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ABSTRACT
Background: Obsessive-Compulsive Personality Disorder (OCPD) is known as excessive control, a rigid 
commitment to norms, and an overarching commitment to perfectionism. Despite its prevalence, OCPD often 
goes undiagnosed or unnoticed, which leads to considerable impairments in quality of life and psychological 
functioning. 
Objective: The objective of this narrative review is to examine the perspective of psychiatric and psychological 
treatment approaches for OCPD. 
Method: This narrative review focused on literature published between 2000 and 2024, covering adult 
populations with OCPD across North America, Europe, and Asia. This narrative paper reviewed the different 
pharmacological and psychological treatment options that used to help individuals with OCPD. 
Results/Review: Findings shown that psychiatric or pharmacological treatments are found beneficial, and 
SSRIs reduce the emotional rigidity or anxiety associated with OCPD. On the other hand, Cognitive-Behavioural 
Therapy (CBT), psychodynamic therapy, and other new psychological therapies were also found effective. 
Despite numerous treatment claims, a limited empirical literature has not proven the effectiveness of any 
treatment for OCPD. 
Conclusions: Although CBT seems to have the most empirical support as a treatment, it is promising for 
improving the conditions of patients with OCPD. Future studies could focus on developing standardized 
treatment guidelines and intervention models to enhance the quality of care for patients with OCPD. It includes 
an examination of relevant predictors of treatment response that could provide beneficial clinical care for 
patients with OCPD.

Key Words: Obsessive-Compulsive Personality Disorder, SSRIs, Psychiatric Treatments, Psychological 
Treatment.

productivity, an unhealthy fixation on details and 
order, moral and ethical stubbornness, refusal to 
delegate, disengagement from oneself and others, 

1and indecision.  Individuals with Obsessive-
Compulsive Personality Disorder (OCPD) show a 
range of symptoms characterized by indecisiveness, 
emotional disconnection, and a rigid need for 

1,2control.  
These include difficulty expressing emotions, 
extreme reactions to disruptions in control, 
resistance to changes in routine, procrastination 
driven by perfectionism, and obsessive attention to 
detail that often leads to inefficiency and missed 

3,4deadlines.  Their compulsive behaviour extends to 
re-reading or re-watching materials due to fear of 
overlooking details. OCPD significantly impairs 
psychological well-being and social functioning, with 

5,6studies  indicating comparable declines in quality of 
life to those seen in Obsessive Compulsive Disorder 
(OCD). Moreover, OCPD, often comorbid with 

Introduction
Clinical Context: Key Features and Functional 
Limitations 
Obsessive-Compulsive Personality Disorder (OCPD) 
is a persistent medical condition characterised by 
extreme perfectionism, and an obsession with order 
and small details, and a strong desire to control one's 
environment. The Diagnostic and Statistical Manual-
Fifth Edition-Text Revision (DSM-5-TR) describes 
OCPD as a pattern of symptoms that results in 
clinically significant distress or impairment in 
functioning. The American Psychological Association 
(APA) lists the following things as possible causes of 
OCPD symptoms: an unhealthy fixation on work or 
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borderline personality disorder, incurs significant 
economic costs due to healthcare needs and work 
disruptions. The disorder is marked by interpersonal 
difficulties, where individuals tend to be inflexible, 
demanding, and overly reliant on rigid standards, 

7leading to frequent relational conflicts.
In addition, individuals with OCPD have extremely 
high standards for the behaviour of others. A study 
found that people with OCPD are highly directing and 
cold in their relationships, and they also experience 

7
hostile-dominant interpersonal issues.  Some of the 
interpersonal issues that have been described are 
attributed to the fact that individuals with OCPD are 
less adept at empathic perspective-taking than 
healthy controls. Another study showed that 
emotionally sensitive people have the ability to 
understand the appropriate affective response to 
another person and to experience sympathy and 

8concern for others.  However, they are limited in 
their ability to follow this intuition and indicate the 
adequate emotional responses in social situations or 
consider different points of view of others. 
Perfectionism is recognized as a fundamental 
characteristic of OCPD in both research and clinical 
reports, with perfectionism being a major cause of 

8
functional impairment.  
Obsessive-Compulsive Personality Disorder (OCPD) 
is  strongly  associated with maladaptive 
perfectionism and depressive symptoms, which 
significantly elevate the risk of suicidal ideation and 

9behaviours.  Individuals with OCPD often believe 
that anything short of perfection is unacceptable and 
tend to derive self-worth from external validation, 
leading to emotional distress and poor relationship 
functioning. Compared to patients with depression 
alone, those with OCPD demonstrate a higher 
frequency of suicide attempts and experience fewer 
protective factors such as reduced anxiety or reasons 

10to live.  The variety in OCPD, which comes from its 
subjective diagnostic criteria, shows up in different 
clinical styles, each with its own specific thinking, 
feelings, behaviours, and ways of interacting with 
others. Anxious types tend to procrastinate, fixate on 
details, and experience self-critical indecisiveness, 
while dominant types are more aggressive, skeptical, 

11
and inflexible.  These different emotional styles, 
persistent anxiety versus constant irritation, 
highlight the complexity and variety in OCPD cases, 

making it important to create specific treatment 
plans.
People who suffer from anxiety tend to be more 
submissive, people-pleasers, and conflict-averse, 
whereas individuals who are more dominant tend to 

11be more critical, aggressive, and confrontational.  
The literature provided a broad perspective at 
Cognitive-Behavioral Therapy (CBT) for OCPD. 
However, the treatment would work better for each 
patient depending on how they present and how 

11
much they are expected to lose in their daily life.  
Individuals with the controlling personality type 
would benefit from developing emotion regulation 
abilities, whereas both types find it easier to 
acclimatize and tolerate distress through behavioral 
trials. Many diverse factors draw people with OCPD 

12to treatment.  People with OCPD feel distressed 
when they can't complete work or school projects. 
This distress is typically either due to their inability to 
manage their time effectively or the quality of work 
they expect to complete. 
Obsessive-Compulsive Personality Disorder (OCPD) 
is a prevalent yet underrecognized personality 

12
disorder, affecting 2% to 8% of the population . 
Individuals with OCPD often experience a sense of 
being "stuck" in their professional or educational 
lives due to chronic self-criticism and unmet 
expectations of others, leading to persistent 
negative moods. These challenges frequently extend 
to intimate relationships, causing distress that 
prompts many to seek help in primary care or mental 

13
health settings.  Despite the high prevalence and 
notable impact of OCPD, there is a lack of public 
awareness, limited scientific literature, and a lack of 
treatment with proven efficacy. Moreover, mental 
health professionals often face difficulties in 
diagnosis due to inconsistent guidelines and 
insufficient familiarity with the disorder's distinct 

14,15characteristics.  This situation points out the need 
for increased clinical attention and public education 
regarding OCPD.The rationale for this review is to 
synthesize psychiatric and psychological treatment 
perspectives to reduce the gaps in empirical 
evidence and guide future research and clinical 
practices.

