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Italian prescribing patterns in obsessive-compulsive disorder
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1 | INTRODUCTION

Abstract

The aim of the present study was to investigate psychopharmacological prescribing patterns in a
large sample (n = 1815) of patients suffering from obsessive-compulsive disorder (OCD) recruited
in 4 ltalian centers specialized in OCD, in comparison to available national and international
guidelines.

The centers were asked to complete a specific data sheet questionnaire on patients' therapeutic
status. Statistical analyses were carried out by SPSS.

The results showed that almost all patients referred to the centers of Milan, Pisa and Rome
received psychotropic medications, whereas only 59.9% (313) did so in Turin. Selective serotonin
reuptake inhibitors were the most used drugs ranging between 49.0% and 71.5%. Clomipramine
was prescribed more often in Rome and Pisa than in Milan and Turin. The same was true for other
tricyclic antidepressants. Second-generation antipsychotics were more often prescribed in Pisa
and in Milan. Mood stabilizers were almost exclusively used in Pisa.

Taken together, the overall findings would suggest that, although the main Italian centers specia-
lized in OCD follow available guidelines, a certain degree of variability does exist. This may
depend on the different educational background, availability of other specific therapeutic

strategies, as well as varying levels of severity and comorbidity of the patients.
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impulse, or a behavior that the patient feels forced to express often
in response to an obsession: The aim is to reduce the discomfort or
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Obsessive-compulsive disorder (OCD) is the fourth most common
psychiatric disorder, with an incidence of approximately 2.5% in the
general population (Angst, 1994; Karno, Golding, Sorenson, & Burnam,
1988), and a similar gender distribution, except in adolescence where
the ratio male to female is 3:| (Hollander & Stein, 1999). Minor differ-
ences seem to relate to different geographical areas and reflect some
cross-cultural phenomena that in turn may affect different symptoms
expression (Matsunaga et al., 2008; Stein & Rappaport, 1996).

The term “obsession” refers to an idea, a thought, a word, a mem-
ory, a feeling, an impulse, or a mental image that intrudes into the con-
sciousness against the will of the subject that recognizes its irrational
nature, at least at some point during the disturbance. It provokes
marked anxiety or distress that the patient tries to neutralize with

other thoughts or actions. “Compulsion” is defined as a drive, an

to prevent feared events. These behaviors may not be realistically
linked with what they are supposed to prevent or neutralize, or they
are clearly excessive. The obsessions and compulsive behaviors pro-
voke significant subjective distress, sometimes consume a large part
of the day (e.g., at least 1 hr per day) and interfere with the social
and work function. Within the latest Diagnostic and Statistical Manual
of Mental Disorders, 5th Edition (DSM-5) (American Psychiatric
Association Comittee on Nomenclature and Statistics, 2013), a high
relevance has been given to the concept of insight into the illness that
might be reduced in some patients and even absent in others.

The current first-choice treatments of OCD are represented by
pharmacotherapy and cognitive-behavioral therapy (CBT) including
exposure and response prevention (ERP; Bandelow et al., 2008;
Marazziti & Consoli, 2010; Marazziti, Consoli, Baroni, & Catena



Dell'Osso, 2010; Menchén et al., 2016; Montgomery, 1994). As far as
pharmacotherapy is concerned, drugs enhancing the availability of
serotonin (5-HT) in the synaptic cleft, such as clomipramine, a tricyclic
antidepressant (TCA), and selective 5-HT reuptake inhibitors (SSRlIs),
now considered first-line drugs for their better side effect profile, are
specifically effective in this condition [American Psychiatric Asso-
ciation, 2007; National Collaborating Centre for Mental Health (Nice,
UK), 2006]. For patients unsuccessfully treated with SSRIs, practice
guidelines suggest to add either one second-generation antipsychotic
(SGA), mainly risperidone or aripiprazole, or CBT/ERP [American
Psychiatric Association, 2007; Bloch et al., 2006; National Collaborating
Centre for Mental Health (Nice, UK), 2006].

Although representing a major problem that is easy to diagnose,
OCD is still underdiagnosed and not properly treated. Besides that,
there is the problem of treatment resistance (between 40% and 60%
of patients do not respond to standard strategies), and delayed
therapeutic effect of available compounds that is between 2 and
6 months (Albert, Aguglia, Bramante, Bogetto, & Maina, 2013; Albert
et al., 2012; Marazziti & Dell'Osso, 2015; Tundo, Salvati, Busto, Di
Spigno, & Falcini, 2007).

