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Abstract

Background. Obsessive-compulsive symptoms (OCS) emerge in a significant proportion of
clozapine-treated schizophrenia patients, affecting social functioning and increasing depres-
sive symptoms. This study investigates the underexplored cognitive mechanisms of
clozapine-induced OCS, particularly focusing on dysfunctional checking behavior.
Methods.Clinical and cognitive profiles ofOCS and their relationship to dysfunctional checking
were investigated using a novel checking paradigm (image verification task or IVT) in four
groups: clozapine-treated schizophrenia patients with clozapine-induced OCS (SCZ-OCS, n =
21) and without (SCZ-only, n = 15), patients with obsessive-compulsive disorder (OCD, n = 32)
and IQ-matched healthy volunteers (HV, n = 30).
Results. Only SCZ-OCS patients showed a distinctive pattern of dysfunctional checking on the
IVT. Compared with SCZ-OCS, SCZ-only patients exhibited functional checking while having
equivalent deficits in executive cognition, clozapine dose, and treatment duration, though with
less severe positive and depressive symptoms. In SCZ-OCS, dysfunctional checking was posi-
tively correlated with clozapine dose and working memory performance. By contrast, OCD
patients’ checking was positively related to intolerance of uncertainty. Checking in the OCD and
SCZ-OCS groups was positively correlated with YBOCS-compulsion.
Conclusion. This study is the first to compare the distinct cognitive and clinical profiles of SCZ-
OCS, SCZ-only, and OCD, with a focus on checking behavior, a major symptom in clozapine-
treated patients. We introduced a novel and sensitive measure for checking, which showed
dysfunctional checking only in SCZ-OCS patients treated with clozapine. These findings
indicate that a subset of patients with schizophrenia with more severe positive symptoms and
cognitive deficits are especially susceptible to OCD symptoms when treated with clozapine.

Introduction

Obsessive compulsive symptoms (OCS), such as intrusive thoughts and the compulsion to
perform ritualistic behaviors, develop in a significant proportion of chronic schizophrenia
patients treated with clozapine (Fernandez-Egea et al., 2018, Schirmbeck & Zink, 2012, Grover
et al., 2015). These symptoms are associatedwith a range of negative outcomes, including reduced
social functioning (Tonna et al., 2015), increased positive and depressive symptoms (Biria et al.,
2019; Parkin et al., 2023), and a greater risk of suicide (Szmulewicz et al., 2015). However, despite
the high prevalence of this comorbidity and its negative consequences, no studies have yet
characterized the cognitive mechanisms underpinning their development after starting the
treatment with clozapine.

Clozapine is an atypical or second-generation antipsychotic, typically utilized to manage
refractory schizophrenia. It binds to a large number of receptors (Stahl, 2000), acting as an
antagonist especially at 5-HT2A, 5-HT1A, and 5-HT2C- receptors, as well as dopamine
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(especially D2) receptors (Meltzer & Huang, 2008). Both the inci-
dence and severity of OCS among patients with chronic schizo-
phrenia has been positively associated with clozapine dose and/or
plasma levels (Biria et al., 2019; Fernandez-Egea et al., 2024; Gürcan
et al., 2021; Kim et al., 2020; Lin et al., 2006; Mukhopadhaya et al.,
2009; Reznik et al., 2004; Schirmbeck et al., 2011). Moreover,
duration of clozapine treatment is also positively associated with
symptom severity – while 25% of patients exhibit excessive check-
ing behavior after 5 years of treatment, this rises to over 50% after 10
years (Fernandez-Egea et al., 2018). Excessive checking is the most
commonly reported obsessive compulsive symptom in both pure
OCD patients (Ruscio et al., 2010) and schizophrenia patients with
OCS (Fernandez-Egea et al., 2018, Grover et al., 2015). However,
the factors causing excessive checking behavior remain unclear.

Previously, checking in schizophrenia has mainly been studied
with self-reported measures such as obsessive-compulsive inven-
tory (OCI; Foa et al., 1998) and, to our knowledge, has never been
compared in groups of patients with andwithoutOCS.However, an
objective means of assessing checking under different environmen-
tal demands in these groups as well as OCD is required. A variety of
behavioral tasks has been used to investigate checking in OCD
patients (Clair et al., 2013; Jaafari et al., 2013; Rotge et al., 2015),
but these tasks have not considered the functionality of checking.
Checking is functional if it improves the monitoring of perform-
ance but is dysfunctional and superfluous if it does not. For this
purpose, we used in this study our novel IVT task (Biria et al., 2024),
which has been designed to capture this distinction under a variety
of conditions leading to anxiety including high uncertainty and
reinforcement contingencies such as punishment.

A comparison, therefore, between checking performance across
the two schizophrenia groups (SCZ-OCS and schizophrenia with-
out OCS) with equivalent dose of clozapine and treatment duration
and OCD patients is required. Previously, OCD and SCZ-OCS
patients have been differentiated in terms of their cognitive flexi-
bility deficits (Chamberlain et al., 2021; Patel et al., 2010; Schirm-
beck et al., 2013). While working memory deficits are prominent in
schizophrenia patients (Bowie & Harvey, 2006; Forbes et al., 2009;
Goldberg &Green, 2002; Lee & Park, 2005) and could possibly play
a role in checking behavior, they are less commonly reported in
OCD patients as a cause for checking (Greisberg & McKay, 2003;
Kalenzaga et al., 2020; Olley et al., 2007; Persson et al., 2021;Woods
et al., 2002).

We aimed to test the following hypotheses among four groups:
patients with OCD, clozapine-treated schizophrenia patients with
(SCZ-OCS; with OCS starting only after the clozapine treatment)
and without OCS (SCZ-only), and healthy volunteers (HV):

H1: OCD and SCZ-OCS patients will show dysfunctional checking
(i.e., checking that is dysfunctional, which does not improve per-
formance, hence superfluous), particularly under conditions of
high uncertainty and punished checking.

H2: Aspects of executive cognition, such as cognitive flexibility and
workingmemory, will be more impaired among subjects with SCZ-
OCS compared to other groups and may be related to their exces-
sive checking behavior.

H3: Clozapine dosage, treatment duration, and schizophrenia
symptoms (positive and depressive symptoms) will be related to
checking in SCZ-OCS but not the SCZ-only group.

