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Perinatal OCD 

Perinatal period is a high-risk time for the onset or exacerbation of OCD and the risk is higher in the postpartum 

period than during pregnancy; rates of postpartum OCD exacerbation between 25% and 75%.  

Consider screening for OCD in patients presenting with anxiety and depression (high rates of comorbidity with 

anxiety disorders and MDD).  

  
Screening 
Perinatal Obsessive-Compulsive Scale (POCS): self-
report, validated for perinatal population, positive 
screen > 9 (high specificity for OCD, needs diagnostic 
assessment)  
Yale-Brown Obsessive-Compulsive Scale (Y-BOCS): 
interviewer-rated scale, gold standard for symptom 
severity measurement 

 
 
 

 

Unique features of perinatal OCD  
 

Pregnancy: gradual onset 

-contamination obsessions and cleaning rituals 

(frequent)  

Postpartum: rapid onset (within 4 weeks) 

-frequent occurrence of aggressive obsessions and 

intrusive thoughts/fears of accidentally harming the 

baby 

-avoidance behaviors (e.g. bathing), mental rituals, 

compulsive checking of infant 

-contamination obsessions and cleaning compulsions, 

checking compulsions 

Differential diagnosis of intrusive thoughts about 

harming the baby 

OCD: thoughts of harm are ego dystonic 

(foreign/disturbing to the patient); good insight, 

compulsive rituals, no risk of harm 

Postpartum psychosis: thoughts of harm are ego 

syntonic (acceptable to the patient); poor insight, 

delusions and hallucinations, no compulsive rituals, 

increased risk of harm 

Postpartum depression: associated depressive  

symptoms 

 

Risks of untreated OCD 

adverse pregnancy outcomes (preterm delivery, low-

birth weight, preeclampsia), reduced ability to care for 

the newborn, 

negative impact on mother-infant bonding 

Guidelines for management of perinatal OCD  

First-line evidence-based therapies: CBT, specifically exposure and response prevention (ERP), SSRIs 

CBT/ERP: 1st line treatment for mild-moderate OCD, highly effective 

CBT/ERP + SSRI: for moderate-severe OCD 

SSRIs: preferred when the severity of symptoms prevents the mother from engaging in CBT/ERP 

Other interventions: psychoeducation provided to mother and families about the nature of infant-focused 

obsessions 

Pharmacological treatment:  

SSRIs: 1st line, no data suggesting one SSRI is superior to another, higher dose than used for depression 

See antidepressant table in the Depression care guide 

Fluvoxamine (not included in antidepressant table): limited data, no major malformations with exposure (n~500); 

low levels in breastmilk (dose<300mg/daily), one infant with diarrhea and vomiting but no other adverse effects  

Clomipramine: limited data and less well tolerated compared to SSRI’s, increased risk of major malformations 

(OR 1.4) including cardiovascular defects (OR 1.6), more severe and prolonged neonatal adaptation syndrome; 

limited data about risks in lactation, no adverse effects in 4 infants  
 

Treatment-resistant OCD 

-address specific treatment for comorbid disorders 

-add CBT/ERP (if not already initiated) to SSRI 

-longer trial of SSRI, dose optimization, switch to a new SSRI 

-augmentation of SSRI with atypical antipsychotics: very limited data, quetiapine augmentation (average dose of 

response 100mg daily) after inadequate response to SSRI (n=17 postpartum women) 

-initiate psychiatric referral or psychiatric consultation  

 

https://iocdf.org/wp-content/uploads/2016/04/04-Y-BOCS-w-Checklist.pdf
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