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Obsessive-Compulsive Personality
Disorder
DSM-5-TR 301.4 | ICD-10-CM F60.5

Pervasive preoccupation with orderliness, perfectionism and control at the expense of flexibility, openness and
efficiency.

P R E VA L E N C E T Y P I CA L  O N S E T S E X  R AT I O C O U R S E

Perfectionism defeats task completion, so reports are rewritten repeatedly, deadlines are
missed, and delegation is refused unless done exactly their way.
Excessive devotion to work crowds out leisure and friendship, and vacations are
experienced as wasteful rather than restorative.
Rigid moralism about ethics, values and rules extends into harsh judgment of others and
inflexibility that strains marriages and workplaces.
Hoarding of worn-out or worthless objects and miserly spending toward self and others
reflect a fear of future need and loss of control.
Affect is constricted and formal, and anger emerges as stubbornness, control and passive
obstruction rather than as open confrontation.
The traits are ego-syntonic, so patients present for depression, anxiety or a partner's
ultimatum rather than for the personality pattern.

Requires four or more of eight features spanning preoccupation with detail,
perfectionism, workaholism, moral rigidity, hoarding, non-delegation and miserliness.
Preoccupation with lists, rules, order and schedules must be severe enough that the
major point of the activity is lost in the process.

Perfectionism must actually interfere with task completion, which is what separates
the disorder from adaptive high conscientiousness.
Onset by early adulthood, pervasiveness across contexts, and clinically significant
distress or impairment are all required for diagnosis.
The Section III alternative model rates rigid perfectionism, perseveration, intimacy
avoidance and restricted affectivity as defining traits.

Twin studies place heritability of obsessive-compulsive personality traits at roughly 27-
78%, with shared variance across OCD trait dimensions.
Frontostriatal hyperactivity involving orbitofrontal cortex and caudate parallels OCD
findings, though replication in OCPD is less consistent.
Impaired set-shifting and cognitive inflexibility on the Wisconsin Card Sorting Test and
reversal learning are the most consistent findings.
Serotonergic involvement is inferred indirectly from SSRI response in perfectionism and
hoarding dimensions rather than the full disorder.
Elevated error-related negativity on event-related potentials suggests amplified
performance monitoring consistent with the perfectionism phenotype.
Chronic hyperarousal is associated over time with hypertension, tension headache,
insomnia and elevated cardiovascular risk.

Perfectionistic beliefs about intolerance of uncertainty and inflated personal
responsibility drive checking, list-making and procrastination.
Emotional constriction reflects isolation of affect and reaction formation defending
against underlying aggression and dependency wishes.
Control substitutes for trust in relationships, which is why the interpersonal cost of the
pattern remains invisible to the patient.
Contingent self-worth tied to achievement turns any error into a moral failure, feeding
shame and depressive collapse under stress.
Reinforcement history rewards conscientiousness early in life, so the traits are ego-
syntonic and defended as virtues rather than symptoms.

OCD involves ego-dystonic intrusive obsessions and discrete compulsions, whereas
OCPD involves ego-syntonic traits without true rituals.
Roughly 20-30% of patients with OCD also meet OCPD criteria, and OCPD predicts
poorer OCD treatment response and higher dropout rates.
Hoarding disorder is now a separate diagnosis and should be coded when accumulation,
clutter and distress dominate the clinical picture.

Distinguish narcissistic PD by entitlement over orderliness, schizoid PD by absent
capacity for closeness, and autistic rigidity by developmental history.
Comorbidity includes major depression, generalized anxiety, anorexia nervosa restricting
type, hypertension and somatic stress-related complaints.

No medication is indicated for OCPD itself, so treat
comorbid depression, anxiety or OCD with standard
agents at standard target doses.
SSRIs such as fluoxetine 20-60 mg/day may indirectly
soften perfectionism and rigidity by treating the
comorbid mood or anxiety disorder.
The higher SSRI doses used for OCD are unnecessary
unless genuine OCD coexists alongside the underlying
personality pattern.
Avoid benzodiazepines for chronic tension, since
dependence risk is meaningful and the underlying
rigidity remains entirely unchanged.
Expect adherence questions, dose micromanagement
and side-effect vigilance, so provide written information
and explicit shared decision-making.

CBT targeting perfectionism, intolerance of uncertainty
and all-or-nothing thinking has the best available
evidence across 16-24 sessions.
Behavioral experiments using deliberate imperfection,
time-boxed tasks and forced delegation directly
challenge core beliefs about control.
Short-term psychodynamic therapy addresses isolation
of affect and control-based defenses, supported by
broader personality disorder trials.
Radically open DBT targets overcontrol, low openness
and social signaling deficits and is an emerging fit for
this presentation.
Motivational work is essential early because the traits
are valued, so frame goals as efficiency and
relationships rather than symptom removal.

Couples therapy is frequently the entry point, since
partners rather than patients identify the problem and
supply the leverage for change.
Behavioral activation for leisure, scheduled
unstructured time and regular exercise directly counter
work-driven overcontrol and rigidity.
Workplace coaching on delegation, time-boxing and
satisficing translates therapy gains into measurable
changes in productivity.
Track change with the PID-5, the Frost
Multidimensional Perfectionism Scale or LPFS-BF rather
than episodic symptom checklists.
Address medical consequences through blood pressure
monitoring, sleep hygiene and stress-related pain
management in primary care.

OCPD traits are ego-syntonic and OCD symptoms ego-dystonic; that is the diagnostic hinge.
The most prevalent personality disorder, yet rarely the stated presenting complaint.
Perfectionism that prevents finishing the task is the criterion, not merely high standards.
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