Additionally, some therapeutic failures may be due to different
prescribing practices, as recently shown in an international study of
prescribing practices in OCD (Brakoulias et al., 2016; Van Ameringen
et al., 2014).

Understanding prescribing practices has important clinical implica-
tions. Where evidence-based treatment guidelines are not well
adhered to, there may be local economic, service-related, or cultural
factors that could be changed in order to improve prescribing
practices. In this study, we aimed to compare the patterns of prescrip-
tion of psychotropic agents amongst four Italian centers specialized in
OCD treatment. Considering the variability between expert centers
internationally (Karno et al., 1988; Menchon et al., 2016; Van
Ameringen et al., 2014), we hypothesized that differences would also

be apparent in expert centers at a national level.

2 | SUBJECTS AND METHODS

The first author (D. M.) invited the researchers of four Italian centers
specialized in OCD treatment (Pisa, Milan, Turin, and Rome) to
complete a standardized data collection sheet already used in previous
study and approved by the ethics committee (Brakoulias et al., 2016).
The centers were selected on the basis of their geographical locations
(Northern, Central, and Central-Southern Italy), in order to obtain data
from different Italian areas, as well as their recognized high degree of
experience in the management of OCD. Moreover, the centers
collaborate with each other since more than 2 decades and carry out
different common research projects, under the umbrella of the
organization called Italian group for OCD or International Council of
Obsessive-Compulsive Spectrum Disorders. Moreover, all the centers
are academic and, as such, are very similar and located in cities (Milan
and Rome) or large towns (Turin, Pisa). All centers use the same assess-
ment instruments, interviews, and guidelines. As such, they treat
patients with pharmacotherapy, and two centers (Turin and Rome)
are also specialized in the use of CBT/ERP for the treatment of OCD.

The survey assessed medication use cross-sectionally, upon refer-
ral to each research center. Information was collected in relation to the
sample size, the years in which the sample was assessed, the mean age
and gender distribution of the sample, the mean severity of OCD, the
mode of referral of participants to the study, and the number of
patients that were prescribed psychotropic medication. All the centers
were asked to submit data regarding psychotropic use for OCD, speci-
fically SSRIs, serotonin and norepinephrine reuptake inhibitors (SNRIs),
clomipramine, other tricyclic antidepressants, mirtazapine, reboxetine,
benzodiazepines (BDZs), SGAs, first-generation antipsychotics (FGAs),
sodium valproate, lithium, and any other psychotropic compound.

The diagnosis of OCD was carried out by means of Structured
Clinical Interview for DSM-IV-TR Axis | disorders (First, Spitzer,
Gibbon, & Williams, 2007). The severity of OCD was assessed with
the Yale-Brown Obsessive Compulsive Scale (Goodman et al., 1989).

2.1 | Statistical analyses

Chi-Squared tests (or Fisher's exact tests, when appropriate) were
utilized to compare categorical variables (i.e., gender, referral type,
and medication usage). Analysis of variance (ANOVA) followed by
Bonferroni's tests for post hoc comparisons were utilized to compare
parametric variables (i.e., age and Y-BOCS score). All statistical
analyses were carried out with SPSS (version 22.0).

3 | RESULTS

All four invited centers agreed to participate and completed the sur-
vey based on their databases that collected prescribing data over a
10-15 year period.

A total of 1,815 patients (931 men and 884 women) were
collected, the largest sample came from Pisa (n = 750), followed by
Turin (n = 522), Rome (n = 406), and Milan (n = 137). Men and women
were equally represented in the four centers. Patients from Turin were
significantly younger than patients from the other centers (p < .001;
Table 1).

The OCD severity, as assessed by the mean Yale-Brown Obsessive
Compulsive Scale total score (mean + SD), was significantly higher in
the Pisa sample (30 + 8) than in those from the other three centers
(Rome 25.8% 4; Milan, 25.2 + 6.8; and Turin, 24.7 + 6.4; p < .001).

The majority of the participants in the Turin sample (n = 308; 59%)
were referred by a general practitioner, whereas those from Pisa
(n = 270; 36%) were self-referred (p < .001; Milan and Rome did not
provide these data).