Overall, testing these hypotheses will enhance our understand-
ing of the significance of checking symptoms in schizophrenia as
another aspect of executive cognition contributing to functionality
in everyday life.

Methods

Participants

Participants were 30 healthy volunteers, 32 OCD patients, and
38 clozapine-treated schizophrenia patients. Of the latter, 23 exhib-
ited OCS, and were enrolled in the SCZ-OCS group, while 15 par-
ticipants did not exhibit OCS (the SCZ-only group). All
participants were fluent in English, possessed normal or corrected-
to-normal vision and were matched for age and verbal IQ. The
OCD and healthy groups were also matched for gender. Table 1
shows the demographic and clinical characterization of all groups.
This study was approved by the East of England - Cambridge South
Research Ethics Committee (REC 16/EE/0465) for OCD and
healthy volunteers and the Cambridge and Peterborough NHS
Foundation Trust (REC 18/EE/0073) for patients with schizophre-
nia. All volunteers gave written informed consent before beginning
the testing and received monetary compensation for taking part in
the study.

Presence of an OCD or schizophrenia diagnosis was confirmed
through clinician assessment with reference to DSM-IV criteria.
All OCD patients had a primary diagnosis of OCD and no other
comorbid Axis-I mental disorders. OCD and SCZ-OCS patients
were recruited if they scored >7 on the Yale- Brown Obsessive
Compulsive Scale (YBOCS, Goodman et al., 1989) and > 42 on the
obsessive-compulsive inventory (Foa et al., 1998). SCZ-only
patients were included if after 5 years of treatment on clozapine
they scored <3 on the YBOCS, and a total score of <42 on the OCI.
Additionally, any schizophrenia patients with a history of OCD
(either successfully treated or with ongoing OCS) were not
recruited for this study. Healthy controls had no current or past
psychiatric disorders as determined by a screening interview
including the Mini International Neuropsychiatric Interview
(MINI; Sheehan et al., 1998), theMontgomery-AsbergDepression
Rating Scale (MADRS; Montgomery & Asberg, 1979), and the
OCI (< 42). For all participants, excessive drug or alcohol use,
neurological deficits, or head injury were exclusion criteria. Both
groups of schizophrenia patients (SCZ-OCS and SCZ-only)
received comparable clozapine doses and had undergone com-
parable duration of treatment (minimum of 5 years). These cri-
teria were necessary to avoid confounding effects of treatment on
clinical or cognitive symptoms between the two groups. Addition-
ally, a treatment duration of longer than 5 years was selected based
on the study by Fernandez-Egea et al. (2018) to allow enough time
for the development of OCS. As apparent from the above criteria,
the inclusion of the schizophrenia patients in our study was
particularly strict. At the time of this study, the clozapine clinic
research database contained 238 clozapine-treated patients. How-
ever, the majority of these patients had some exclusion criteria in
terms of treatment duration or other potential confounders
resulting in the small sample sizes of 21 and 15 for our two
schizophrenia groups.

Among the SCZ-OCS patients, 3 had comorbidities with
depression, 1 had a diagnosis of Asperger syndrome, 1 schizoaf-
fective disorder and 2 dyslexia. In the SCZ-only group, 1 had an
emotionally unstable personality disorder, and 2 had comorbid
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Table 1. This table depicts the mean ± standard deviations of all demographics, clinical and cognitive measures, and post-hoc comparisons for all the groups

HV (M ± SD) OCD (M ± SD)
SCZ-OCS
(M ± SD) SCZ-only (M ± SD) F/t p D 95% CI ranking

Demographic information

N 30 32 21 15

Age (Years) 40.37 ± 12.21 35.78 ± 12.99 44.10 ± 10.54 46.73 ± 11.22 14.49 < .001 0.10ηp2 [0.04, 0.15] [SCZ-only > HV = SCZ-OCS > OCD]

Gender (M:F) 14:16 13:19 17:04 13:02 60.65X2 < .001 0.39Phi [0.19, 0.58] NA

Verbal IQ (NART) 116.44 ± 6.03 116.96 ± 4.35 117 ± 5.96 113.77 ± 9.21 3.86 0.01 0.31ηp2 [0.002, 0.066] [HV = OCD = SCZ-OCS > SCZ-only]

Education (Years) 17.17 ± 3.15 15.63 ± 3.10 NA NA �1.91 0.06 0.12ηp2 [0.055, 0.18] [HV > OCD]

Clinical measures

YBOCS Obsession NA 10.75 ± 2.71 7.57 ± 3.25 NA 3.71 < .001 1.08 [0.48, 1.68] [OCD > SCZ-OCS]

YBOCS Compulsion NA 10.56 ± 3.38 8.81 ± 4.09 NA 8.46U 0.02 NA [0.41, 4] [OCD > SCZ-OCS]

YBOCS total score NA 21.31 ± 5.44 15.33 ± 4.56 NA 8.32 < .001 1.16 [0.87, 1.46] [OCD > SCZ-OCS]

Depression (MADRS) 2.33 ± 3.91 9.44 ± 7.89 9.95 ± 4.05 5.33 ± 6.00 41.71w < .001 0.24ηp2 [0.17, 0.30] [OCD = SCZ-OCS > SCZ-only > HV]

State anxiety (STAI-S) 26.93 ± 6.14 40.06 ± 11.10 43.38 ± 11.58 38.40 ± 11.56 55.41w < .001 0.30ηp2 [0.22, 0.36] [OCD = SCZ-OCS > SCZ-only > HV]

Trait anxiety (STAI-T) 32.33 ± 8.8 54.61 ± 10.25 51.33 ± 8.93 42.60 ± 12.43 117.01w < .001 0.47ηp2 [0.40, 0.53] [OCD = SCZ-OCS > SCZ-only > HV]

IOU 47.17 ± 20.11 74.50 ± 22.53 76.09 ± 23.28 59.93 ± 16.94 45.47w < .001 0.26ηp5 [0.18, 0.32] [OCD = SCZ-OCS > SCZ-only > HV]

OCI (total score) 8.37 ± 9.84 58.62 ± 28.18 53.14 ± 32.57 24.60 ± 16.63 112.96w < .001 0.46ηp2 [0.39, 0.52] [OCD = SCZ-OCS > SCZ-only > HV]