Methods
This narrative review focused on literature published 
between 2000 and 2024, covering adult populations 
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with OCPD across North America, Europe, and Asia. 
The search strategy used keyword combinations 
such as "OCPD treatment," "Cognitive Behavioral 
Therapy OCPD," "SSRIs OCPD," and "psychotherapy 
for personality disorders" in databases including 
PubMed, PsycINFO, Scopus, and Google Scholar. 
Although the approach was not systematic, inclusion 
was based on relevance to psychiatric and 
psychological treatments, focusing on clinical trials, 
meta-analyses, and narrative syntheses from 
PubMed, PsycINFO, and Scopus databases. Inclusion 
criteria were peer-reviewed articles with clinical 
relevance to adult OCPD treatment. 

Results 
Evaluation and Treatment Interventions
Medical Intervention
Selective Serotonin Reuptake Inhibitors (SSRIs), 
including sertraline and fluoxetine, have been found 
to help individuals with Obsessive-Compulsive 
Personality Disorder (OCPD) experience a reduction 

16in anxiety and rigidity.  As SSRIs change serotonin 
levels, the neurotransmitter is important in 
emotional regulation and compulsive behaviors. In a 
study, fluoxetine was shown to improve cognitive 
flexibility among subjects with OCPD, thereby 

17
lowering resistance to change.  Risperidone and 
other pharmacological treatments help with acute 

18
rigidity and emotional dysregulation.  However, 
concerns about the weight gain and sedating effects 
have led to a ban on its widespread use. In a brief 
study, mood stabilizers, particularly lamotrigine, 
were shown to decrease emotional instability for 

19patients with OCPD.  
A study was conducted to examine the two groups of 
24 people with DSM-IV OCPD who were randomly 
assigned to receive either fluvoxamine (50–100 

20mg/day) or a placebo for up to 12 weeks.  Results 
found an improvement in OCPD features in those 
who received fluvoxamine compared to the placebo 

20
group.  Additionally, literature studied that how SRI 

21medications affect OCPD traits. For example,  
administered sertraline and citalopram to 308 
depressed patients with co-occurring personality 
disorders and found that both medication types 
were associated with reduced dysfunctional 
personality disorder traits; however, the most 
effective medication at reducing OCPD traits was 
citalopram. While SSRIs are reported to reduce OCPD 

rigidity (Fluoxetine and Citalopram), contradictory 
results exist regarding their efficacy. Some studies 
showed minimal changes in personality traits. 
Similarly, while CBT has showed improvements in 
trait perfectionism, its comparative efficacy to 
psychodynamic therapy remains debated due to the 
lack of head-to-head RCTs. A study found 
comparable results between both therapies, but 
limited by lack of OCPD-specific outcome 

21measures.
Another study examines two groups of OCD patients, 
which indicated that patients with OCPD who were 
taking clomipramine had significantly lower scores 
on a measure of OCPD features than did those who 

22were taking imipramine . Case reports studies have 
investigated the adaptability of OCPD characteristics 

22to mood stabilisers and antipsychotics.  SRIs are the 
most prevalent pharmacological treatment for 
individuals with OCPD, yet more research into the 
medication treatment of primary OCPD is needed to 
provide the field with more high-quality evidence. 
Although no empirically validated gold standard 
treatment is available for OCPD, the therapy 
treatment is considered the best choice for 

23intervention.  The next section reviews the available 
research on psychological and psychotherapies 
treatments for OCPD.
Psychodynamic Psychotherapy
Psychoanalytic explanations of Obsessive-
Compulsive Personality Disorder (OCPD) attribute 
the cause of OCPD in children to either overly strict or 

24
overprotective parenting.  According to these 
theoretical models, OCPD traits develop due to the 
attachment insecurity experienced in early 

2 4development . Empirical research on the 
relationship between attachment and OCPD traits is 
limited. Though the timing is past-oriented, it is 
recently shown that the symptoms of OCPD were 
related to an ambivalent-avoidant attachment style 

25
in Iranian students.  A study indicated that 
individuals with OCPD showed more secure 
attachment styles compared to those with 

26borderline personality disorder.  Prior to the 
emergence of OCPD, Freud posited a developmental 
link between the two disorders, indicating that OCPD 

27
features were already present.
According to a study of adults, childhood OCPD traits 
are associated with an adult diagnosis of Obsessive-
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28 29
Compulsive Disorder (OCD).  At the same time  
found that OCPD characteristics in adolescents were 
associated with simultaneous OCD symptoms in a 
cohort of children diagnosed with OCD. These 
findings provide support to the idea that OCPD 
features in childhood are associated with OCD (both 
current and future); however, further longitudinal 
research is required. The goal of insight-oriented 
psychodynamic treatment for OCPD is to identify the 
ways in which the symptoms of OCPD serve as a 
defense mechanism against the patient's own 
emotions of inadequacy and fear. After coming to 
this realization, patients strive to change their 
unyielding patterns and discard their unrealistic 
expectations of perfection in favour of a more 

29
realistic perspective.
Patients suffering from personality disorders, such as 
OCPD, find relief through supportive-expressive 

30psychodynamic therapy.  After 52 sessions, 14 
pat ients  wi th  OCPD showed s ign i f i cant  
improvements in this study. However, there was no 

30
control group in this research . In two more studies, 
Mixed personality disorder patients, especially some 
with OCPD, who received immediate psychodynamic 
therapies surpassed control group patients who had 