As shown in Table 2, the large majority of the total sample (1,606
out of 1,815 patients; 88.5%) had received a psychotropic drug
prescription when referred to one of the centers; however, the rate
of pharmacotherapy was significantly different ranging between
59.9% in Turin and 100% in the other three centers (p < .001).

All comparisons amongst the four centers on medication use
were statistically significant (p < .001). As percentage of prescriptions,
the highest rate of SSRIs was in Milan (n = 98; 71.5%), followed by
Pisa (n = 520; 69.3%) and Rome (n = 276; 67.98%), with the lowest
in Turin (n = 256; 49.04%). Post hoc comparisons showed that
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percentages of prescriptions in Turin were significantly lower than in
the others (p < .05).

SNRI (especially venlafaxine) use was significantly lower in Turin
(n = 17; 3.3%) than in Rome (n = 32; 7.9%), Milan (n = 11; 8.0%), and
Pisa (n = 180; 24.0%; p < .05). Duloxetine was prescribed only in four
patients in Milan and three in Pisa.

The rate of clomipramine use were significantly (p < .05) higher in
Rome (n = 170; 41.9%) than in Pisa (n = 192; 25.6%) where, in turn, it
was significantly higher with respect to Milan and Turin (n = 51; 9.8%)
or Milan (n = 13, 9.5%; p < .05).

In a small number of cases, the Pisa (n = 72; 9.6%) and Rome
(n = 10; 4.4%) patients were treated with TCAs other than clomipra-
mine. TCAs were much less likely to be used in Turin (n = 1) and Milan
(n = 0). Pisa and Rome were also associated with a higher prescription
rate for mirtazapine (Pisa, n = 59; 7.9% and Rome, n = 9; 2.2%;
X2 = 77.10, p-value <.001).

BDZs were used significantly more often (p < .05) in Rome
(n = 203; 50%) than in Milan (n = 25; 18.25%), Pisa (n = 94; 12.53%),
and Turin (n = 26; 5.0%). The lowest use of BDZs was recorded in
Turin (p < .05).

Antipsychotics were prescribed most often in Pisa (n = 311;
41.5%) and in Milan (n = 55; 40.2%), with a preference for SGAs (Pisa,
n = 251; 33.5%; Milan, n = 45; 32.8%), while FGAs were minimally
used in Turin (n = 11; 2.1%) and not used in Rome. Prescription of
trazodone was highest in Pisa (n = 112; 14.9%) and absent in the other
centers (p < .001).

Mood stabilizers, particularly lithium and valproate, were used
almost exclusively in Pisa (Lithium: n = 120; 16.0%; Valproate:
n = 253; 37.7%), but they were not prescribed in Turin or Rome and
just prescribed in four patients in Milan. Gabapentin and pregabalin
were also rarely used in centers outside Pisa.

4 | DISCUSSION

The present study aimed to explore possible differences in the prescrip-
tion of psychotropic agents to OCD patients referred to four Italian cen-
ters that specialize in OCD treatment, through a specific survey.

The total number of patients recruited was 1,815 and, to our
knowledge, constitutes the largest national sample of OCD patients
analyzed so far. Men and women were almost equally represented in
the four centers, in agreement with the literature (Angst, 1994;
Hollander & Stein, 1999; Karno et al., 1988).

The most numerous group was that of Pisa, followed by Turin,
Rome, and Milan. This finding is related to the evidence that Pisa and
Turin share a longer tradition in OCD research, management, and
treatment that dates back to the end of the 1980s. Pisa is a national
referral center for different psychiatric disorders and attracts patients
from all the country, so it is not surprising that the most severe
patients are those visited there and are mainly self-referred. On the
contrary, the patients visited in Turin are sent by general practitioners.

The large majority of patients, 1,606 out of a total of 1,815, were
taking psychopharmacological treatments, with Milan, Rome, and Pisa
reaching almost 100%, and Turin showing significantly lower rates
(60%). This might be due to the fact that Turin center widely uses

CBT. Taking into consideration the specific model of treatment delivery
inTurin, this is not surprising: OCD patients in that area are sent to the
specialized center even before any drug prescription is made, with 40%
of patients not receiving any medication at referral (patients are
younger, presumably with a shorter duration of illness, less severe, and
maybe more frequently treated with CBT than in the other centers).
Another factor that could explain this difference is that CBT/ERP is
generally not supported by the public welfare in all Italian regions and
not available in public hospitals, as Pisa and Milano centers, whereas at
the Rome center—a private outpatient clinic—CBT/ERP is usually used
as augmentation for patients who do not respond to pharmacotherapy
(American Psychiatric Association, 2007; Bloch et al., 2006).