OCI-washing 1.47 ± 2.71 11.09 ± 10.3 7.10 ± 7.12 2.93 ± 3.19 43.52w < .001 0.25ηp2 [0.17, 0.31] [OCD > SCZ-OCS > SCZ-only > HV]

OCI-checking 1.47 ± 2.11 11.81 ± 7.69 12.48 ± 8.08 5.27 ± 3.81 82.04w < .001 0.38ηp2 [0.31, 0.45] [OCD = SCZ-OCS > SCZ-only > HV]

OCI-doubting 0.40 ± 0.92 5.56 ± 3.14 4.81 ± 3.32 1.73 ± 1.30 109.08w < .001 0.45ηp2 [0.38, 0.51] [OCD = SCZ-OCS > SCZ-only > HV]

OCI-ordering 1.80 ± 2.73 6.41 ± 4.34 5.38 ± 4.69 2.60 ± 3.24 35.71w < .001 0.21ηp2 [0.14, 0.28] [OCD = SCZ-OCS > SCZ-only = HV]

OCI-neutralizing 0.83 ± 1.19 7.25 ± 4.49 7.24 ± 4.66 3.07 ± 3.24 83.31w < .001 0.39ηp2 [0.31, 0.45] [OCD = SCZ-OCS > SCZ-only > HV]

OCI- hoarding 1.07 ± 1.55 2.97 ± 2.98 3.90 ± 2.74 3.67 ± 3.40 169.11w < .001 0.15ηp2 [0.09, 0.21] [OCD = SCZ-OCS = SCZ-only > HV]

OCI-obsessing 1.27 ± 1.81 13.53 ± 6.91 11.86 ± 7.87 5.27 ± 5.13 108.44w < .001 0.45ηp2 [0.38, 0.51] [OCD > SCZ-OCS > SCZ-only > HV]

Smoker (Yes:No) 0:30 0:32 6:15 5:10 21.54X2 < .001 0.47Phi [0.37, 0.57] NA

Clinical measures: schizophrenia groups only

Clozapine dose NA NA 309.52 ± 91 323.33 ± 111 0.39 0.69 0.13 [�0.53, 0.79] [SCZ-OCS = SCZ-only]

Clozapine duration NA NA 17.63 ± 7.72 18.92 ± 7.08 0.45 0.65 0.16 [�0.55, 0.89] [SCZ-OCS = SCZ-only]

PANSS-Positive (P1–7) NA NA 14.52 ± 4.77 10.67 ± 4.59 236U 0.01 NA [1, 7] [SCZ-OCS = SCZ-only]

PANSS-Negative(N1–7) NA NA 15.00 ± 7.16 15.33 ± 7.83 165U 0.82 NA [�6, 4] [SCZ-OCS > SCZ-only]

PANSS-General(G1–16) NA NA 29.48 ± 6.63 24.47 ± 6.49 217U 0.05 NA [�0.00002, 9] [SCZ-OCS > SCZ-only]

AIMS NA NA 0.81 ± 0.39 1 ± 0.39 175U 0.51 NA [�3.30, 0.99] [SCZ-OCS = SCZ-only]

Acronyms: HV = healthy volunteers, OCD = obsessive compulsive disorder, SCZ-OCS = schizophrenia with OCS, SCZ-only = schizophrenia without OCS, NARTNational Adult Reading Test, YBOCS Yale-Brown Obsessive Compulsive Scale,MADRSMontgomery-
Asberg Depression Rating Scale, STAI-S State Trait Anxiety Inventory-State, STAI-T State Trait Anxiety Inventory-Trait, IOU Intolerance Of Uncertainty, OCI Obsessive Compulsive Inventory, PANSS Positive and Negative Symptoms Scale, AIMS Abnormal
Involuntary Movement Scale, F/t F-test and t-test were calculated for variables that were available for four versus two groups respectively, X2 Chi-Square test for categorical data, U andW stand for Mann-Whitney U andWelch’s ANOVA tests respectively, in
case of non-normal/inhomogeneous data, ηp2 partial eta-square (ameasure of effect size for the U test), Phi ameasure of effect size for the X2 test, d Cohen’s d, CI Confidence Interval for the effect sizes. All tests were two-sided except for OCI, STAI-S, STAI-T,
and IOU where one-sided tests were used. For the U tests, where no effect size could be calculated, the 95% U test CI is reported instead.
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generalized anxiety disorder. Thirteen SCZ-OCS and three SCZ-
only patients were treated solely with clozapine, the rest were on a
combination of medications. In the OCD group, all but 9 patients
were medicated, majority of whom treated with SSRIs. See
Supplementary Materials for more details on medication. None
of the healthy controls were medicated. Besides 5 schizophrenia
patients without OCS, and 7 with OCS, no one else including the
healthy and OCD groups was a smoker. Finally, two SCZ-OCS
patients were excluded from the study due to unreliable perform-
ance and an epilepsy diagnosis after the data collection leaving a
sample of 21 SCZ-OCS patients.

Clinical assessments

All participants were assessed using (1) obsessive-compulsive
inventory (Foa et al., 1998), a 42-item self-report scale assessing
OCS using 6 subscales (washing, checking, ordering, hoarding,
obsessional thinking, and mental neutralizing) to produce a score
between 0 and 126. Higher scores indicate greater symptomology;
(2) State/Trait Anxiety Questionnaire (Spielberger et al., 1983), a
20-item self-report scale assessing anxiety; (3) National Adult
Reading Test (Nelson & Willison, 1982), an estimate of verbal
intelligence; (4) Intolerance of Uncertainty Scale (Buhr & Dugas,
2002), a 27-item self-report scale assessing participants’ response
to uncertainty in daily life; and (5) a forward and backwards digit
task from the WAIS-III, assessing verbal working memory
(Wechsler, 1997). The following additional assessments were
undertaken for participants with schizophrenia: (1) The Positive
andNegative Syndrome Scale (PANSS; Kay et al., 1987), which is a
clinician-administered 30-item tool exploring positive (7 items),
negative (7 items) and general symptoms of schizophrenia
(16 items); (2) The Abnormal Involuntary Movement Scale
(AIMS; Guy, 1976), which measures involuntary movements.
Finally, clozapine dosage, treatment duration, and smoking habits
were also collected for these participants.