31
to wait.  However, findings did not directly evaluate 
changes in OCPD symptoms, and neither study 
specifically looked at improvement among people 
who had OCPD. Therefore, future researchers need 
to conduct further studies to evaluate the 
effectiveness of psychodynamic therapies. 
Cognitive-Behavioural Therapy
Cognitive Behavioural Therapy (CBT) generally 
includes a mixture of perceptive and behavioural 
strategies. In order to address Obsessive-Compulsive 
Personality Disorder (OCPD), The general cognitive 
therapy dimension at involves finding and 
restructuring faulty ideas that lead to maladaptive 

32behaviours.  Therapists instruct patients to consider 
the range of acceptable possibilities in order to 
challenge "all-or-nothing" thinking. Similarly, 
therapists also help patients to identify that when 
they exaggerate the repercussions of mistakes 
(catastrophizing) by asking them to consider the real 
impact of small mistakes. Behavioural components 
are also a part of CBT, and one of these is the use of 
behavioural trials to introduce the patient to stimuli 

32,16
and settings that trigger their fears.  Certain 

individuals diagnosed with OCPD experience 
challenges in forming connections, largely 
attributable to their inflexible cognitive frameworks 
and struggles with expressing emotions.  

33
Young's schema-focused therapy  is designed to 
identify and restructure patients' maladaptive 
schemas as they are articulated during the therapy 
process, in light of this struggle. Despite the 
extensive description of numerous cognitive and 

34behavioural approaches to OCPD , there is a lack of 
empirical research evaluating these treatments. A 
study was carried out involving individuals with 
severe depression who also fulfilled the DSM-IV 
criteria for OCPD. These participants received 
cognitive therapy specifically targeting OCPD. On 
average, after 22 sessions, all 10 patients reported 
decreased depression and anxiety, and 9 of those 
individuals no longer fulfilled the diagnostic criteria 
for OCPD. The limitations of this study were that it 
did not include a control group and had a small 

35sample size.  
Another study that involved outpatients with OCPD 
(N=516) and avoidant personality disorder (N=524) 
who received cognitive treatment sessions up to 52 
per week. 83% of OCPD patients experienced 
clinically significant improvements in symptom 
severity, whereas 53% improved depression 

36
severity.  However, definitive conclusions cannot be 
drawn about the effectiveness of CBT in treating 
OCPD because this open trial lacks a waitlist control 
group or alternative treatment. The most extensive 
cognitive-behavioral therapy research on OCPD was 

37led.  Researchers in this study put together an open-
label 10-week trial of group therapy for OCPD that 
included cognitive restructuring, psychoeducation, 
behavioral experiments, and planning for how to 
avoid relapse. The study was conducted with 116 
outpatients who met DSM-IV criteria for OCPD. 
Results showed that treatment significantly reduced 

37
the severity of OCPD.
Furthermore, after the intervention, individuals who 
showed reduced levels of trait anxiety and 
depression were more inclined to experience a 
reduction in their symptoms of OCPD. There was also 
predictive power in the level of distress prior to 

37
intervention.  However, a major limitation of this 
study was the lack of a control group. A study 
performed a randomized controlled trial of group 
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Cognitive Behavioral Therapy (CBT) that focused on 
clinical perfectionism instead of OCPD. Forty- Two 
participants with anxiety, eating, and mood 
disorders, as well as elevated perfectionism, were 
randomly assigned to a CBT group and a waitlist 
control group. The clinical perfectionism, dietary 
constraint, depressive symptoms, social anxiety, 
eating disorders, anxiety sensitivity, and ruminating 
behaviours of participants in the group CBT were 

38considerably reduced.
In addition, results showed a significant difference in 
the improvement of self-esteem and quality of life 
before and after treatment in the treatment group 
and between the two groups. The six-month follow-
up confirmed the long-term maintenance of the CBT 
treatment. In addition to improving quality of life and 
self-esteem, the findings support the idea that CBT in 
a group setting is an effective strategy for addressing 

38therapeutic perfectionism.  Due to the limited 
research that has directly compared psychodynamic 
and CBT, the available evidence does not prove the 
effectiveness of either approach in treating OCPD. 
For instance, in a prior study, 40 sessions of cognitive 
treatment (N=525) or short-term psychodynamic 
therapy (N=525; randomised) were administered to 
patients diagnosed with cluster C personality 

39disorder .  
Although OCPD was more commonly diagnosed in 
this sample, it was present in 17 people who met 
DSM-III criteria: the cognitive therapy group 
consisted of eight individuals (32%), while the 
psychodynamic group contained nine individuals 
(36%). Treatment and testing addressed symptom 
distress, interpersonal issues, and fundamental 
personality pathology. After two years, results 
showed that the symptoms among both patient 
groups were significantly improved. Furthermore, 
across all age groups, CBT and psychodynamic 
therapy both produced comparable levels of 
improvement. The cognitive-behavioural treatment 
used in this study was college-based and failed to 

39
emphasise a behaviour-focused approach . This 
study did not compare treatment outcomes in OCPD 
patients specifically; therefore, more research is 
required to establish the effectiveness of both 
cognitive and psychodynamic treatment approaches 
for OCPD.

Other Psychological Treatments
A number of alternative treatments for Obsessive-
Compulsive Personality Disorder (OCPD) have been 
evaluated using case-by-case analytic designs. For 
instance, two case studies were directed to adapt 

40,41metacognitive therapy for individuals with OCPD.  
Metacognitive therapy is meant to increase patients' 
awareness of their emotions and ability to 
understand and empathize with mental states while 
improving interpersonal functioning. The 
interpersonal difficulties typically experienced by 
patients with OCPD appear well-matched to this 
psychotherapy (although further study is necessary). 
Another study described Radically Open-DBT (RO-
DBT) is a variation of Dialectical Behavioural Therapy 
(DBT) that targets emotional and cognitive 

42restriction.
They also documented a successful application of 
this adjustment with one person who presented with 
OCPD. In addition, previous research has issued a 
treatment manual for RO-DBT that addresses the 
treatment of overcontrol disorders, such as OCPD, as 

