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Summary
Obsessive-compulsive disorder (OCD) is a disabling
and heterogeneous psychiatric disorder. In line
with the trend towards globalisation and modern
technology, the thematic content of obsessions and
compulsions is bound to evolve over time. However,
assessment scales such as the Yale-Brown ObsessiveCompulsive Scale symptom checklist are not adapted
accordingly. By means of two case reports, we would
like to introduce social media and smartphone
technology in the content of obsessions and
compulsions. Our aim is to raise awareness among
clinicians of these topics in key symptomatology
of OCD and to propose a flexible adaptation of
the Y-BOCS symptom checklist. Furthermore, we
encourage the development of exposure and response
prevention exercises with a focus on social media and
smartphone technology.

Background

© BMJ Publishing Group
Limited 2018. No commercial
re-use. See rights and
permissions. Published by BMJ.
To cite: van Bennekom MJ,
de Koning PP, Denys D. BMJ
Case Rep Published Online
First: [please include Day
Month Year]. doi:10.1136/
bcr-2017-223662

Obsessive-compulsive disorder (OCD) is a
disabling and heterogeneous disorder characterised by recurrent involuntary thoughts (obsessions) and the performance of repeating acts or
mental rituals (compulsions). The compulsions
are often performed to suppress anxiety or
distress induced by the obsessions. 1 Obsessions
can also be suppressed by means of avoiding
certain people, places or situations, which is
classified as avoidance behaviour.2 OCD has
an estimated lifetime prevalence of 2.3% and
often leads to significant role impairment.3 The
thematic content of obsessions and compulsions
is extensive; examples include the fear to harm
others, religious or sexual thoughts, excessive
hand washing or checking locks. Apart from
using a clinical interview with the patients and
their family as well as clinical observations to
gain information about key symptomatology of
OCD, clinicians often make use of diagnostic
questionnaires. For example, the Yale-Brown
Obsessive-Compulsive Scale (Y-BOCS) was
developed to assess symptom severity of OCD
and is considered the golden standard for this
purpose. 4 5 This scale is complemented with
an extensive symptom checklist (Y-BOCS-SC)
to assess the content of obsessive-compulsive
symptoms. The most recent version (Y-BOCSII-SC) contains 67 items including obsessions,
compulsions and avoidance symptoms and has
strong psychometric properties. 6 7

In order to define clinical subgroups with
more homogeneity in demographic characteristics, heritability and neural correlates, symptom
dimensions were determined. Based on factor
analysis on all individual items of the original Y-BOCS-SC, generally five OCD symptom
dimensions are specified. 8 These include contamination obsessions and cleaning compulsions,
taboo thoughts (sexual, aggressive, religious),
doubt and checking compulsions, superstitious
obsessions and ritualistic compulsions and finally
hoarding/symmetry obsessions and related
compulsions. However, with the introduction of
the Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition, hoarding disorder is
now categorised as a separate disorder from
OCD due to differential phenomenology, illness
course, neuroimaging, genetics, comorbidity
and response to treatment. 9
Over time, it would appear that the symptomatology of OCD may gradually change in line
with modern developments. In our specialised
OCD clinic, for example, we noticed the content
of obsessions and compulsions nowadays often
concerns modern technologies like social media
and smartphone features. Since these technologies are usually used solitarily, these symptoms
might not be as prominent in the clinical presentation and are so far not specifically represented
in the Y-BOCS-II-SC items. This imposes the risk
for underdetection by the clinician and consequently missing target symptoms for treatment.
By means of two case reports from our outpatient clinic, we would like to illustrate some
typical examples of social media and smartphone technology in the symptomatology of
OCD and call for including these items in the
Y-BOCS-II-SC.

Case presentation
Case presentation I
The first patient is a 19-year-old woman who
has suffered from OCD since the age of 13.
She has no comorbid diagnoses and no family
history of OCD. Her Y-BOCS score at presentation was 24, corresponding with moderate
OCD severity. The thematic content of her OCD
changed over time and started with checking
compulsions. Her most recent obsessions
evolved around social media. She suffered from
the fear that she would lose control and accidentally post a shameful reaction involving violent
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or sexual content to a post or a picture on Facebook or Instagram. She was also afraid to post an inappropriate icon, for
example, a ‘like’ or ‘heart’, on a sad story. Furthermore, she
feared someone would accidentally post a shameful picture
of her on Snapchat. Her worst-case scenario was rejection
by others and her being completely alone because of the
shameful content on social media. She compulsively scrolled
through the reactions to a post on Facebook or Instagram
to check if she posted a reaction or an icon. She also asked
her family members for confirmation to check if they posted
pictures of her on Snapchat. She spent 4–5 hours a day on
her obsessions and compulsions. Despite the consequences,
she still liked to use social media in order to be updated on
the lives of her friends. However, when an important event
was coming up, like an exam, she would avoid using social
media to be able to focus entirely on the upcoming event.