Behavioral measures

Cognitive flexibility

The CANTAB Intra-Extra Dimensional Set Shift (Owen et al., 1991;
Roberts et al., 1988) was used to assess cognitive flexibility, more
specifically set-shifting ability. This 7-minute task tests for rule
acquisition, reversal learning, and attentional set shifting. It features
visual discrimination between color-filled shapes and white lines,
involving shifting and flexibility of attention.The test is well validated
in individuals experiencing OCD (Chamberlain et al., 2007; Vaghi
et al., 2017) and schizophrenia (Leeson et al., 2009; Pantelis et al.,
1999) and is a computerized analogue of theWisconsin Card Sorting
test. It was administered on a touch-screen tablet.

Spatial and verbal working memory

Participants were additionally tested on CANTAB self-ordered
SpatialWorkingMemory (SWM) task (Owen et al., 1990). In this
4-minute task, participants performed a sequence of responses
on a touch sensitive screen tablet to detect the location of
‘reward’ tokens. It tests spatial working memory and executive
functioning. In this paper, we only report the SWM between
errors (SWMBE), which are the number of times someone

revisits a box they had already visited. An additional test was
used to assess the capacity of verbal working memory: the
forward and backwards digit task from the WAIS-III
(Wechsler, 1997). Participants had to repeat series of digits of
increasing length, read by the researcher. Digit span forward
consists of 2 levels within of 8 sets of digits, whereas digit span
backwards has 2 sets of 7 digits. If a participants made a mistake
on both levels within a set, the test would stop.With these 2 tasks,
we covered measurements of working memory and executive
functioning.

Checking behavior

Checking behavior was assessed using a novel experimental
paradigm – the image verification task (IVT), administered via
a touchscreen XPS 15.6” DELL laptop. IVT is a conceptually
simple task, yet perceptually difficult enough to increase doubt
and checking. At each trial, participants observed two black and
white drawings of objects presented in rapid succession and were
asked to determine if the two items were identical or different in
size, shape or angle (see Figure 1). Optimizing both accuracy of
answers and overall speed were instructed as the main task goals.
The IVT utilized in this study differed slightly from the task
recently published in Biria et al., 2024, where the sole instruction
was to improve accuracy of answers without the need to consider
the overall speed. In this study, we chose to incorporate an
emphasis on speed as a measure of goal-directed behavior,
encouraging the use of information from checking, to enable
good performance, avoiding excessive checking that could detri-
mentally impact overall task speed and performance. Before
making their decision and providing their answer, participants
had the opportunity to review the images as many times as they
liked: an explicit measure of checking. Each object was presented
for 1 second, separated by an 800 ms white image interstimulus
interval. After making a choice, participants rated their confi-
dence about their answer on 4-choice scale ranging from
‘not confident at all’ to ‘very confident’ (see Figure 1A). The
task comprised two blocks of 45 trials each, presented sequen-
tially, assessing different aspects of cognition and perceptual
decision-making that may be implicated in checking (specifically
uncertainty and punishment). The first block involved high
uncertainty and no feedback on performance (Figure 1A) while
the second block punished checking with an extra trial every time
participants checked and provided performance feedback by
seeing the words ‘Correct’ in green or ‘Wrong’ in red on the
screen (Figure 1B).

Data analysis

Clinical assessment, cognitive flexibility, and spatial working
memory

A series of analyses of variances (ANOVAs) was performed to
compare clinical and cognitive measures, as well as performance
on IED and SWM tasks between groups. The Welch’s ANOVA
test was used when a non-parametric test was required. Multiple
comparison tests were performed for variables that displayed a
significant variation between groups. For variables available only
in two groups, an independent sample t-test was used in case of a
normal distribution, otherwise a Mann–Whitney U test was
applied.
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Checking behavior

Correlation between checking rates and accuracy of performance
was used to inspect the functionality of checking behavior. Asso-
ciations between IVT performance and clinical measures and
questionnaire scores were tested using Pearson’s r correlation
coefficient, or Spearman’s r if data were non-parametric. The
Williams’s Test (z) was used to compare two independent correl-
ations between groups. To compare the clozapine dose between
the two schizophrenia groups, an ANCOVA (analysis of covari-
ance) was used with number of cigarettes smoked and gender as
covariate. Finally, checking was compared between groups using
three orthogonal contrasts performed using repeated-measures
ANOVAs. The contrasts were between (1) healthy volunteers
(HV) vs patients (OCD and schizophrenia groups), (2) OCD vs
schizophrenia (SCZ-OCS + SCZ-only), and finally, (3) SCZ-OCS
vs SCZ-only groups. Dependent variables in these analyses
included average checking rates, accuracy of answers in percent-
age, and participant confidence ratings. If significant main effects
were identified, post hoc multiple comparisons were performed
using a Bonferroni correction. SPSS version 29 was used to per-
form the repeated-measures ANOVAs, while the rest of the ana-
lyses were performed using Python version 3.7.6 and RStudio
version 4.2.3.

Code availability

The R code and output used for the contrast analyses are provided
in the Supplementary Materials.

Results

Demographics and clinical assessments

Table 1 displays the ANOVA results comparing all demographic,
clinical assessments between groups, with their corresponding
mean and SD. The multiple comparisons are presented in Table
S1 in the Supplementary Materials.

Cognitive flexibility and working memory

Table 2 depicts the group comparisons, averages, and standard
deviations for the cognitive and behavioral measures on the CAN-
TAB IED and SWM tasks, digit span task, and the IVT. The
schizophrenia groups exhibited poorer performance on all three
cognitive measures as compared to OCD and HV participants. On
the SWM, schizophrenia patients revisited boxes they had already
visited (SWMBE) significantly more than the remaining groups
(p < 0.05). Similar to the SWM findings, schizophrenia groups

(A) Block 1: high uncertainty

Start End

same                 different

press  << to see the     
drawings again

How confident are you about 
your answer?

1000 ms 800 ms 1000 ms

(C)

(B) Block 2: Punished checking

Correct

same                 different

press  << to see the     
drawings again

How confident are you about 
your answer?

