OCD SAFEGUARDING

A brief introduction:
Whilst people generally think of OCD in terms of obsessive cleaning or ordering, intrusive thoughts can come in many forms.  They may centre around religious beliefs, violence, sexual behaviours (e.g., paedophilia), hurting your child or hurting oneself.

These obsessions can cause huge distress to the individual and, without clinical insight, some of the subtypes of OCD listed below have been raised as safeguarding concerns, further exacerbating the individual’s anxiety.  No-one who has OCD has ever been reported to have acted on their thoughts - they just worry that they might. Professionals who share this ‘concern’ are actually feeding the doubt and anxiety that the patient is already experiencing.  

‘At best this will lead to greater distress, avoidance and compulsive behaviours, and mistrust of health professionals; at worst, to complete decompensation of the patient or break-up of the family’ (Veale et al., 2009)

Below are some subsets of OCD that have created safeguarding concerns:

Harm OCD obsessions:
· A fear of harming yourself, a loved one or a stranger
· A fear that a person has already been harmed (e.g. they have accidentally run someone over)
· Perinatal/Maternal OCD – intrusive thoughts about hurting one’s baby,
during or after pregnancy
Paedophilia OCD (POCD) obsessions:
· The individual has unwanted harmful or sexual thoughts about children, or a fear that they may have sexually assaulted a child or young adult in the past.  This commonly results in panic, anguish or shame.  People with OCD have no desire to harm a child and are actually at the other end of the continuum from a paedophile.  
· The individual may monitor their groinal response in relation to children, checking repeatedly for signs that they are/are not aroused, thus perpetuating the OCD cycle.
Suicidal OCD obsessions:
· The individual has a fear that they will commit suicide, constantly think of ways to complete suicide and may fear becoming depressed which could lead to them taking their own life suicide.  They may look up stories about people who have completed suicide and ruminate on what happened.


How can a clinician screen for OCD?
· Ask about disturbing images as well as cognitions they may have, which are common for individuals with OCD
· Ask how they feel about their concern that they may hurt someone or sexually abuse a child.  A paedophile would most likely feel excitement at the thought of abusing a child.  An individual with OCD would most likely describe their horror and anguish at the prospect of this occurring.

If you think a client may have OCD it may prove helpful to go through the Y-BOCS questionnaire with them in session.  The questions on page four often provide a useful foundation for discussing shame-laden obsessive thoughts:
https://iocdf.org/wp-content/uploads/2016/04/04-Y-BOCS-w-Checklist.pdf


RISK SCREENING FOR OCD 
The information below has been adapted from a paper by Veale et al. (2009) who are leading experts in working with individuals with OCD.
Assessing risk for sexual/paedophile intrusive thoughts
1. 	‘How do you feel about having these thoughts?’
Is the intrusive thought or image ego-dystonic? An individual with OCD will find their paedophile or harm OCD completely repugnant, anxiety provoking and totally at odds with their values. They are likely to feel guilty about having these thoughts, even though they do not gain any pleasure from them. In contrast, a paedophile is likely to regard their sexual thoughts as ego-syntonic, they will be more ambivalent towards having these thoughts and find them attractive at least some of the time (although they may not admit this). Some paedophiles may, however, occasionally feel remorse in the early stages of acting on their thoughts in any way.
2.	‘Do you act on your intrusive thoughts in any way?’
People with OCD do not act on their intrusive sexual thoughts or fantasise or masturbate about them for pleasure. In some cases, an individual may masturbate over pornographic images of a child to test their level of arousal. A woman with OCD may report touching her daughter’s genitalia to see if she would feel compelled to insert her finger. Again, the typical reaction is likely to be repugnance, whereas a paedophile is most likely to use pornographic images for pleasure.
Self-report of sexual arousal is an unreliable indicator in OCD. Individuals with OCD may monitor their groinal responses. However, this selective attention and feedback on the state of arousal can increase both blood flow and level of arousal. In addition, the experience of anxiety can be confused with sexual arousal.
4. 	Do you avoid situations or activities that trigger intrusive sexual thoughts and images?
People with POCD commonly avoid situations where they are alone with young people. This can be quite subtle, and they may, for example, interact with children when parents or authority figures are present.  A paedophile is more likely to seek out opportunities to be alone with young children.
5.	‘Do you try to suppress or distract yourself when you have these thoughts?’
Individuals with OCD generally try to suppress or neutralise these repugnant thoughts.  At times they may examine them in detail to try and ascertain their validity.  A potential paedophile may occasionally try to suppress their thoughts but is more likely to engage with them.
6.	‘How often do you have these intrusive thoughts or images?’
Individuals with OCD are likely to experience frequent intrusive thoughts and spend a great deal of time monitoring these thoughts for signs of danger and/or trying to suppress them.  A potential paedophile is likely to have this type of thought less frequently.  If they are having them more frequently, they are likely to be entertaining more detailed fantasies.
7.	‘Can you tell me a bit about your past sexual history?’
An individual with OCD is more likely to over-disclose irrelevant past sexual history (e.g. exploratory play with a friend when they were 9) as evidence of their paedophile tendencies.  A paedophile is less likely to reveal their history, but more likely to have a history of exploitation and abuse.
8.	‘Why are you seeking help at this time?’
People with OCD generally seek help because they are fearful that they may act on their intrusive thoughts.  A paedophile is more likely to have been referred and be concerned with being caught.
9.	‘Do you have any other OCD symptoms?’
It is common for people with paedophile OCD to have obsessions and compulsive behaviours in other domains (e.g. order, washing or checking).  These OCD behaviours are less likely to be apparent in sexual offenders.