Overall, the prescribing practices in the four Italian centers
involved in the study are in agreement with international treatment
guidelines for OCD (Koran et al., 2007); the majority of patients were
treated with SSRIs that are considered the first-line treatment together
with CBT [National Collaborating Centre for Mental Health (Nice, UK),
2006; American Psychiatric Association, 2007; Koran et al., 2007;
Marazziti, 2013]. The rate of SSRI use was almost the same in percent-
age (between 71% and 68%) in Milan, Pisa, and Rome, being lower in
Turin (49%). This difference may be due to the cultural factors, that
is to say, more pharmacological treatments in Milan, Pisa, and Rome
due to cultural background coupled with a lower availability of
psychologists in the staff, and more availability of CBT and other
psychological techniques in Turin. However, when considering Turin
patients who had been prescribed medications (N = 313), the vast
majority of them (in agreement with the other three Italian centers)
were prescribed SSRIs (256/313 = 81.8%).

Clomipramine was the second most used drug after SSRIs, with
the highest percentage in Rome, followed by Pisa, Turin, and Milan.
This difference might be explained by the fact that in Rome center, clo-
mipramine and not SGA augmentation, is the recommended treatment
option for patients who do not respond to SSRIs. This strategy is
consistent with the results of some studies showing that clomipramine
is more effective than SSRIs in resistant patients [The Clomipramine
Collaborative Study Group, 1991; Song et al., 1993; Danish University
Antidepressant Group (DUAG), 1986; Danish University Antide-
pressant Group (DUAG), 1990], although current guidelines do not
recommend it as first-line treatment for its side effect profile. It is,
however, true that clomipramine is cheaper than SSRIs, so that the
recent economic crisis might be another factor influencing medical
prescriptions (Walbeck & McDaid, 2012).

The use of SGAs was present in all centers: This is consistent with
guidelines recommending their addition to augment SSRI response
(Dold, Aigner, Lanzenberger, & Kasper, 2012; Maina, Pessina, Albert,
& Bogetto, 2008). The percentages ranged between 40% and one third
of patients, as widely reported in the literature (Van Ameringen et al.,
2014). The higher prescription in Pisa and Milan, where even FGAs
were prescribed, may be related to a greater proportion of more severe
OCD patients with poor or no insight (ranging between 18% and 20%).
Another possible explanation is that more resistant patients are
referred to the centers of Pisa and Milan than to Turin for reasons
related to the model of psychiatric treatment delivery in different
regions of Italy (e.g., OCD patients are referred to the specialized

center of Turin earlier than to other centers, so that it is possible that



they are less treatment-resistant and the consequent use of SGAs is
lower; Dell'Osso, Benatti, Hollander, & Altamura, 2016).

A great difference amongst the centers was particularly robust for
the use of mood stabilizers (lithium, valproate, gabapentin, and
pregabalin), in that they were almost exclusively used in Pisa. This
might be due to the prevalence of the most severe patients in this
center, and the high comorbidity rate with bipolar disorders (15.7%
reaching 55% and including bipolar spectrum disorders). This comor-
bidity pattern is common and generally considered a negative predictor
of response (Amerio, Odone, Marchesi, & Ghaemi, 2014; Milanfranchi
et al., 1995; Perugi et al., 1997; Perugi et al., 2002).

The use of BDZs was minimal in Turin, Milan, and Pisa samples and
high in Rome sample where reach the rate of 50%. This rate is amazing
considering that BDZ are not recommended for OCD in treatment
guidelines, and there is no evidence of their utility (Perugi et al.,
1997). Because Rome center is an outpatient clinic specialized in mood
and anxiety disorders, we hypothesize the presence in Rome sample of
patients with high level of anxiety and/or of anxiety disorders comor-
bidity requiring BDZs for decreasing the anxiety levels, at least for
limited periods. However, this survey did not collect data on comor-
bidity and assessed medication use cross-sectionally, so we are unable
to confirm our hypothesis.