43well as anorexia nervosa.  Acceptance and 
Commitment Therapy (ACT), considered a "third-
wave" therapy, has also proven effective for 

44
personality disorders.  ACT is designed to facilitate a 
process of experiential acceptance by using 
metaphors, behavioral therapist approaches, and 
mindfulness training to help patients learn to act 
willingly and carry on with troubling internal 
experiences. In the context of OCPD, ACT assists with 
learning about the paradoxical effects of experiential 
avoidance. 
The reason being, struggling coping mechanisms and 
unpleasant internal experiences (such emotions) 
frequently worsen when attempts to control or 
escape them are themselves challenging. In contrast, 
ACT treatment for OCPD encourages acceptance and 
tolerance of negative experiences rather than 
compulsive/controlling reactions. Patients learned 
to practice conscious toleration of distressing 
feelings related to their experience of imperfection 
or sudden disruptions in their structured routines, 
rather than reacting defensively by attempting to 
control their environment or the circumstantial 
challenge they encountered. There haven't been any 
ACT trials for OCPD, but a recent randomized 
controlled trial (RCT) study was conducted to 
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explored that how well ACT works for clinical 
45perfectionism.  Prior research showed that, a total 

of 53 participants were identified as having clinical 
perfectionism, and all consented to receive ACT 
(nobody was excluded) on an individual basis for a 
total of 10 weeks.
The ACT condition showed more improvement in all 
domains of clinical perfectionism, happiness, 
impaired functioning, stress, and change process 
than the comparison (waiting) group did. These data 
indicate that ACT for clinical perfectionism is feasible 

45and useful.  Recently, a study adapted an effective 
General Psychiatric Management (GPM) for OCPD, 
which serve as a framework for mental health 

46professionals in a more general approach to care . 
GPM is based on current research in mental health 
treatment and can be adjusted for use with other 
personality disorders. GPM has some core ideas, 
which include informing the patient about their 
diagnosis, helping them feel positive about creating 
a life they are excited for, and dealing with any co-

46
occurring disorders or concerns about safety.
Proposed Model of Cognitive Behavioural Therapy 
for OCPD
This section suggests a new intervention that is 
based on and inspired by existing manualized 
Cognitive Behavioral Therapy (CBT) techniques. It 
includes skills training in how to control your 
emotions and relationships with others, Acceptance 
and Commitment Therapy (ACT) for perfectionism, 
and CBT for perfectionism. In CBT for Obsessive-
Compulsive Personality Disorder (OCPD), it is 
essential for the therapist to emphasize that the goal 
is not to change the patient's fundamental character 
traits, lower their performance expectations, or 
make them content with average results. Rather, the 
objective is to help people replace their inflexible, 
internalised rules such as settling for "good enough" 
instead of perfection with more flexible and efficient 

47
principles.  Additionally, self-compassion replaces 
the constant cycle of harsh self-criticism. 
Clinicians providing CBT for OCPD should encourage 
patients to reflect on their values and the ways that 
their OCPD characteristics affect their progress 
toward achieving those goals. For therapy to be 
successful, the therapist has to show the patient how 
changing their behaviour will align with their 

47
values.  It is common practice to advice patients to 

prioritize activities and tasks in a way that aligns with 
their beliefs while helping them with time 
management and activity planning. Mental health 
professionals can use the "dimmer switch of effort" 
as a helpful metaphor to recover time lost on strict, 
perfectionistic activities. The patient is advised to 
view the effort they exert on a task as a dimmer 
switch, one that can be adjusted in accordance with 
the perceived importance of the task, rather than as 
an on-off light switch that requires either the utmost 
effort or no effort. 
In other words, one would put their best effort into 
things they deem important or that are in line with 
their values, while they deliberately put their least 
effort into things they deem mundane or 
unimportant, such as cleaning the dishes or 

47vacuuming . Therapists can encourage the patient 
to weigh the importance of each choice before 
investing time and resources in decision-making. For 
insignificant choices, they can flip a coin or make a 
"snap" decision; for decisions with higher 
importance compared to others. The patient can 
prioritize a specific value and engage in decision-
making aligned with that value, even in the face of 
discomfort or tension arising from deviating from the 
conventional rule-based approach. Here, the current 
review used the analogy of a wallet or tank for 
mental resources to illustrate the initial phases of 
CBT for OCPD. Living under the constant pressure of 
strict regulations and perfectionistic practices, as 
well as the stresses of daily life, reduces one's mental 
capabilities. 
Without enough resources, individuals suffering 
with OCPD are at a higher risk of experiencing 
burnout, which can take the form of sadness or 
worry, and they are also less inclined to resist the 
urge to exert control over their environment and 
other people. Self-care practices include obtaining 
sufficient sleep, adhering to a balanced diet, and 
participating in regular physical activity, engaging in 
leisure or pleasurable activities, and engaging in 
social interactions, are essential for the restoration 

48of mental resources.  Problems with time 
management or putting things off until later, an 
unhealthy fixation on work or productivity, and 
unfavourable self-evaluation (such as feeling guilty 
or critical for failing to meet productivity targets) all 
have a negative effect on an individual's willingness 
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49
to engage in self-care.  Through the development of 
strategies to enhance within each of these areas of 
self-care, the patient could gradually reduce their 
susceptibility to low mood and distress, as well as 
enhance the psychological resources available for 
applying behavioural variations in CBT. 
In addition, as indicated earlier, being open and 
willing to endure physical pain and unpleasant 
feelings is necessary to make these behavioural 
changes that prioritize self-care and balance. 
Individuals with OCPD, especially those who show a 
controlling presentation style, benefit considerably 
from acquiring the ability to control their negative 
emotions and be more adaptable in their 
relationships as a means of improving their ability to 
receive support from those around them, including 

50their therapist.   In other words, the potential for 
changes in OCPD symptoms exists. Patients 
experience fewer connection breakdowns with their 
therapist and other supports; they are better able to 
manage their OCPD symptoms, which could be 
achieved through training in these skills. According 

51to , behavioural experiments are a beneficial 
approach to evaluate perfectionism standards 
because they provide a chance to participants to 
gather their own data on the standard's validity and 
the probability of the undesirable event in a real-life 
setting. As a means of facilitating experiential 
learning, behavioral experiments involve working 
together; the patient and clinician determine which 
beliefs, rules, or standards are to be evaluated, and 
then the clinician devises an experiment to examine 
what happens when the patient deviates from the 
established norm. As an example of a behavioral 
experiment, one could sit down to dinner without 
completing the kitchen cleanup, wear new boots 
across grass, go to bed before roommates and let 
them sleep in, send a message or email without 
checking for errors, or leave home without a list of 
what to bring on vacation.

