms (Staines
et al., 2022; Uher et al., 2024), challenging the alleged specificity of such
longitudinal associations. As we argue in greater detail in the discussion,
delusions in OCD are rare and, unlike psychosis, are usually not of an
interpersonal or persecutory nature. According to re-analyses of studies
using the insight item of the Yale-Brown Obsessive-Compulsive Scale
(Y-BOCS) by Korkmaz (2023), only 1.2 % of patients show lack of insight
to a delusional degree (poor insight: 10.8 %). In data collected at a clinic
specializing in OCD at NIMHANS Bangalore (India) between 1997 and
2019, 1.5 % of patients showed no insight/delusional symptoms (poor:
8.2 %) (personal communication by Janardhan Reddy, July 1, 2024).
The first author of the present article pooled data from prior studies of
his unit (e.g., Moritz et al., 2002) and found a rate of 0.2 % for absent
insight and 5.1 % for poor insight in 417 cases. The only study we found
with a more sizable subgroup of patients without insight (17 %) was by
De Berardis et al. (2005). A study on children (Lewin et al., 2010) lends
support to the notion in the DSM-III, mentioned above: the percentage of
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absent insight was much higher in children than in adults, yet lack of
insight still affected less than 10 % of patients (7 %; two thirds showed
excellent (42 %) or good (24 %) insight). In summary, the prevalence of
OCD in schizophrenia is elevated compared to the general population
which may reflect genetic commonalities but also overlap in symptoms
and is partly owing to medication effects and dysfunctional coping (e.g.,
compulsive rituals to ward off the influence of voices). In contrast, clear
positive symptoms are rather rare in OCD, but they do exist

1.3. Study aims

In the present survey, we asked OCD experts for their views on the
insight specifier in the DSM-5 criteria for OCD and whether they would
recommend that the DSM-6 return to the criteria of the DSM-III-R and
earlier editions, which had no specifier for insight, or the DSM-IV, in
which cases with poor insight (but not absent insight/delusional beliefs)
could be diagnosed as OCD.

2. Methods

2.1. Participants

From May 15, 2024, to June 6, 2024, we invited experts on OCD to
take part in a survey. First, we emailed all editorial board members of
the Journal of Obsessive-Compulsive and Related Disorders, the only sci-
entific peer-reviewed journal that specializes in research on OCD and
related disorders. We also advertised the study on the International OCD
Research Listserv for experts on OCD and obsessive-compulsive related
disorders, which has approximately 120 expert members from more
than 18 countries. The listserv is moderated by one of the co-authors
(AA). Further, we contacted OCD researchers who had actively pub-
lished as first or senior authors in peer-reviewed journals on the disorder
in the last 3 years (note that there was some overlap in the persons
targeted by these various sources). The editor-in-chief of the Journal of
Anxiety Disorders, Dr. Gordon Asmundson, also distributed the link to
editorial board members.

As an incentive, each completer was offered free access to a 10h e-
learning curriculum on body-focused repetitive behaviors (BFRBs; www
.uke.de/e-bfrb-training). If participants already had access to this plat-
form, we offered free access to an e-learning on metacognitive training
for depression (www.uke.de/e-dmct) or psychosis (www.uke.de/e-mct).

A total of 185 individuals accessed the landing page of the survey
(this number may, however, include multiple accesses by the same
person); 65 experts completed at least one question on the core items of
interest. Blind to the data, we discarded 5 individuals because they had
less than 3 years of research or treatment experience for OCD (n = 2) or
did not have an academic degree beyond a bachelor’s degree (n = 3).
Thus, the final sample encompassed 60 experts. We also formed a sub-
sample of 35 “verified experts” who reported having at least 6 years of
experience with research and/or treatment of OCD and whose identity is
known because they provided their email address for verification (par-
ticipants were sent a confirmation email for verification with the in-
struction to contact us if they had not entered the email address
themselves). The study was approved by the local ethics committee of
psychologists at the University Medical Center Hamburg (Germany;
LPEK-0772).