1000 ms 800 ms 1000 ms

Figure 1. A schematic representation of the Image verification task reproduced from Biria et al., 2024. Participants observed two black and white drawings sequentially. The
task was to compare them and decide if they are the same or different. There was an opportunity to check the images, before giving a response, by pressing on the red << sign.
After each answer, there was a 4-choice confidence rating scale: ‘not confident at all’, ‘not very confident’, ‘fairly confident’, and ‘very confident’. Each stimulus presentation
lasted 1 secondwith an 800ms interstimulus interval. The remaining frames remained on the screen until an answer was given. (A) Block 1 is the high uncertainty block, which
provided no feedback. In this example, the stimuli differ in angle. (B) Block 2 punished checking by adding one trial for each check (that is every time the participant pressed
the checking sign on the screen) and feedback was provided for all trials to reduce uncertainty. Wrong and correct answers were followed by both visual (red and green,
respectively) and auditory feedback (aversive and uplifting sound, respectively). Here, two different objects are depicted. (C) Three examples of stimuli used in this task.
From left to right: 2 bears (the right bear is bigger), 2 ducks (the right duck is more crooked), and 2 umbrellas (the umbrellas are exactly the same).
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performedworse on digit span backward, remembering fewer digits
(p < 0.05). However, the groups did not differ on digit span forward
(p > 0.05). On the IED task, schizophrenia patients also demon-
strated worse performance at all task stages (p < 0.01). More
specifically, they completed less stages on the task and made more
errors on the extra-dimensional set shift stage (EDS) of the CAN-
TAB IED task, a critical measure of cognitive flexibility. Whereas
the number of errors measured at the earlier stage of PRE-EDS was
worse in SCZ-OCS compared to the SCZ-only group, both schizo-
phrenia groups were worse than HV and OCD groups. Table 2
defines significant performance differences among the groups.
Table.S1 in Supplementary Materials shows the independent mul-
tiple comparison tests for all significant group differences in
Table 2.

Functional checking behavior

Table 2 shows the descriptive statistics for all IVT task measures
across groups. Response accuracy and checking were significantly
correlated in OCD (r = 0.61, p < 0.001) and SCZ-only (r = 0.73,
p < 0.001) groups in block 1 under high uncertainty. This block had
the highest checking rate for these groups. This was not the case for
the SCZ-OCS group, who checked less and less effectively. In
healthy subjects, however, the high levels of accuracy depended
on less checking (in comparison e.g. with OCD patients), which
may explain the lack of correlation between checking and perform-
ance. The difference between these correlations in the two schizo-
phrenia groups was significant (z = 2.079, p < 0.01), and OCD and
healthy volunteers (z = 1.93, p = 0.02), but not between OCD and
SCZ-OCS (p > 0.05). Figure 2 depicts this relationship in all groups.
Table S2 shows the descriptive statistics for all task performance
measures in all groups and over all blocks.

Relationship between checking under uncertainty and clinical
measures

Only in OCD patients, was functional checking under uncertainty
(block 1) positively correlated with intolerance of uncertainty
scores (rs = 0.40, p = 0.02), but this was not the case in other groups.
Clozapine dose was significantly correlated with checking under
uncertainty (block 1) only in the SCZ-OCS group (SCZ-OCS:
rs = 0.44, p = 0.04; SCZ-only: rs = 0, p = 0.98). When accounting
for cigarette use and gender, known modulators of clozapine
metabolism and plasma levels (Mayerova et al., 2018), this partial
correlation remained very similar (SCZ-OCS: rs = 0.428, p < 0.05;
SCZ-only: rs = 0.14, p = 0.31).

Relationship between punished checking, clinical measures,
and SWM

For punished checking, two OCD patients who were outliers for
checking (>2SD from the mean) in the second block were excluded
from this part of the analysis. Both these patients were checkers
according to their OCI-checking sub-scores and after excluding
them, the YBOCS compulsion score in OCD patients was correl-
ated with the punished checking rate in block 2 (rs = 0.46, p < 0.01).
A similar relationship between punished checking and YBOCS
compulsion sub-scores was found in the SCZ-OCS group
(rs = 0.51, p < 0.01), who additionally showed a positive correlation
between punished checking and state anxiety (rs = 0.60, p = 0.004).
There were no such correlations between punished checking and
state anxiety in SCZ-only group (r = �0.15, p = 0.29).

Previous findings of association between treatment duration and
checking behavior (Fernandez-Egea et al., 2018) were only replicated
in SCZ-OCS patients who showed a non-significant trend (SCZ-
OCS: rs = 0.40, p= 0.09; SCZ-only: rs = 0.20, p= 0.54). The latter non-
significant finding could be due to the fact that only patients who
were treated longer than 5 years on clozapine were recruited for this
study as opposed to the patient cohorts in Fernandez-Egea et al.
(2018). There were no correlations between PANSS sub-scores and
IVT checking in either schizophrenia groups in block 1. However, in
block 2, under punished checking, there were positive trends only in
SCZ-OCS group between all PANSS sub-scores and checking
(Positive: r = 0.39, p = 0.08; Negative: r = 0.36, p = 0.10; General:
r = 0.49, p = 0.02). Moreover, SWM deficit (SWMBE: revisiting a
previously visited box again) was also marginally correlated with
checking under punishment (rs = 0.42, p = 0.05) and significantly
correlated with clozapine dose (rs = 0.37, p = 0.01) in the SCZ-OCS
group but not among SCZ-only patients (rs = 0.09, p = 0.38;
rs =�0.016, p = 0.47, respectively for SWMBE and clozapine dose),
indicating the role of working memory deficit not only for checking
but also in association to clozapine dose in SCZ-OCS patients.