Discussion
This section provides an overview of some of the 
controversies and concerns that involve Obsessive-
Compulsive Personality Disorder (OCPD).
Uncertainty Regarding the Nature of the 
Relationship between OCPD and OCD
Many people, including those seeking treatment, 
have long been confused about Obsessive-

Compulsive Personality Disorder (OCPD) and 
Obsessive-Compulsive-Disorder (OCD) due to their 
shared nomenclature and strong historical 
affiliation. In informal settings, the term "OCD" is 
frequently used by the public to characterize rigid 
behavioural patterns or perfectionism is usually 
linked to presentations of OCPD. Classical historical 

27,52 accounts, such as some theorists established a 
connection between the traits currently related to 
OCPD and the onset of OCD. However, according to 
the current theories, OCPD and OCD are separate 
disorders, and OCPD is not a "minor" form or prior to 

53
OCD, even if the two can co-occur.
Even though both involve doing the same things over 
and over again, taking a lot of time, and following a 
set pattern (for example, composing and revising 
essays, putting everything in order, and creating 
lists), OCD is different because it involves disturbing 

53,7and intrusive obsessions.  OCPD has ego-syntonic 
traits and behaviours, while OCD has ego-dystonic 
traits and behaviours. This difference is because the 
person with OCPD thinks these things are fitting and 
right (with their sense of self). Comorbidity studies 
highlight the uniqueness of both disorders by 
showing that few individuals who suffer from one of 

53,7
the illnesses also experience the other.  More 
public awareness and education campaigns about 
obsessive-compulsive disorder and other related 
disorders are needed to clear up the persistent 
misunderstandings about these two different 
disorders.
Is it more effective to conceptualize OCPD as a 
dimensional or categorical construct?
A large body of literature on Obsessive-Compulsive 
Personality Disorder (OCPD) and similar illnesses has 
taken a classificational approach, looking specifically 
for instances of distinctive personality disorders as 
they are now described in the DSM-5-TR. However, 
there are evolving theories in the field that place an 
emphasis on dimensional approaches to personality 
diseases. There is a hybrid dimensional-categorical 
model of personality pathology in Section III of the 
DSM-5-TR appendix. This model is made up of new 
measurements and models. This model could be 
looked into in more research in the future. Moreover, 
this model signifies an extensive revision of the OCPD 
construct. In particular, the new model states that in 
order to diagnose OCPD, one has to show rigid 

JIIMC 2025 Vol. 20, No. 2  Treatment Perspectives in OCPD

135 https://doi.org/10.57234/jiimc.june25.2507



perfectionism as a core trait. 
Other distinctive characteristics of OCPD, which are 
not mandatory but are recommended, include 
perseverance, restricted affectivity, and intimacy 

54,11
avoidance.  The extent to which this novel model 
enhances the current understanding of OCPD 
remains an open topic for future investigation. The 
recently suggested OCPD criteria seem to be more 
stringent, emphasizing perfectionism as a necessary 
trait while eliminating two previous diagnostic 
symptoms the unwillingness to let go of worn-out or 
useless things and miserliness. Validation of the 
other possible OCPD criteria introduced by the 
alternative conceptualization such as reduced 
affectivity and intimacy avoidance requires further 
research. 
The comprehensive evaluation of these models to 
ascertain whether they enhance the current 
categorical system may take some time, as 
dimensional approaches to OCPD are still in the early 
stages. Even in cases where a person does not fully 
show the symptoms of a personality disorder, their 
dimensional personality features can impact their 
functioning, highlighting the greater therapeutic 
relevance of this perspective. For example, even in 
people who have been diagnosed with OCPD, 
perfectionism can cause a lot of stress and make it 
hard to do things. This has been called a 

54,47transdiagnostic phenomenon.  Treating OCPD and 
other mental health issues more effectively requires 
pay ing  attent ion  to  character i st i cs  l i ke  
perfectionism.
Does OCPD Affect OCD Intervention?
A significant body of research has examined 
Obsessive-Compulsive Personality Disorder (OCPD) 
within the framework of Obsessive-Compulsive-
Disorder (OCD). Whereas OCPD is a common co-
occurring disorder, research on its influence on the 
treatment of obsessive-compulsive disorder has 

5 5
been completely inconsistent.  Treatment 
guidelines for adults with OCD suggest that SRI 
medications or Cognitive Behavioral Therapy (CBT), 
specifically Exposure with Response Prevention 
(EX/RP), is the most effective option. The efficacy of 
each treatment approach containing OCPD is in 

56
disagreement . One study looking at SRIs found that 
individuals with OCD and concurrent OCPD had 
considerably fewer improvements in their OCD 

55,56
symptoms than those with OCD only.  However, a 
study on the treatment of OCD found a more 
favourable response to fluvoxamine in comorbid 

57OCPD.  While CBT is widely endorsed for its focus on 
r e s t r u c t u r i n g  p e r f e c t i o n i s t i c  t h i n k i n g ,  
psychodynamic therapy provides a depth-oriented 
approach that could be better suited for personality-
level restructuring. Critics argue that CBT 
oversimplifies the underlying emotional drivers of 
OCPD, whereas proponents cite its empirically 

57
measurable outcomes.
Furthermore, further experiments of the medication 
suggested that comorbid OCPD did not correlate 

58with outcomes in OCD.  The literature shows mixed 
results regarding the impact of comorbid OCPD on 
psychotherapy for OCD. For example, a study found 
in one EX/RP trial that comorbid OCPD was 

59
associated with worse outcomes in OCD.  EX/RP 
studies found that people with more severe OCPD 
symptoms who stuck to the 25 standard treatment 
sessions of the EX/RP course had a lower chance of 

60,2
getting better with their OCD symptoms. . Patients 
who also had OCPD did better in cognitive-based CBT 
(which changes deeply held beliefs through cognitive 
restructuring and behavioral experiments) than 

61
patients who did not have OCPD . These mixed and 
sometimes opposing results demonstrate the need 
for more research into how OCPD relates to the 
treatment of OCD. Future studies could consider the 
variation in OCPD traits for the outcome of various 
treatments.
Limitations and Recommendations 
This review did not apply a systematic review 
methodology and have introduced selection bias. 
Literature was restricted to English language 
sources, and studies with small sample sizes or 
without control groups were included, which could 
affect generalizability. Future studies should 
implement standardized treatment protocols, use 
larger samples, and compare therapy modalities 
(e.g., CBT vs. psychodynamic therapy) via 
randomized controlled trials. Research on long-term 
treatment outcomes and dimensional assessments 
of OCPD traits is also recommended.