2.2. Survey

This survey was created using Unipark®. The introductory para-
graph of the survey informed participants that the survey was brief and
directed only at mental health professionals with clinical and/or
research experience with OCD. We then summarized whether and how
the different editions of the DSM considered insight, noting that the
DSM-III-R did not mention the term “insight” in the context of OCD, the
DSM-IV introduced the specifier “with poor insight,” and, lastly, the

DSM-5 definition expanded the specifier to include cases “with absent
insight/delusional beliefs.” We ended the introduction by expressing our
hope that the experts’ opinions on the diagnostic importance of insight
might impact the formulation of the diagnostic criteria for OCD in the
DSM-6.

The survey first asked for demographic information (i.e., age, sex at
birth, and racial/ethnic background (demographic items were optional).
We proceeded with questions about the participant’s profession, highest
academic degree, and clinical and research experience (see Table 1). We
also asked whether the participant was a member of an organization
related to obsessive-compulsive disorder or a member of an editorial
board of a peer-reviewed journal on psychological disorders (optional
response). We then posed the 12 questions shown in Table 2 using a 5-
point Likert scale (strongly disagree, somewhat disagree, neutral,
somewhat agree, strongly agree) pertaining to the diagnostic criteria
(especially related to insight) and classification of OCD.

3. Results

3.1. Background characteristics

Sample demographic characteristics are displayed in Table 1. Of
those who disclosed background information (82 %, n = 49/60), most
were female and in their late 40s, with an average of 20 years of clinical
and 19 years of research experience. Approximately two thirds identi-
fied as White. The majority were psychologists (60 %), and a minority
were psychiatrists. Approximately 58 % held the title of professor, with
full professors representing the largest subgroup (38.3 %).

3.2. Survey on insight

Results on the questionnaire pertaining to insight and classification
are displayed in Table 2 (also see the supplementary file). For our ana-
lyses, we contrast somewhat disagree/strongly disagree with somewhat
agree/strongly agree. Results from the entire sample are displayed first,
followed by the results from the subgroup of verified experts.

Experts had mixed opinions regarding the insight specifier intro-
duced in the DSM-5. On the one hand, most regarded the inclusion of
insight as a significant improvement (59.6 % vs. 8.8 %; 60.0 % vs. 8.6
%), and more individuals endorsed than opposed the DSM-5 option of
rating insight from full insight to no insight/delusional beliefs (56.7 %
vs. 30.0 %; 45.7 % vs. 31.4 %). While verified experts were split as to
whether a diagnosis of OCD should be accompanied by an additional
psychosis-spectrum diagnosis in cases with a complete lack of insight (e.

Table 1
Demographic information (N = 60).

Variable Mean, with standard deviation or
frequency

Sex at birth (female/male) (optional) 31/29 (51.7 %/48.3 %)
Age in years (n = 49)* 48.56 (11.29)
Years of clinical experience 20.17 (11.13)
Race and ethnicity* (White/Other) (n =

38)
25/13 (65.8 %, 34.2 %)

Years of research experience 18.65 (11.04)
Profession ​
Psychologist 36 (60.0 %)
Psychiatrist 17 (28.3 %)
Other (e.g., neuroscientist) 7 (11.7 %)

Highest academic degree/rank ​
Master’s 2 (3.3 %)
M.D./Ph.D. 23 (38.4 %)
Assistant professor 5 (8.3 %)
Associate professor 7 (11.7 %)
Full professor 23 (38.3 %)

* To ensure full anonymity, participants were not required to disclose their age
or ethnic background (such information may have given hints to the identity of
the participant).
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g., delusional disorder, schizophrenia), as is suggested in the DSM-III-R
and DSM-IV (45.7 % vs. 45.8 %), the full sample opposed the idea of a
return to the former criteria (40.0 % agree vs. 51.6 % disagree). Less
than 10% of experts supported the idea of dropping all specifiers related
to insight (7.1 % vs. 87.8 %; 8.6 % vs. 85.7 %).

On the other hand, only a minority found that the delusional beliefs
specifier in the DSM-5 closed an important diagnostic gap (33.3 % vs.
42.1 %; 22.9% vs. 48.6%). A relative majority (i.e., the largest subgroup
but not exceeding 50 %) of the full sample (48.4 % vs. 36.7 %) and an
absolute majority (i.e., more than 50 %; 51.4 % vs. 34.3 %) of the
verified experts recommended dropping the term “delusional beliefs.”
Somewhat more participants endorsed separating absent insight and
delusional beliefs as two distinct options (50.0 % vs. 36.7 %; 62.8 % vs.
28.6 %). Of note, an absolute majority of the participants agreed that to
diagnose OCD, at least some doubt or partial insight into the exces-
siveness of the worries/beliefs should be present (56.7 % vs. 38.3 %;
60.0 % vs. 37.1 %).