SNRIs were mostly used for anxiety in OCD, specifically
venlafaxine that was the most prescribed SNRI, with the highest rate
in Pisa. Venlafaxine is generally used as an augmenting agent in OCD
and also to target comorbid depression or anxiety (Amerio et al.,
2014; Dell'Osso & Lader, 2013).

A few studies, mainly case reports, support the use of trazodone
(Pigott et al., 1992; Marazziti, Gemignani & Dell'Osso, 1999) and
mirtazapine in OCD (Albert, Aguglia, Maina, & Bogetto, 2002; Marazziti,
2003; Koran et al., 2005): The first drug was exclusively used in Pisa
center to revert the sexual side effects of SSRIs, the second in Pisa
and Rome centers as SSRI augmentation.

The main bias of the present study is that data were collected in
tertiary clinics specialized centers for OCD treatment so that they
may not reflect the “real” prescribing practice of the country. However,
surveying specialized centers could also be regarded as a strength of
the study, because each center, 37 used the same diagnostic criteria,
assessment scale for diagnosis, and followed the available guidelines.
It should be also underlined that the overall sample size is one of the
largest reported in the literature.

In conclusion, the ensuing findings indicate that OCD patients in
Italy, at least those visited in specialized centers generally receive
pharmacological treatment. The prescriptions generally follow interna-
tional and national guidelines [American Psychiatric Association, 2007;
Angst, 1994; Bandelow et al., 2008; Bloch et al., 2006; Menchon et al.,
2016; National Collaborating Centre for Mental Health (Nice, UK),
2006], with SSRIs being the most used drugs. The differences
observed amongst the centers may be related to clinical heterogeneity
of the patients, in particular their clinical characteristics, severity, and
comorbid patterns and also to uncontrolled influences related to doc-
tors (e.g., different trainings, ages, or genders). Besides these, other
cultural factors related to the local setting (traditional preference for
some drugs over other), and socio-economic variables may influence
prescriptions (Walbeck & McDaid, 2012).

CONFLICT OF INTEREST

None

ORCID

Donatella Marazziti ‘= http://orcid.org/0000-0002-4021-5829

REFERENCES

Albert, U., Aguglia, A., Bogetto, F., Cieri, L., Daniele, M., Maina, G., ... Tundo,
A. (2012). Effectiveness of cognitive-behavioral therapy addition to
pharmacotherapy in resistant obsessive-compulsive disorder: A multi-
center study. Psychotherapy and Psychosomatics, 81, 383-385.

Albert, U., Aguglia, A., Bramante, S., Bogetto, F., & Maina, G. (2013).
Treatment-resistant obsessive-compulsive disorder (OCD): Current
knowledge and open questions. Clinical Neuropsychiatry, 10(1), 19-30.

Albert, U., Aguglia, E., Maina, G., & Bogetto, F. (2002). Venlafaxine versus
clomipramine in the treatment of obsessive-compulsive disorder: A
preliminary single-blind, 12-week, controlled study. The Journal of
Clinical Psychiatry, 63, 1004-1009.

American Psychiatric Association (2007). Practice guideline for the treat-
ment of patients with obsessive compulsive disorder. The American
Journal of Psychiatry, 164(suppl), 1-56.

American Psychiatric Association Comittee on Nomenclature and Statistics
(2013). Diagnostic and statistical manual of mental disorders (5th ed.).
Washington, DC: American Psychiatric Press.

Amerio, A., Odone, A., Marchesi, C., & Ghaemi, S. N. (2014). Treatment of
comorbid bipolar disorder and obsessive-compulsive disorder: A
systematic review. Journal of Affective Disorders, 166, 258-263.

Angst, J. (1994). The epidemiology of obsessive compulsive disorder. In E.
Hollander, J. Zohar, D. Marazziti, & B. Oliver (Eds.), Current insights in
obsessive-compulsive disorder (pp. 93-104). Chichester: Wiley & Sons.

Bandelow, B., Zohar, J., Hollander, E., Kasper, S., Mdller, H. J., WFSBP Task
Force on Treatment Guidelines for Anxiety, Obsessive-Compulsive and
Post-Traumatic Stress Disoders, ... Vega, J. (2008). World federation of
societies of biological psychiatry (WFSBP). Guidelines for the pharmaco-
logical treatment of anxiety, obsessive-compulsive and post- traumatic
stress disorders—first revision. The World Journal of Biological Psychiatry,
4,248-312. https://doi.org/10.1080/15622970802465807

Bloch, M. H., Landeros-Weisenberger, A., Kelmendi, B., Coric, V., Bracken,
M. B., & Leckman, J. F. (2006). A systematic review: Antipsychotic
augmentation with treatment refractory obsessive-compulsive
disorder. Molecular Psychiatry, 11(7), 622-632.