Conclusions
This review synthesized available evidence on 
psychiatric and psychological interventions for 
OCPD. While CBT holds the most empirical support, 
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emerging therapies like ACT and RO-DBT also 
showed significance. The review emphasizes the 
need for future trials with strong methodologies to 
compare treatment modalities, develop innovative 
interventions, and guide standardized care 
pathways. The findings highlight the complexity of 
OCPD and emphasis the need of multi-modal, 
individualized treatment approaches aligned with 
patients' unique personality profiles and emotional 
regulation needs. The review suggests that clinical 
practitioners should consider integrating emotion 
regulation training into CBT for OCPD to target rigid 
perfectionism and interpersonal dysfunction. There 
is a pressing need to increase OCPD awareness 
among clinicians and develop population-specific 
intervention manuals. These findings could inform 
training programs, clinical decision-making, and 
future guideline development for personality 
disorders.

REFERENCES
1. American Psychiatric Association. APA - Diagnostic and 

Statistical Manual of Mental Disorders Fifth Edition Text 
Revision DSM-5-TR. Washington, DC: American Psychiatric 
Publishing; 2022. 

2. Simpson HB, Foa EB, Wheaton MG, Gallagher T, 
Gershkovich M, Schmidt AB, et al. Maximizing remission 
from cognitive-behavioural therapy in medicated adults 
with obsessive-compulsive disorder. Behav Res Ther. 2021 
Aug; 143:103890. doi: 10.1016/j.brat.2021.103890.

3. Wheaton MG, Pinto A. Chapter 3. OCPD and its relationship 
to obsessive-compulsive and hoarding disorders. In: 
American Psychiatric Association Publishing eBooks. 
Washington, DC: APA Publishing; 2019. p. 49–69.

4. Cain NM, Mounsey T. Obsessive-compulsive personality 
disorder. Encycl Pers Individ Differ. 2017;1–9.

5. Sveen CA, Pedersen G, Ulvestad DA, Zahl KE, Wilberg T, 
Kvarstein EH. Societal costs of personality disorders among 
treatment-seeking patients in Norway: the relative 
contribution of specific DSM-5 categories. Eur Arch 
Psychiatry Clin Neurosci. 2023 Aug;273(6):1109–1118. 
doi:10.1007/s00406-023-01655-1.

6. Atroszko PA, Demetrovics Z, Griffiths MD. Work addiction, 
obsessive-compulsive personality disorder, burn-out, and 
global burden of disease: implications from the ICD-11. Int J 
Environ Res Public Health. 2020 Jan 20;17(2):660. 
doi:10.3390/ijerph17020660.

7. Taylor EH. Assessing, diagnosing, and treating serious 
mental disorders: a bioecological approach. New York: 
Oxford University Press; 2015.

8. Chauhan R. Effectiveness of ReAttach therapy in 
management of emotional dysregulation with OCPD, PTSD, 
anxiety and stress in young adults. J ReAttach Ther Dev 
Divers. 2018 May 25; 1:15.

9. Geoffreys C. Obsessive compulsive personality disorder: the 
ultimate guide to symptoms, treatment, and prevention. 
London: CreateSpace Independent Publishing Platform; 
2015.

10. Diaconu G, Turecki G. Obsessive-compulsive personality 
disorder and suicidal behavior. J Clin Psychiatry. 2009 Jul 
14;70(11):1551–6.

11. Solomonov N, Kuprian N, Zilcha-Mano S, Muran JC, Barber 
JP. Comparing the interpersonal profiles of obsessive-
compulsive personality disorder and avoidant personality 
disorder: are there homogeneous profiles or interpersonal 
subtypes? Pers Disord Theory Res Treat.  2020 
Jan;11(1):60–71. doi:10.1037/per0000361.

12. Gragnani A, Zaccari V, Femia G, Pellegrini V, Tenore K, Fadda 
S ,  e t  a l .  C o g n i t i ve – b e h av i o ra l  t re at m e nt  o f  
obsessive–compulsive disorder: the results of a naturalistic 
outcomes study. J Clin Med. 2022 May 13;11(10):2762. 
doi:10.3390/jcm11102762.

13. Stanyte A, Fineberg NA, Gecaite-Stonciene J, Podlipskyte A, 
Neverauskas J, Juskiene A, et al. Obsessive-compulsive 
personality disorder increases cognitive inflexibility in 
people with coronary artery disease. Compr Psychiatry. 
2025 Feb; 137:152570. doi: 10.1016/j.comppsych.2024. 
152570.

14. van Beek N, Verheul R. Motivation for treatment in patients 
with personality disorders. J Pers Disord. 2008 
Feb;22(1):89–100. doi:10.1038/s41398-024-02944-6.

15. Pinto A, Teller J, Wheaton MG. Obsessive-compulsive 
personality disorder: a review of symptomatology, impact 
on functioning, and treatment. Focus (Am Psychiatr Publ). 
2022 Oct;20(4):389–96. doi:10.3390/rs12050826.

16. Alyahya NM, Al Saleem EA. Therapeutic use of psychedelics 
for mental disorders: a systematized review. J Nat Sci Med. 
2024 Dec 17;8(1). 

17. Rowe CE. Treatment of an obsessive-compulsive 
personality disorder: a self-psychological perspective. 
Psychoanal Soc Work. 2020 Jan 2;27(1):17–30.