Most experts saw a risk in including delusional beliefs as a symptom
of OCD as it could blur the distinction between OCD and a delusional or
psychotic disorder, thus fostering the prescription of antipsychotics for
OCD (63.3 % vs. 25.0 %; 74.3 % vs. 14.3 %) and skepticism about the
efficacy of psychotherapy for OCD (57.9 % vs. 33.3 %; 71.4 % vs. 20.0
%).

We also asked about pseudo-delusions. According to most of the
experts, individuals with OCD sometimes exaggerate their conviction
regarding the reasonableness of their OCD symptoms as a pretext for
continuing to engage in compulsive behavior, so this should not be
regarded as delusional (68.4 % vs. 17.5 %; 71.4 % vs. 11.5 %). Most
participants opposed the return of OCD to the DSM section on anxiety
disorder (35.1 % vs. 54.4; 34.3 % vs. 57.2 %).

Finally, we correlated years of experience in research and treatment

and each of the survey items. While experience in research was not
found to be significantly correlated with any individual item (r< 0.2, p>
.1), treatment experience correlated negatively with the endorsement
that “absent insight” and “delusional beliefs” should be two separate
options (r = − .307, p = .018) and agreement for re-entering the OCD
diagnosis into the DSM section anxiety disorders (r = 0.306, p = .022).

4. Discussion

Obsessive-compulsive disorder (OCD) and psychosis/schizophrenia
are traditionally distinguished using lack of insight versus intact insight
and the ego-dystonic nature versus ego-syntonic nature of the in-
dividual’s beliefs and ideas. In short, OCD is regarded as a disorder of
doubt and schizophrenia is regarded as a disorder of conviction (Moritz,
Ramdani, et al., 2014). While this distinction may have heuristic value,
it is not exhaustive. Perhaps most importantly, OCD symptoms are
usually related to worrying about significant others or about being
harmed by agents or diseases (e.g., bacteria) but not other persons. This
is in stark contrast to psychosis, where the patient feels compromised or
persecuted by others. There are also important exceptions related to
insight. As mentioned above, many OCD patients show less than optimal
insight (see introduction). In turn, while delusions are defined as “a false
belief based on incorrect inference about external reality that is firmly
held despite what almost everyone else believes” (DSM-5, p. 819), many
patients with psychosis show partial insight or “double book keeping”
(Bleuler, 1950) in that the door to reality is not fully closed and the
delusional ideas are contemplated as possibilities among other in-
terpretations (Lopez-Morinigo & David, 2024). Hence, psychosis scales
such as the Psychosis Rating Scale (Haddock et al., 1999) usually rate
the degree of conviction in a delusional belief on a continuum that can
range from full insight to partial insight to delusional conviction.

Table 2
Responses of participants from the full sample (N = 60) and from verified experts with at least 6 years of experience (n = 35, in brackets). See also the supplementary
material.

Item strongly
disagree

somewhat
disagree

neutral somewhat
agree

strongly
agree

If a patient with OCD shows complete lack of insight into his/her OCD symptoms, a diagnosis of
OCD should be accompanied by an additional diagnosis (e.g., delusional disorder,
schizophrenia), as in the DSM-III-R and DSM-IV.

28.3 % (22.9
%)

23.3 % (22.9
%)

8.3 % (8.6
%)

33.3 % (37.1
%)

6.7 % (8.6
%)

It is reasonable to distinguish OCD from psychotic disorders and delusions by the level of insight.
To diagnose OCD, at least some doubt or partial insight into the excessiveness of the worries/
beliefs should be present.

20.0 % (11.4
%)

18.3 % (25.7
%)

5.0 % (2.9
%)

25.0 % (22.9
%)

31.7 %
(37.1 %)

I endorse the DSM-5 criteria for OCD with the possibility of rating insight from full insight to no
insight/delusional beliefs.