Brakoulias, V., Starcevic, V., Belloch, A., Dell'Osso, L., Ferrao, Y. A., Fontenelle,
L. F., .. Viswasam, K. (2016). International prescribing practices in
obsessive-compulsive disorder (OCD). Human Psychopharmacology,
31(4), 319-324. https://doi.org/10.1002/hup.2541

Danish University Antidepressant Group (DUAG) (1986). Citalopram:
Clinical effect profile in comparison with clomipramine. A controlled
multicenter study. Psychopharmacology, 90, 131-138.

Danish University Antidepressant Group (DUAG) (1990). Paroxetine: A
selective serotonin reuptake inhibitor showing better tolerance, but
weaker antidepressant effect than clomipramine in a controlled multi-
center study. Journal of Affective Disorders, 18, 289-299.

Dell'Osso, B., Benatti, B., Hollander, E., & Altamura, A. C. (2016). Clinical
features associated with increased severity of illness in tertiary clinic
referred patients with obsessive compulsive disorder. International
Journal of Psychiatry in Clinical Practice, 4, 1-6.

Dell'Osso, B., & Lader, M. (2013). Do benzodiazepines still deserve a major
role in the treatment of psychiatric disorders? A critical reappraisal.
European Psychiatry, 28(1), 7-20.

Dold, M., Aigner, M., Lanzenberger, R., & Kasper, S. (2012). Antipsychotic
argumentation of serotonin reuptake inhibitors in treatment-resistant
obsessive-compulsive disorder: A meta-analysis of double-blind,
randomized, placebo-controlled trials. The International Journal of
Neuropsychopharmacology, 29, 1-12.



First M. B., Spitzer R. L., Gibbon M., & Williams J. B. (2007) Structured
clinical interview for DSM-IV-TR Axis | disorders-non-patient edition
(SCID-I/NP, 1/2007 revision)

Goodman, W. K, Price, L. H., Rasmussen, S. A., Mazure, C., Fleischmann, R.
L., Hill, C. L., ... Charney, D. S. (1989). The Yale-Brown obsessive com-
pulsive scale. I. Development, use, and reliability. Archives of General
Psychiatry, 46(11), 1006-1011.

Hollander, E., & Stein, D. (1999). Obsessive-compulsive disorder. New York:
Oxford Press.

Karno, M., Golding, J. M., Sorenson, S. B., & Burnam, M. A. (1988). The epi-
demiology of obsessive-compulsive disorder in five US communities.
Archives of General Psychiatry, 45(12), 1094-1099.

Koran, L. M., Gamel, N. N., Choung, H. W., Smith, E. H., & Aboujaoude, E. N.
(2005). Mirtazapine for obsessive-compulsive disorder: An open trial
followed by double-blind discontinuation. The Journal of Clinical
Psychiatry, 66(4), 515-520.

Koran, L. M., Hanna, G. L., Hollander, E., Nestadt, G., Simpson, H. B., &
American Psychiatric Association (2007). Practice guideline for the
treatment of patients with obsessive compulsive disorder. The American
Journal of Psychiatry, 164(suppl), 1-56.

Maina, G., Pessina, E., Albert, U., & Bogetto, F. (2008). 8-week, single-blind,
randomized trial comparing risperidone versus olanzapine augmenta-
tion of serotonin reuptake inhibitors in treatment resistant-obsessive-
compulsive disorder. European Neuropsychopharmacology, 18, 364-372.

Marazziti, D. (2003). Venlafaxine treatment of obsessive-compulsive
disorder: Case reports. CNS Spectrums, 8(6), 421-422.

Marazziti, D. (2013). Psicofarmacoterapia clinica (5th ed.). Rome, Italy: Fioriti
editore.

Marazziti, D., & Consoli, G. (2010). Treatment strategies for obsessive-
compulsive disorder. Expert Opinion on Pharmacotherapy, 11(3), 331-343.
https://doi.org/10.1517/14656560903446948

Marazziti, D., Consoli, G., Baroni, S., & Catena Dell'Osso, M. (2010). Past,
present and future drugs for the treatment of obsessive-compulsive
disorder. Current Medicinal Chemistry, 17(29), 3410-3421.

