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Outline
• Introductions

• Discussion of Format

• Presentation

• Comments and Questions (15-20 mins)
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Talk goals

Recognition and assessment of OCD

When to consider PANDAS/PANS

How to use CY-BOC

Effective Parental Guidance 

Therapy Referral

Medication treatment selection and monitoring 



OCD Background
Obsessive compulsive disorder (OCD) is a condition in which a 
person gets caught in a cycle of obsessions that cause anxiety and 
compulsions that he or she uses to try to get rid of the anxiety.

◦ Obsessions are unwanted ideas, thoughts, images, or urges that 
are generally unpleasant for the child and cause a lot of worry, 
anxiety, and doubt.

◦ Compulsions (or rituals) are behaviors the child feels he or she 
must do in order to get rid of the upsetting feelings.  A child may 
also believe that engaging in these compulsions will somehow 
prevent bad things from happening.



Obsessions 

Worrying about germs, getting sick, or 
dying.

Extreme fears about bad things 
happening or doing something wrong.

Feeling that things have to be “just 
right.”

Disturbing and unwanted thoughts or 
images about hurting others.

Disturbing and unwanted thoughts or 
images of a sexual nature.



Compulsions 

Excessive checking (re-checking that the door is locked, 
that the oven is off).

Excessive washing and/or cleaning.

Repeating actions until they are “just right” or starting 
things over again.

Ordering or arranging things.

Mental compulsions (excessive praying, mental reviewing).

Frequent confessing or apologizing.

Saying lucky words or numbers.

Excessive reassurance seeking (e.g., always asking, “Are you 
sure I’m going to be okay?”).



Unstuck
https://kids.iocdf.org/what-is-ocd-kids/

https://kids.iocdf.org/what-is-ocd-kids/


Epidemiology

OCD, with a prevalence 
rate of 1 – 2%.

OCD Dx in 2% of MCPAP 
Calls

This translates to:

•Around 4 – 5 children in an 
average elementary school.

•Around 20 teens in a large 
high school

75% of all OCD appears 
before age 18.

Mean age of onset is 
19.5

25% of OCD starts 
before 14

Boys are affected more 
in childhood (2-3:1) 

(nearly 25% of males 
have onset before 10)

Females slightly more 
affected in adulthood 

(1.35:1)



OCD Course

Frequently chronic with waxing and waning 
course

Onset in childhood or adolescence can lead 
to lifetime OCD

40% with Child/Adolescent OCD may have 
remission by early adulthood



Impact 
on 
Families

Having a child or teen with OCD can be very 
difficult for the entire family, leading to 
feelings of isolation, frustration, shame, and 
guilt.

Family members may have become involved 
in the child’s compulsions, engaging in 
family accommodation behaviors in an 
effort to help reduce their child’s distress. 

Genetic link: OCD may also be present in 
other family members. 10-25% have at least 
one parent with OCD



Neuroanatomy OCD Theory 



Comorbidity

Anxiety Disorders (76%)

Major Depression Disorders (33-39%)

ADHD (34-51%)

Body Dysmorphic Disorder

Trichotillomania

Excoriation Disorder

Oppositional Defiant Disorder (17-51%)

Tic Disorder (26%)

Tourette’s Syndrome (18-25%)



Assessment / CY-BOC

40% of Children 
deny compulsions 

are driven by 
obsessive thoughts

Children can lack 
insight to realize 
their obsessions 

are irrational 



CY-BOC 
Symptom 
Checklist 



CY-BOC 
Severity 
Scale



POTS
Multisite randomized controlled trial to help figure out possible 
best practices for treating pediatric OCD.

POTS compared 4 study groups:

◦ CBT alone

◦ CBT/SSRI medication combined

◦ SSRI medication alone

◦ Placebo medication alone.

Results indicated that the most effective treatments for pediatric 
OCD were CBT alone, or CBT in combination with medication.



CBT/ERP
Pediatric OCD is best treated by a licensed mental health 
professional using a type of cognitive behavioral therapy (CBT) 
called exposure and response prevention (ERP).

In ERP, kids learn to face their fears (exposure) without giving in 
to compulsions (response prevention).

Licensed mental health professionals will guide them through this 
process, and children will learn that they can allow the obsessions 
and anxiety to come and go without the need for their 
compulsions.



OCD Medication Treatment
The therapist will work with the child/teen to set a hierarchy of 
their fears, and work with them to tackle each in a systematic 
fashion.

Psychiatric medication may be considered if the child’s symptoms 
are very severe and/or not helped by ERP alone.

◦ Serotonin Reuptake Inhibitors (SRIs) have been found to be 
the most helpful in reducing OCD symptoms in children and 
teens, making ERP easier to do and more effective.

These are consistent with the recommendations from the 
American Academy of Pediatrics1 and the American Academy of 
Child and Adolescent Psychiatry2.



Medication 
for OCD 

4 approved by the FDA sertraline (>6yo), fluvoxamine 
(>8yo) fluoxetine (>7yo).  

Test dose for 1 week (e.g. sertraline 12.5mg, 
fluvoxamine 25mg, fluoxetine 5mg)

Gradually increase every 1-2weeks to target doses

◦ Sertraline target 100 to 150mg – max dose 200mg 
– night time dosing if somnolence

◦ Fluvoxamine target 100 to 150mg – max dose 
200mg (8-11), 300mg (adolescents); typical 
nighttime dosing, divided dosing recommended 
over 100mg, somnolence frequent 

◦ Fluoxetine target 20-30mg for children and 30-
60mg for adolescents 

Monitor weekly for agitation, suicidality & other side 
effects; for severe agitation or suicidal intent or plan, 
refer to hospital or crisis team for emergency 
evaluation; consult with MCPAP. 



Family 
Involvement 

Parents, caretakers, and other family 
members are an important part of a 
child’s OCD treatment, and should be 
involved in many ways.

Therapy will help the family to reduce 
any accommodation behaviors they 
may have, as well as to actively 
engage them as “coaches” in helping 
the child continue their treatment 
outside the office.



What is 
PANDAS/PANS?

Pediatric Autoimmune Neuropsychiatric 
Disorder Associated with Streptococcus 
(PANDAS) involves the sudden, rapid-onset 
of obsessive-compulsive behavior, as well 
as possible movement and behavioral 
abnormalities, following a Streptococcus 
pyogenes (Group A Strep) infection.

Pediatric Acute-Onset Neuropsychiatric 
Syndrome (PANS) occurs when similar 
symptoms are observed due to other 
infections agents, such as mycoplasma, 
mononucleosis, Lyme disease, and the 
H1N1 flu virus.



What is PANDAS/PANS?
The conditions are hypothesized to be caused by 
autoimmune antibodies mistakenly attacking the basal 
ganglia rather than the intended infectious agent.

The hallmark of PANDAS/PANS is the abrupt, dramatic 
onset of OCD symptoms, as observed by clinicians or 
as reported by parents.

Compared to “garden-variety” pediatric OCD, 
PANDAS/PANS is very rare.



How is 
PANDAS/PA
NS treated?

IMPORTANT! Regardless of medical 
intervention, the patient should be 
referred to mental health treatment 
concurrently, or as soon as possible once 
medically stable.

Test for active infections.

Treat any active infections according to 
the standards of care for each.

◦ May require a more aggressive 
dosage/course with meds.

◦ PANDAS/PANS have a relapsing and 
remitting course, and thus follow up 
monitoring is recommended.



OCD vs. PANDAS/PANS



Questions and Comments
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