Assessing risk for violent or aggressive intrusive thoughts: 
Assessing for intrusive thoughts and images of violence should be undertaken in almost the same way as assessing for sexual OCD.  Again, the key factors that should be considered are:
· Ego dystonicity
· Evidence of past behaviours consistent with the thought/image
· Presence of avoidance behaviour (e.g.  avoiding knives or sharp implements)
· Frequency of thoughts
· High degree of distress
· Strong motivation to access help
Peri/postnatal OCD: 
In this presentation it is common for a mother to have intrusive images of stabbing her baby. Other images/cognitions (e.g. of putting the baby in the microwave) can occur. In the absence of other psychotic features, such reports of thoughts or images can be understood as an escalation of less unusual thoughts about causing harm.  This type of assessment needs to be conducted with extreme sensitivity as it can have the unwanted effect of increasing the mother’s anxiety, reducing her confidence and may lead to greater distress, avoidance and compulsive behaviours.
Assessing risk for thoughts of  suicide or self-harm 
Suicide:
Primary risk: The obsessional content for someone with OCD may include concern about self-harm or suicide. This should be examined in a similar way to obsessing other forms of risk.  For example, a person may fear they will throw themselves under a train or cut themselves with a knife (when they do not want to).  In cases where the individual has OCD and the fear of hurting oneself or taking their own life (by acting impulsively) is ego-dystonic, this should be addressed in a similar way to other obsessions about sex/violence.
Self-Harm: It is possible for self-harm to become part of a compulsion (e.g. cutting, burning or hitting oneself as a form of neutralising an unacceptable thought or image).  Such individuals are commonly undertaking these compulsions to prevent themselves for being responsible for harm to others, so appealing to their sense of self-preservation is unlikely to help.
Secondary risk:  The assessment of secondary risk of suicide or self-harm can be complicated if the individual has comorbid depression or a personality disorder that is associated with impulsive behaviours.  It is important to gain insight into their motivation to hurt themselves, which may arise from their hopelessness about living with their OCD or their fear that they pose a danger to others.

REMEMBER:  OCD IS NEVER A PRIMARY RISK
The NICE Guidelines for OCD and BDD explicitly state:  
“2.6.5.3 If healthcare professionals are uncertain about the risks associated with intrusive sexual, aggressive or death-related thoughts reported by a person with OCD, they should consult mental health professionals with specific expertise in the assessment and management of OCD. These themes are common in people with OCD at any age, and are often misinterpreted as indicating risk.” (page 45).

NICE does, however, recommend conducting a risk assessment for suicide, self-harm and the impact the OCD is having on the person and their loved ones.

Unfortunately, misunderstandings do still happen, but this also means that there are precedents to show that this both happens and shouldn’t.   This article was published by the BBC and is a good example of the travesties that can occur when OCD is misdiagnosed:
'My doctor mistook my OCD for paedophilia' - BBC Three 

Professor David Veale, a leading expert in OCD and head of multiple specialist OCD services in the NHS, has also written a presentation called ‘People with OCD as Risk Objects’, which highlights just how unnecessary and harmful it is when these safeguarding reports are made: 
https://www.rcpsych.ac.uk/docs/default-source/events/congress/2021/speaker-presentations-thursday/veale_-1.pdf?sfvrsn=14981c39_2 

And if you want further information:
· Maternal OCD – information and resources on perinatal OCD and intrusive thoughts about parenting: https://maternalocd.org/ 

OCD Action – Information and support on all OCD conditions:  https://ocdaction.org.uk/