18. Grinchii D, Dremencov E. Mechanism of action of atypical 
antipsychotic drugs in mood disorders. Int J Mol Sci. 2020 
Dec 15;21(24):9532. doi:10.3390/ijms21249532.

19. Martens G, Tarek Zghoul, Watson E, Rieger SW, Capitão LP, 
Harmer CJ. Acute neural effects of the mood stabiliser 
lamotrigine on emotional processing in healthy volunteers: 
a randomised control trial. Transl Psychiatry. 2024 May 
27;14(1). doi:10.1038/s41398-024-02944-6.

20. Kulk G, Platt T, Dingle J, Jackson T, Jönsson BF, Bouman HA, 
et al. Correction: Kulk et al. Primary production, an index of 
climate change in the ocean: satellite-based estimates over 
two decades. Remote Sens. 2021 Sep 1;13(17):3462. doi: 
10.1016/j.jpsychires.2019.06.010.

21. Ekselius L, von Knorring L. Personality disorder comorbidity 
with major depression and response to treatment with 
sertraline or citalopram. Int Clin Psychopharmacol. 1998 
Sep;13(5):205–12. doi:10.1097/00004850-199809000-
00005.

22. Volavka J, Neziroglu F, Yaryura-Tobias JA. Clomipramine and 
imipramine in obsessive-compulsive disorder. Psychiatry 
Res. 1985 Jan;14(1):85–93. doi:10.1016/0165-1781(85) 
90125-4.

JIIMC 2025 Vol. 20, No. 2  Treatment Perspectives in OCPD

137 https://doi.org/10.57234/jiimc.june25.2507



23. Sperry L. Handbook of diagnosis and treatment of DSM-IV-
TR personality disorders. 1st ed. New York: Brunner-
Routledge; 2004.

24. Grant JE, Chamberlain SR. Obsessive compulsive 
personality traits: understanding the chain of pathogenesis 
from health to disease. J Psychiatr Res. 2019 Sep; 
116:69–73. doi: 10.1016/j.jpsychires.2019.06.010.

25. Thi My Hanh L, Minh Tuan T. Correlation between 
personality traits and achievement motivation in Chinese 
Wushu athletes. Int J Sci Res. 2022 May 5;11(5):822–5.

26. Aaronson CJ, Bender DS, Skodol AE, Gunderson JG. 
Comparison of attachment styles in borderline personality 
disorder and obsessive-compulsive personality disorder. 
Psychiatr Q. 2006 Mar;77(1):69–80.

27. Hoffman L. One hundred years after Sigmund Freud's 
lectures in America: towards an integration of 
psychoanalytic theories and techniques within psychiatry. 
Hist Psychiatry. 2010 Dec;21(4):455–70. doi: 10.1177/ 
0957154X10380073.

28. Pinto A, Greene AL, Storch EA, Simpson HB. Prevalence of 
childhood obsessive–compulsive personality traits in adults 
with obsessive compulsive disorder versus obsessive 
compulsive personality disorder. J Obsessive Compuls Relat 
Disord. 2015 Jan; 4:25–9. doi: 10.1016/j.jocrd.2014.11.002.

29. Park JM, Storch EA, Pinto A, Lewin AB. Obsessive– 
compulsive personality traits in youth with obsessive– 
compulsive disorder. Child Psychiatry Hum Dev. 2015 Jul 
10;47(2):281–90. doi: 10.1007/s10578-015-0567-6.

30. Barber JP, Morse JQ, Krakauer ID, Chittams J, Crits-Christoph 
K. Change in obsessive-compulsive and avoidant 
personality disorders following time-limited supportive-
expressive therapy. Psychother Theory Res Pract Train. 
1997;34(2):133–43. doi: 10.1037/h0087742.

31. Abbass A, Sheldon A, Gyra J, Kalpin A. Intensive short-term 
dynamic psychotherapy for DSM-IV personality disorders. J 
Nerv Ment Dis .  2008 Mar;196(3):211–6.  doi :  
10.1097/NMD.0b013e3181662ff7.

32. Pinto A, Teller J, Wheaton MG. Obsessive-compulsive 
personality disorder: a review of symptomatology, impact 
on functioning, and treatment. Focus (Am Psychiatr Publ). 
2022 Oct;20(4):389–96. doi: 10.1176/appi.focus. 
20210055.

33. Franks CM. Role of cognitive therapy for personality 
disorders: a schema-focused approach. Contemp Psychol. 
1991 Apr;36(4):346–7. 

34. Perris C, McGorry PD. Cognitive psychotherapy of psychotic 
and personality disorders. Chichester: John Wiley & Sons; 
1998.

35. Wu MS, Lewin AB, Murphy TK, Storch EA. Misophonia: 
incidence, phenomenology, and clinical correlates in an 
undergraduate student sample. J Clin Psychol. 2014 Apr 
17;70(10):994–1007. doi:10.1002/jclp.22098.

36. Strauss JL, Hayes AM, Johnson SL, Newman CF, Brown GK, 
Barber JP, et al. Early alliance, alliance ruptures, and 
symptom change in a nonrandomized trial of cognitive 
therapy for avoidant and obsessive-compulsive personality 
disorders. J Consult Clin Psychol. 2006;74(2):337–45. doi: 
10.1037/0022-006X.74.2.337.

37. Enero C, Soler A, Ramos I, Cardona S, Guillamat R, Valles V. 

Distress level and treatment outcome in obsessive-
compulsive personality disorder (OCPD). Eur Psychiatry. 
2013 Jan; 28:1. doi: 10.1016/S0924-9338(13)76346-3.

38. Handley AK, Egan SJ, Kane RT, Rees CS. A randomised 
controlled trial of group cognitive behavioural therapy for 
perfectionism. Behav Res Ther. 2015 May; 68:37–47. doi: 
10.1016/j.brat.2015.03.004.

39. Svartberg M, Stiles TC, Seltzer MH. Randomized, controlled 
trial of the effectiveness of short-term dynamic 
psychotherapy and cognitive therapy for Cluster C 
personality disorders. Am J Psychiatry. 2004 May;161(5): 
810–7. doi:10.1176/foc.3.3.407.