Contrast analysis and IVT group differences

Finally, we analyzed three contrasts (C1, C2, and C3) comparing the
checking, confidence rating, and accuracy of answers between C1)
HV vs patients, C2) OCD vs schizophrenia, and C3) SCZ-OCS vs
SCZ-only groups for block 1 (high uncertainty, no feedback) and
block 2 (punished checking, feedback). Supplementary Figure S1
depicts performance on the IVT for all three contrasts. Across all
contrasts checking and confidence reduced from block 1 (high
uncertainty) to block 2 (punished checking) in all groups. There
were group differences in C1 (Supplementary Figure S1.A) with
patients checking less and being less confident than healthy volun-
teers, and in C2 (Supplementary Figure S1.B) with OCD patients
checking more and being more accurate than both schizophrenia
groups. There were no group differences in C3 (Supplementary
Figure S1.C) between the two schizophrenia patients. The R code
and the output of all three contrasts are shown in the Supplementary
Materials. Tables S2 and S3 in the SupplementaryMaterials, respect-
ively, show the descriptive statistics for all measures on the IVT and
the independent multiple comparison tests for all groups.

Discussion

OCS are prevalent in a significant proportion of schizophrenia
patients treated with clozapine. Fernandez-Egea et al. (2024)
reported this rate to be approximately 38%, although in our less
representative sample, 58% of schizophrenia patients experienced
OCS 5 years after beginning clozapine treatment.

In this study, we compared the cognitive, clinical, and behavioral
characteristics of OCS in schizophrenia patients experiencing clo-
zapine induced OCS, in comparison with schizophrenia patients
without OCS, OCD patients and healthy control subjects.

The IVT, a novel behavioral paradigm, was used to study
dysfunctional checking for the first time in patients with schizo-
phrenia in a laboratory setting. As expected, healthy controls
exhibited high levels of accuracy. While checking in this group
was not associated with improved performance, this finding is likely
explained by a ceiling effect as they consistently exhibited optimal
perceptual accuracy. The SCZ-OCS group, however, exhibited
dysfunctional checking under uncertainty as their checking behav-
ior was not related to their accuracy of perceptual decision-making.
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Table 2. Shows the mean ± standard deviations for working memory, cognitive flexibility, and behavioral measures on the IVT for all groups

HV (M ± SD) OCD (M ± SD) SCZ-OCS (M ± SD) SCZ-only (M ± SD) F/W p d 95% CI ranking

Working memory

Digit span forward 10.4 ± 1.93 11.68 ± 3.11 10.24 ± 2.44 10.73 ± 2.53 7.18w 0.16 0.05ηp2 [0.01, 0.09] [OCD > HV = SCZ-OCS = SCZ-only]

Digit span backwards 7.17 ± 2.09 8.13 ± 2.62 6.05 ± 1.90 6.07 ± 2.28 18.69w < .05 0.12ηp2 [0.06, 0.18] [OCD > HV > SCZ-OCS = SCZ-only]

SWMBE 7.46 ± 8.81 9.58 ± 9.37 15.38 ± 8.93 14.67 ± 9.11 16.48 < .001 0.11ηp2 [0.05, 0.17] [OCD = HV < SCZ-OCS = SCZ-only]

Cognitive flexibility

IED completed stages 8.66 ± 1.32 8.58 ± 0.79 7.10 ± 2.72 8.27 ± 0.93 19.31w 0.01 0.13ηp2 [0.07, 0.19] [HV = OCD = SCZ-only > SCZ-OCS]

IED PRE-EDS errors 7.66 ± 6.26 6.03 ± 1.9 14.62 ± 9.76 9.33 ± 4.01 36.29w < .001 0.22ηp2 [0.15, 0.28] [OCD = HV < SCZ-only < SCZ-OCS]

IED EDS errors 6.24 ± 6.98 9.10 ± 9.45 16.14 ± 10.79 15.33 ± 10.05 21.15w < .001 0.16ηp2 [0.09, 0.22] [OCD = HV < SCZ-only = SCZ-OCS]

IVT measures

Confidence_B1 3.36 ± 0.31 3.23 ± 0.35 3.22 ± 0.47 3.08 ± 0.36 2.09 0.1 0.06ηp2 [0.00, 0.15] [HV = OCD = SCZ-OCS = SCZ-only]

Accuracy_B1 78.70 ± 4.81 78.47 ± 7.36 69.86 ± 7.74 71.13 ± 8.64 10.52 < .001 0.05ηp2 [0.09, 0.37] [HV = OCD > SCZ-OCS = SCZ-only]

Checking_B1 19.90 ± 13.80 21.03 ± 15.66 12.00 ± 14.58 11.33 ± 10.99 2.91 0.03 0.08ηp3 [0.00, 0.18] [HV = OCD = SCZ-OCS = SCZ-only]

Confidence_B2 3.10 ± 0.31 2.93 ± 0.50 2.96 ± 0.60 2.94 ± 0.50 0.82 0.48 0.02ηp4 [0.09, 0.08] [HV = OCD = SCZ-OCS = SCZ-only]

Accuracy_B2 77.13 ± 7.72 76.09 ± 8.82 69.05 ± 9.32 69.60 ± 7.14 5.89 < .001 0.05ηp5 [0.00, 0.004] [HV = OCD ≥ SCZ-only = SCZ-OCS]*

Checking_B2 5.03 ± 8.26 5.31 ± 7.19 6.10 ± 7.89 5.80 ± 10.39 0.08 0.97 0.15ηp6 [0.03, 0.27] [HV = OCD = SCZ-OCS = SCZ-only]

Acronyms: HV = healthy volunteers, OCD = obsessive compulsive disorder, SCZ-OCS = schizophrenia withOCS, SCZ-only = schizophreniawithout OCS, SWMBE SpatialWorkingMemory Between Errors (the number of times the subject incorrectly revisits a box
in which a token has previously been found), IED Intra-Extra Dimensional Set Shift, ED extradimensional shift, IVT = Image Verification Task, B1 = block 1, B2 = block 2, F/W F-test or Welch’s ANOVA tests respectively, in case of non-normal/inhomogeneous
data, ηp2 partial eta-square as ameasure of effect size for the ANOVA tests, 95%CI Confidence Interval for the effect sizes. All tests were two-sided. *: for Accuracy_B2, the followingwas the exact ranking: HV =OCD, OCD = SCZ-only, OCD > SCZ-OCS, HV > SCZ-
only and SCZ-OCS.
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OCD and SCZ-only patients, however, showed functional checking
by using the information from checking to monitor the accuracy of
their performance. All groups checked significantly less under
punishment, except for the most severe OCD and SCZ-OCS
patients, who showed a positive relationship between punished
checking and compulsive symptom severity as measured by
YBOCS. Further analysis of possible factors affecting checking,
such as intolerance of uncertainty, cognitive inflexibility, and work-
ing memory, was conducted in all four groups to better understand
its psychological basis as well as its relationship, specifically in the
two schizophrenia groups, with positive symptoms, anxiety, cloza-
pine dose, and duration of treatment.