10.0 % (11.4
%)

20.0 % (20.0
%)

13.3 %
(22.9 %)

21.7 % (20.0
%)

35.0 %
(25.7 %)

I endorse the DSM-5 criteria for OCD with the possibility of rating insight from full insight to no
insight/delusional beliefs but believe that the term “delusional beliefs” should be dropped.

16.7 % (8.6
%)

20.0 % (25.7
%)

15.0 %
(14.3 %)

31.7 % (37.1
%)

16.7 %
(14.3 %)

I endorse the DSM-5 criteria for OCD with the possibility of rating insight from full insight to
absent insight/delusional beliefs but think that “with absent insight” and “delusional beliefs”
should be two separate options (the current specifier combines the two: “with absent insight/
delusional beliefs”).

16.7 % (8.6
%)

20.0 % (20.0
%)

13.3 % (8.6
%)

26.7 % (31.4
%)

23.3 %
(31.4 %)

The possibility of including delusional beliefs as a symptom of OCD in the DSM-5 blurs the
distinction between OCD and a delusional or psychotic disorder. This may foster the
prescription of antipsychotics for OCD.

10.0 % (2.9
%)

15.0 % (11.4
%)

11.7 %
(11.4 %)

43.3 % (48.6
%)

20.0 %
(25.7 %)

The possibility of including delusional beliefs as a symptom of OCD in the DSM-5 blurs the
distinction between OCD and a delusional or psychotic disorder. This may foster skepticism
about the efficacy of psychotherapy for OCD.*

17.5 % (5.7
%)

15.8 % (14.3
%)

8.8 % (8.6
%)

35.1 % (40.0
%)

22.8 %
(31.4 %)

OCD patients are primarily characterized by the content of their symptoms (e.g., contamination,
checking, (auto)aggressive thoughts), making a distinction based on insight unnecessary. All
specifiers related to insight should be dropped.*

47.4 % (37.1
%)

40.4 % (48.6
%)

5.3 % (5.7
%)

1.8 % (0.0 %) 5.3 % (8.6
%)

The inclusion of insight in OCD diagnosis in the DSM-5 is a significant improvement.* 3.5 % (5.7
%)

5.3 % (2.9 %) 31.6 %
(31.4 %)

36.8 % (42.9
%)

22.8 %
(17.1 %)

The possibility of diagnosing delusional beliefs as part of OCD in the DSM-5 closes an important
diagnostic gap.*

15.8 % (20.0
%)

26.3 % (28.6
%)

24.6 %
(28.6 %)

22.8 % (20.0
%)

10.5 % (2.9
%)

Individuals with OCD sometimes exaggerate their conviction regarding the reasonableness of
their OCD symptoms (i.e., their lack of insight) to enable them to continue to engage in
compulsive behavior. Such behavior is not delusional.*

10.5 % (2.9
%)

7.0 % (8.6 %) 14.0 %
(17.1 %)

54.4 % (51.4
%)

14.0 %
(20.0 %)

The OCD diagnosis should be subsumed in the DSM section “anxiety disorders.”* 33.3 % (34.3
%)

21.1 % (22.9
%)

10.5 % (8.6
%)

19.3 % (20.0
%)

15.8 %
(14.3 %)

* Notes. n = 57; due to rounding, values may not add up to 100 %.
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Our results show that most of the OCD experts endorsed the shift of
OCD from the category of anxiety disorders to the newly formed
Obsessive-Compulsive and Related Disorders section in the DSM-5;
interestingly, clinicians with more experience were more open to
returning OCD to the anxiety disorder section. Experts also viewed the
inclusion of insight as a significant improvement to the diagnostic al-
gorithm. Relatedly, most experts were against dropping all specifiers
related to insight from the DSM-6. At the same time, most reported that
to diagnose OCD, at least some doubt about or partial insight into the
idea that the worries/beliefs are at least excessive should be present
(56.7 % vs. 38.3 %; 60.0 % vs. 37.1 %), which is more in line with the
position held by the DSM-IV than that of the DSM-5. The “delusional
beliefs” aspect of the specifier, in particular, raised concerns, and a
relative majority in the case of the full sample (48.4% vs. 36.7%) and an
absolute majority (51.4 % vs. 34.3 %) in the case of the verified experts
supported the deletion of the term “delusional beliefs.” The inclusion of
this term, which suggests a link between OCD and the psychosis spec-
trum, raised concerns among the experts surveyed. Their primary
concern was that this could lead to increased prescription of antipsy-
chotic medications for OCD and potentially increase skepticism about
the effectiveness of psychotherapy for OCD. Interestingly, more than
two thirds of the experts thought that individuals with OCD sometimes
exaggerate their conviction regarding the reasonableness of their OCD
symptoms in order to continue their compulsive behavior, which should
not be regarded as delusional.