Case presentation II

The second patient is a 22-year-old woman who has suffered
from OCD from the age of 14. She did not have any comorbid
diagnoses and no family history of OCD. Her Y-BOCS score
at presentation was 34, corresponding with severe OCD. Her
complaints started with the obsession that she might have
accidentally entered something on the internet that would be
shameful or make her a bad person, like naked pictures. Her
obsessions were followed by her making screen recordings
of time spent on the internet, so she could check afterwards
whether or not she posted something shameful. Over time,
another obsession evolved around the insecurity that she had
accidentally ordered other people to commit a crime. She
took screen recordings to check if she ordered other people
to commit a crime by means of a digital message. Furthermore, she started recording herself using her mobile phone
camera in order to check if she did not tell anyone on the
street to commit a crime. At the end of every day she urged
her father to scroll through all the movies for confirmation. While the potential to inappropriately use the internet
and social media had caused her suffering, she also enjoyed
using these new technologies. Therefore, she did not want
to get rid of her mobile phone or social media profile. She
described her smartphone and her laptop computer both as
her biggest friends and worst enemies.

Outcome and follow-up

The first patient was treated with sertraline in a dose
of 200 mg, on which she reported an improved ability to
distance herself from her obsessions. She currently attends a
cognitive behavioural therapy (CBT) group directed at OCD.
In this CBT group, patients with OCD are treated according
to the core principles and recent developments in CBT for
OCD.10 Exercises for the first patient include exposure by
scrolling with her left hand and reading posts while her hand
hangs closely above the screen to increase the likelihood of
pressing an icon or typing a reaction and response prevention by not checking afterwards if she posted a reaction.
The second patient was treated with escitalopram 20 mg
followed by the CBT group directed at OCD. This led to
a complete remission of her symptoms. Her Y-BOCS score
decreased from 34 to 7. In her CBT, she had to reduce the
compulsive filming and perform behavioural experiments
like ordering people to commit a crime. She indicated the
exposure exercises and setting clear goals helped the most in
the reduction of her symptoms.
2

Discussion
To our knowledge, this is the first case series to illustrate
how social media and smartphone technology can be part of
the key symptomatology of OCD. The fear of losing control
while entering search terms or reactions to posts on social
media was an obsession in both these patients. The second
patient used smartphone technology (constant filming,
screen recording) to conduct her compulsions. The first
patient regularly ignored her social media profiles in order
to be able to focus on important upcoming events, which
can be categorised under avoidance behaviour. Therefore,
these topics can be involved in obsessions, compulsions and
avoidance symptoms.
Although no related case reports were found, several
studies reported an association between problematic internet
use and OCD symptoms. 11 12 In a large cross-sectional online
survey conducted by Andreassen et al, a positive correlation
between OCD symptoms and both excessive use of social
media and online video gaming was found.11 No further
explanation on this correlation was investigated in this
survey. The study was limited by the use of self-assessment
scales instead of clinician-rated questionnaires. Additionally, we identified a study on the potential relation between
OCD symptom dimensions and cyberchondria. 13 The latter
refers to excessive use of online search engines to look for
medical information driven by concerns about physical
health. In a cross-sectional study, Norr et al found positive
correlations between both the contamination/cleaning and
checking dimensions and cyberchondria. A possibile explanation for these correlations is subjects using the online
search engines compulsively to neutralise distress associated
with obsessions about physical contamination or potential
physical harm. Limitations of this study included the use of
a community instead of a clinical sample and again the use
of self-assessment scales.
Over time, modern technologies have provided us with
endless possibilities to collect information and to stay in
touch with our social network all day. Although this is usually
seen as progress and improvement, it also raises questions
about privacy and losing control over all the content that
is entered into the digital world. It seems these issues can
trigger a sense of extreme uncertainty, discomfort or anxiety
in patients with OCD. Because these obsessions and compulsions largely exist in the digital world, they could be underestimated and harder to detect by clinicians. Therefore, with
this case series, we hope to raise awareness among clinicians
that these items can be part of the key symptomatology of
OCD. It would be useful to add obsessions, compulsions and
avoidance behaviours related to social media or smartphone
technology to the Y-BOCS-II-SC. Based on this case series,
the related items can be categorised under obsessions (fear
of entering or posting something embarrassing), compulsions (checking digital behaviour) and avoidance symptoms (avoiding social media activities). After adding these
items, psychometric properties of the scale would have to
be reinvestigated. The inclusion of social media and smartphone technology items to the YBOCS-II-SC will assist the
clinician in being cognizant of these potential symptoms
and in setting suitable targets for treatment. In CBT, when
composing a cognitive case conceptualisation, personalised
exposure exercises and behavioural experiments related to
these novel technologies can be added. These days, patients
have unlimited access to their smartphones and social media
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which could potentially trigger their obsessions and compulsions all day. Incorporation of the digital world in CBT exercises therefore is inevitable and will require improvisational
skills from therapists.

Learning points
►► Novel technologies in the symptomatology of obsessive-

compulsive disorder (OCD) are introduced in line with modern
development to raise awareness among clinicians.
►► We propose the addition of obsessions, compulsions and
avoidance behaviour related to novel technologies, such as
social media and smartphone technology as symptoms on the
Yale-Brown Obsessive-Compulsive Scale symptom checklist
for OCD.
►► The integration of the digital world in personalised
cognitive behavioural therapy exercises is relevant and
will require innovative and improvisational skills from
cognitive behavioural therapists.
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