Cognitive flexibility, working memory, and other clinical
measures

As expected, SCZ-OCS and OCD patients showed enhanced
depression, anxiety, intolerance of uncertainty, and OCS, and as
previously reported (Biria et al., 2019), the SCZ-OCS group also
exhibited increased positive and depressive symptoms (PANSS)
compared with the SCZ-only group. In a recent mediation analysis,
psychosis severity mediated checking behavior indirectly by indu-
cing obsessions (Fernandez-Egea et al., 2024), and this could

potentially explain the role of schizophrenia symptom severity in
the development of checking behavior.

Cognitive flexibility, executive functioning, and spatial working
memory are known deficits in schizophrenia patients (Bowie &
Harvey, 2006; Goldberg & Green, 2002; Leeson et al., 2009; Pantelis
et al., 1999) and we also replicated these findings by detecting worse
performance on IED across all measures, digit span backward and the
CANTAB spatial working memory test in both schizophrenia groups
compared to OCD and healthy controls. The two schizophrenia
groups were not different in cognitive performance across several
measures of working memory, although the SCZ-OCS group were
more impaired on the number of completed stages and PRE-EDS
errors on the IED task compared to SCZ-only group. In a previous
study by Patel et al. (2010), the deficit was apparent at the extra-
dimensional shift stage of the IED task, perhaps because of differences
in depressive symptom severity between the SCZ-OCS groups used in
these studies.

Checking under uncertainty

Our initial hypothesis of dysfunctional checking in both the SCZ-OCS
and OCD groups was only confirmed in the former patient group.
Checking under uncertainty was related to clozapine dose only in
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Figure 2. IVT performance under high uncertainty (A) showing the checking rate, and (B) the accuracy of answers. (C) depicts the relationship between checking and percentage
accuracy under high uncertainty (block 1) as a measure of functionality of checking in healthy volunteers (HV; black), OCD (purple), SCZ-OCS (green), and SCZ-only (blue) patients.
The line of best fit is shown with the 95% confidence intervals for the regression estimate in translucent bands around the regression lines. The r indicates Pearson correlation
coefficient for which two-tailed tests were used. Acronyms: HV = healthy volunteers, OCD = obsessive compulsive disorder, SCZ-OCS = schizophrenia with OCS, SCZ-
only = schizophrenia without OCS. *** p < 0.001.
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SCZ-OCS patients, despite no differences in clozapine dose between
the two schizophrenia groups. While this implies a causal role for
clozapine in inducing checking in SCZ-OCS patients, it is clear that
clozapine dose alone is insufficient to cause this behavior and that
other characteristics of SCZ-OCS patients, such as anxiety and
executive dyscontrol (impaired working memory and cognitive
inflexibility), enhance vulnerability to these effects of clozapine. It
was also noticeable that checking in the SCZ-only group was
functional, being related to their accuracy of perceptual decision-
making. This is an important finding as it suggests that monitor-
ing of performance was unimpaired in these patients, despite
exhibiting other executive deficits. By contrast, such monitoring
was clearly impaired in the SCZ-OCS group.

Checking under punishment

The SCZ-OCS group had more severe symptoms compared to the
SCZ-only group, as apparent from their higher anxiety, positive and

depressive symptoms, and impaired performance at the earlier
stage of the IED task. All these variables were also associated with
punished checking, only in SCZ-OCS patients. Despite having
similar working memory deficits on the CANTAB SWM task in
both schizophrenia groups, again only SCZ-OCS patients exhibited
a positive correlation between working memory impairment and
punished checking. The lack of link between checking and working
memory deficits in SCZ-only patients is consistent with a previous
study, which measured checking in this clinical population using
eye tracking (Jaafari et al., 2015). The SCZ-OCS patients showed a
positive trend between checking under punishment and clozapine
treatment duration. The latter finding is consistent with Fernandez-
Egea et al. (2018) who showed that 25% of patients exhibit excessive
checking behavior after 5 years of treatment, rising to over 50% after
10 years. Hence, it appears likely that excessive checking in SCZ-
OCS patients is determined by clozapine acting in tandem with
other factors, such as emotional state (anxiety) and executive
dyscontrol.
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Possible neural and neurochemical substrates of
dysfunctional checking associated with clozapine

Previous studies of excessive checking in OCD have impli-
cated brain mechanisms in the anterior cingulate cortex
(ACC), thalamus, and striatum (Biria et al., 2024; Mataix-
Cols et al., 2004; Murayama et al., 2013), consistent with the
role of the ACC in action monitoring and conflict resolution
during decision-making under uncertainty (Alexander &
Brown, 2011). White matter integrity in the cingulum, orbito-
frontal cortex (OFC), and in fronto-striatal tracts is comprom-
ised more in SCZ-OCS in comparison with OCD or SCZ-only
patients (Bıçakcı Ay et al., 2023). As clozapine antagonizes
5-HT2A and 5-HT2C receptors, it is relevant that OFC acti-
vation is enhanced in fMRI studies of schizophrenia patients
treated with clozapine (Schirmbeck et al., 2013), opposite to
therapeutic effects of SSRI treatment in OCD (Saxena et al.,
1999). Using MRS, McQueen et al. (2021) reported that a
12-week of clozapine treatment was associated with a longi-
tudinal reduction in Glx (glutamate + glutamine) in the caud-
ate nucleus, which positively correlated with symptom
improvement. However, the precise causal role of any of these
changes in checking associated with clozapine treatment is not
clear and requires further research.

Clinically, our results suggest that OCS in clozapine-treated
patients emerge due to a combination of psychosis, depression
and anxiety severity, clozapine load, and working memory dys-
function. The treatment might require an individualized assess-
ment of these factors and intervention accordingly (e.g. improving
depression or reducing clozapine dose when possible), albeit fur-
ther studies are needed.