4.1. Delusional beliefs—an imprecise term

The DSM-5′s OCD specifier “absent insight/delusional beliefs” gives
the impression that these two aspects are largely overlapping or have
essentially the same meaning. However, the term delusional is ambig-
uous as it is commonly understood as a delusion-like idea, which can
also cover non-delusional ideas such as intrusive thoughts and beliefs
held with little conviction where insight is retained or is at least partially
present (for a discussion, see Moritz et al., 2024). Perhaps more
importantly, in clinical jargon, ‘delusions’ are often equated with par-
anoia/persecutory delusions, and even many schizophrenia researchers
speak of delusions when in fact they are referring specifically to para-
noid delusions (Dudley et al., 2016; Freeman, 2011; Ward & Garety,
2019). The difference is important since persecutory delusions refer to
convictions regarding a malevolent person or institution that is inflicting
harm purposefully. This is not the case in OCD, where patients usually do
not attribute events to the bad intentions of others but instead blame bad
luck/unfortunate circumstances (e.g., catching a life-threatening infec-
tion). According to our results, OCD experts are concerned that the
DSM-5 specifier may increase psychiatrists’ willingness to prescribe
antipsychotic (neuroleptic) medications for OCD. Although these med-
ications are effective in treating positive symptoms and delusions in
schizophrenia, they have many side effects and their efficacy is far less
established in OCD. The guidelines of the National Institute for Health
and Care Excellence (NICE), for example, recommend that antipsy-
chotics as a monotherapy should not normally be used for treating OCD
and should only be used, among other options such as additional
cognitive behavioral therapy, when standard treatment fails (section
1.5.4.7). The consensus guidelines of the European College of Neuro-
psychopharmacology (ECNP) also stipulate in the abstract that anti-
psychotic medications should be confined to treatment-refractory cases
and that even for OCD with poor insight/with “psychotic features,” the
“treatment of choice should be medium to high dose of SSRI” (Goodwin
et al., 2009, p. 520). Yet, later these guidelines say that the combination
of antipsychotic medications with SSRIs might be considered in those
with poor insight, although “it has not been thoroughly examined for
OCD with poor insight” (p. 528). While one study estimated that one in
two OCD patients benefited from antipsychotics (Conti et al., 2024), a
more recent review found efficacy in only one in three patients (Thamby
& Jaisoorya, 2019). Indeed, a recent Cochrane review (Komossa et al.,

2010) found no effect of olanzapine augmentation on OCD and only
some (not fully conclusive) evidence that adding quetiapine or risperi-
done to antidepressants increases efficacy. This approach, however,
must be weighed against adverse effects.

4.2. Recommendations for the DSM-6

The results of this expert survey can be distilled into several rec-
ommendations for the DSM-6.

1. The insight specifier should be retained, covering full to absent
insight. We recommend four additions:

1a. The term insight should be more clearly defined as insight per-
taining to the pathology of the symptoms.
1b. The term delusional beliefs should be dropped as it is imprecise.
1c. The text should emphasize that OCD without insight is a rare
condition.
1d Clinicians should be advised to explore whether poor insight re-
flects strategic motivation (lack of insight as a pretext for continuing
with compulsive behaviors) rather than a primary lack of insight.

2. OCD should be retained in its own section and should not be
located in the anxiety disorders section, as it was in the DSM-IV.

For future research, we may also need to learn more about the course
over time of various aspects of insight in light of findings showing
considerable fluctuation in insight even across short periods of time
(Landmann et al., 2019). The different dimensions of insight also
deserve more research as some patients may acknowledge that their
symptoms need treatment but reject the diagnosis or certain forms of
therapy. Or, they may have insight into their compulsions as patholog-
ical responses to their obsessive thoughts but lack insight regarding the
excessiveness of these thoughts.
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