Marazziti, D., & Dell'Osso, L. (2015). Why have early investigational thera-
pies of obsessive-compulsive disorder failed to materialise? Expert
Opinion on Investigational Drugs, 24(4), 455-458. https://doi.org/
10.1517/13543784.2015.1005735

Marazziti, D., Gemignani, A., & Dell'osso, L. (1999). Trazodone augmenta-
tion in OCD: A case series report. CNS Spectrums, 4(12), 48-49.

Matsunaga, H., Maebayashi, K., Hayashida, K., Okino, K., Matsui, T., Iketani,
T., ... Stein, D. J. (2008). Symptom structure in Japanese patients with
obsessive-compulsive disorder. The American Journal of Psychiatry,
165, 251-253.

Menchén, J. M., van Ameringen, M., Dell'Osso, B., Denys, D., Figee, M.,
Grant, J. E,, ... Fineberg, N. (2016). Standards of care for obsessive-com-
pulsive disorder centres. International Journal of Psychiatry in Clinical
Practice, 20(3), 204-208.

Milanfranchi, A., Marazziti, D., Pfanner, C., Presta, S., Lensi, P.,, Ravagli, S., &
Cassano, G. B. (1995). Comorbidity in obsessive-compulsive disorder:
Focus on depression. European Psychiatry, 10(8), 379-382.

Montgomery, S. A. (1994). Pharmacological treatment of obsessive-com-
pulsive disorder. In E. Hollander, J. Zohar, D. Marazziti, & B. Oliver
(Eds.), Current insights in obsessive-compulsive disorder (pp. 215-226).
Chichester: Wiley & Sons.

National Collaborating Centre for Mental Health (Nice, UK) (2006).
Obsessive-compulsive disorder: Core interventions in the treatment
of obsessive-compulsive disorder and body dysmorphic disorder. British
Psychological Society.

Perugi, G., Akiskal, H. S., Pfanner, C., Presta, S., Gemignani, A., Milanfranchi,
L. P, ... Cassano, G. B. (1997). The clinical impact of bipolar and unipolar
comorbidity on obsessive-compulsive disorder. Journal of Affective
Disorders, 46, 15-23.

Perugi, G., Toni, C,, Frare, F., Travierso, M. C., Hantouche, E., & Akiskal, H. S.
(2002). Obsessive-compulsive-bipolar comorbidity: A systematic
exploration of clinical features and treatment outcome. The Journal of
Clinical Psychiatry, 63(12), 1129-1134.

Pigott, T. A., L'Heureux, F., Rubenstein, C. S., Bernstein, S. E., Hill, J. L., &
Murphy, D. L. (1992). A double-blind, placebo controlled study of
trazodone in patients with obsessive-compulsive disorder. Journal of
Clinical Psychopharmacology, 12(3), 156-162.

Song, F., Freemantle, N., Sheldon, T. A., House, A., Watson, P,, Long, A, ...
Mason, J. (1993). Selective serotonin reuptake inhibitors: Meta-analysis
of efficacy and acceptability. BMJ, 306(6879), 683-687.

Stein, D. J., & Rappaport, J. L. (1996). Cross-cultural studies and obsessive-
compulsive disorder. CNS Spectrums, 1, 42-46.

The Clomipramine Collaborative Study Group (1991). Clomipramine in the
treatment of patients with obsessive-compulsive disorder. Archives of
General Psychiatry, 48, 730-738.

Tundo, A., Salvati, L., Busto, G., Di Spigno, D., & Falcini, R. (2007). Addition
of cognitive-behavioral therapy for nonresponders to medication for
obsessive compulsive disorder: A naturalistic study. The Journal of
Clinical Psychiatry, 68, 1552-1556.

Van Ameringen, M., Simpson, W., Patterson, B., Dell'Osso, B., Fineberg, N.,
Hollander, E., ... Zohar, J. (2014). Pharmacological treatment strategies
in obsessive compulsive disorder: A cross-sectional view in nine inter-
national OCD centers. Journal of Psychopharmacology, 28(6), 596-602.
https://doi.org/10.1177/0269881113517955

Walbeck, K., & McDaid, D. (2012). Actions to alleviate the mental health
impact of the economic crisis. World Psychiatry, 11, 139-145.