40. Dimaggio G, Carcione A, Salvatore G, Sisto A, Semerari A. 
Progressively promoting metacognition in a case of 
obsessive-compulsive personality disorder treated with 
metacognitive interpersonal therapy. Psychol Psychother. 
2010;83(2):199–212. doi:10.1348/147608309X474472.

41. Fiore D, Dimaggio G, Nicoló G, Semerari A, Carcione A. 
Metacognitive interpersonal therapy in a case of 
obsessive–compulsive and avoidant personality disorders. J 
Clin Psychol. 2008;64(2):168–80.

42. Lynch TR, Cheavens JS. Dialectical behavior therapy for 
comorbid personality disorders. J Clin Psychol. 2008;64(2): 
154–67.

43. Öst LG. Efficacy of the third wave of behavioral therapies: a 
systematic review and meta-analysis. Behav Res Ther. 2008 
Mar;46(3):296–321. doi: 10.1016/j.brat.2007.12.005

44. Herzberg KN, Sheppard SC, Forsyth JP, Credé M, Earleywine 
M, Eifert GH. The believability of anxious feelings and 
thoughts questionnaire (BAFT): a psychometric evaluation 
of cognitive fusion in a nonclinical and highly anxious 
community sample. Psychol Assess. 2012;24(4):877–91. 
doi: 10.1037/a0027782

45. Finch EF, Choi-Kain LW, Iliakis EA, Eisen JL, Pinto A. Good 
psychiatric management for obsessive–compulsive 
personality disorder. Curr Behav Neurosci Rep. 2021 Nov 
25;8(4):160–71. doi:10.1007/s40473-021-00239-4.

46. Ghaderi A. Cognitive behavior therapy and eating disorders. 
Cogn Behav Ther. 2009 Sep;38(3):191–1. doi: 10.1080/165 
06070903033861

47. Paast N, Khosravi Z, Memari AH, Shayestehfar M, Arbabi M. 
Comparison of cognitive flexibility and planning ability in 
patients with obsessive compulsive disorder, patients with 
obsessive compulsive personality disorder, and healthy 
controls. Shanghai Arch Psychiatry. 2016;28(1):28–34. doi: 
10.11919/j.issn.1002-0829.215093

48. Lewin AB, Wu MS, McGuire JF, Storch EA. Cognitive behavior 
therapy for obsessive-compulsive and related disorders. 
Psychiatr Clin North Am. 2014 Sep;37(3):415–45.

49. Attademo L, Bernardini F. Schizotypal personality disorder 
in clinical obsessive–compulsive disorder samples: a brief 
overview. CNS Spectr. 2020 Jul 27;1–13. doi: 10.1017/ 
S1092852920001253

50. Redden SA, Mueller NE, Cougle JR. The impact of obsessive-
compulsive personality disorder in perfectionism. Int J 
Psychiatry Clin Pract. 2022 May 4;1–7. doi: 10.1080/ 
13651501.2022.2054569

51. Reinhold N, Markowitsch HJ. Retrograde episodic memory 
and emotion: a perspective from patients with dissociative 

JIIMC 2025 Vol. 20, No. 2  Treatment Perspectives in OCPD

138https://doi.org/10.57234/jiimc.june25.2507



amnesia. Neuropsychologia. 2009 Sep;47(11):2197–206. 
doi: 10.1016/j.neuropsychologia.2009.01.030

52. Rizvi A, Torrico TJ. Obsessive-compulsive personality 
disorder. In: StatPearls. Treasure Island (FL): StatPearls 
Publishing; 2023. 

53. Rice KG, Aldea MA. State dependence and trait stability of 
perfectionism: a short-term longitudinal study. J Couns 
Psychol. 2006;53(2):205–13. doi: 10.1037/0022-0167.53.2. 
205

54. Gournay PK. Obsessive-compulsive disorder theory 
research and treatment. Ment Health Pract. 2002 
Jul;5(10):29–9.

55. Ansseau M, Troisfontaines B, Papart P, von Frenckell R. 
Compulsive personality as predictor of response to 
serotoninergic antidepressants. BMJ. 1991 Sep 
28;303(6805):760–1. doi: 10.1136/bmj.303.6805.760

56. Baer L. Effect of Axis II diagnoses on treatment outcome 
with clomipramine in 55 patients with obsessive-
compulsive disorder. Arch Gen Psychiatry. 1992 Nov 
1;49(11):862. doi:10.1001/archpsyc.1992.01820110 

074013.
57. Gordon OM, Salkovskis PM, Bream V. The impact of 

obsessive-compulsive personality disorder on cognitive 
behaviour therapy for obsessive compulsive disorder. 
Behav Cogn Psychother. 2015 Oct 13;44(4):444–59. doi: 
10.1017/S1352465814000246

58. Pinto A, Liebowitz MR, Foa EB, Simpson HB. Obsessive 
compulsive personality disorder as a predictor of exposure 
and ritual prevention outcome for obsessive compulsive 
disorder. Behav Res Ther. 2011 Aug;49(8):453–8. doi: 
10.1016/j.brat.2011.04.003

59. Thamby A, Khanna S. The role of personality disorders in 
obsessive-compulsive disorder. Indian J Psychiatry. 
2019;61(7):114. doi: 10.4103/psychiatry.IndianJPsychiatry 
_333_18

60. Wheaton MG, Ward HE. Intolerance of uncertainty and 
obsessive-compulsive personality disorder. Pers Disord 
Theory Res Treat. 2020 Feb 17;11(5). doi: 10.1037/ 
per0000364

CONFLICT OF INTEREST
Authors declared no conflicts of Interest.

GRANT SUPPORT AND FINANCIAL DISCLOSURE
Authors have declared no specific grant for this 
research from any funding agency in public, 
commercial or nonprofit sector.

DATA SHARING STATEMENT
The data that support the findings of this study 
are available from the corresponding author 
upon request.

This is an Open Access article distributed under the terms of the Creative Commons Attribution- Non-
Commercial 2.0 Generic License.

JIIMC 2025 Vol. 20, No. 2  Treatment Perspectives in OCPD

139 https://doi.org/10.57234/jiimc.june25.2507