Limitations

Although the IVTwas able to characterize dysfunctional checking in
SCZ-OCS patients, the lack of excessive checking behavior overall in
both OCS groups was somewhat unexpected. A related study (Biria
et al., 2024) used a modified version of the task that removed the
time pressure component and led to excessive levels of checking in
OCDpatients and it would, therefore, be of interest to employ this in
future studies of SCZ-OCS patients. In addition, we did not have the
clozapine plasma levels available for all patients, and althoughwe do
show the relationship between clozapine plasma levels and clinical
symptoms in a larger sample (n = 196) elsewhere (Fernandez-Egea
et al., 2024), it would be important to study this relationship more
precisely with checking on the IVT in the future.

Another limitation was the small sample size, which did not
allow us to conduct a mediation analysis to investigate the relative
causal importance of other factors such as working memory and
anxiety, besides clozapine dose and treatment duration, which was
partly due to our strict inclusion criteria in the schizophrenia
groups. Additionally, the small sample size in the schizophrenia
groups did not allow a mediation analysis to clarify the impact of
demographic differences (e.g. age and sex) but also clinical and
cognitive symptoms (e.g. positive symptoms and cognitive flexibil-
ity) on their IVT performance. We have, however, studied the
sociodemographic and clinical aspects of clozapine treatment in
relation to OCS separately with larger and more heterogeneous
samples of clozapine-treated patients (Biria et al., 2019; Fernandez-
Egea et al., 2018; Fernandez-Egea et al., 2024; Parkin et al., 2023).

Finally, since our study had a cross-sectional design, it also did
not allow us to study the temporal trajectory of checking behavior
development. Nevertheless, this study has provided us with an
effective methodological platform for pursuing these additional
questions.

Conclusion

Dysfunctional checking was successfully measured in clozapine-
treated schizophrenia patients with OCS and the factors contrib-
uting to this symptom were uncovered, including clozapine dose,
state anxiety, and working memory deficits. The dysfunctional
checking observed in schizophrenia patients with OCS was greater
than in patients with schizophrenia only (without OCS) (matched
for clozapine dose) and OCD. The checking in the OCD group was
related to intolerance of uncertainty. The SCZ-OCS patients exhib-
ited more severe PANSS symptomatology than schizophrenia
patients without OCS (confirming previous findings) and clearly
require special therapeutic approaches.

Supplementary material. The supplementary material for this article can be
found at http://doi.org/10.1017/S0033291724003350.

Acknowledgments. This research was funded by theWellcome Trust (Grant
104631/Z/14/Z to TWR). This work was further supported by the MHRUK
and Angharad-Dodds Bursaries to MB; a Sir Henry Wellcome Trust Postdoc-
toral Research Fellowship to PB (Grant 204727/Z/16/Z); Wellcome Trust
Senior Investigator Award to TWR supporting AAM as research assistant;
MHRUKAward toMB supporting IJB and EK as research assistants and NS as
post-doctoral researcher; during this work, QL was a Visiting Fellow at the
Clare Hall, University of Cambridge. QL was supported by the National Key
Research and Development Program of China (No. 2023YFE0109700), the
National Natural Science Foundation of China (No. 82272079), and the
Program of Shanghai Academic Research Leader (No. 23XD1423400); NAF
has received research funding paid to her institution from the NIHR, COST
Action, and Orchard. She has received payment for lectures from the Global
Mental Health Academy and for expert advisory work on psychopharma-
cology from the Medicines and Healthcare Products Regulatory Agency,
royalties from Oxford University Press, and an honorarium from Elsevier
for editorial work. She has also received financial support to attend meetings
from the British Association for Psychopharmacology, European College for
Neuropsychopharmacology, Royal College of Psychiatrists, International Col-
lege for Neuropsychopharmacology, World Psychiatric Association, Inter-
national Forum for Mood and Anxiety Disorders, and American College for
Neuropsychopharmacology. In the past, she has received funding from various
pharmaceutical companies for research into the role of SSRIs and other forms
of medication as treatments for OCD and for giving lectures and attending
scientific meetings; EFE was supported by the 2022 MRC/NIHR CARP award
(MR/W029987/1) and this research was supported by the NIHR Cambridge
Biomedical Research Centre (BRC-1215-20014). The views expressed are
those of the author(s) and not necessarily of the NIHR or the Department of
Health and Social Care.We thank all participants for their contributions to this
study.

Data availability statement. The data used for this study can be found at:
https://github.com/marbi515/SCZ_OCS_paper.

Disclosures. EFE has received consultancy honoraria from Boehringer-
Ingelheim (2022), Atheneum (2022) and Rovi (2022–24), speaker fees by
Adamed (2022–24), Otsuka (2023) and Viatris (2024) and training and
research material from Merz (2020), and editorial honoraria from Elsevier.
TWR discloses consultancy with Cambridge Cognition and received research
grants from Shionogi Inc and Sirgartan. He also has editorial honoraria from
Springer Nature and Elsevier. All other authors report no potential conflicts of
interest.

10 Marjan Biria et al.

https://doi.org/10.1017/S0033291724003350 Published online by Cambridge University Press

http://doi.org/10.1017/S0033291724003350
https://github.com/marbi515/SCZ_OCS_paper
https://doi.org/10.1017/S0033291724003350


References

Alexander, W. H., & Brown, J. W. (2011). Medial prefrontal cortex as an action-
outcome predictor. Nature Neuroscience, 14(10), 1338–1344.

Bıçakcı Ay, Ş., Oğuz, K. K., Özçelik Eroğlu, E., Has, A. C., & Ertuğrul, A. (2023).
A diffusion tensor imaging study in schizophrenia patients with clozapine
induced obsessive compulsive symptoms. Human Psychopharmacology:
Clinical and Experimental, 38(1), Article e2857. https://doi.org/10.1002/
hup.2857

Biria, M., Banca, P., Keser, E., Healy, M. P., Sawiak, S. J., Marzuki, A. A., … &
Robbins, T. W. (2024). Excessive Checking in Obsessive-Compulsive Dis-
order: Neurochemical Correlates Revealed by 7T Magnetic Resonance Spec-
troscopy. Biological Psychiatry Global Open Science, 4(1), 363–373.

Biria,M., Huang, F. X.,Worbe, Y., Fineberg, N. A., Robbins, T.W., & Fernandez-
Egea, E. (2019). A cross sectional study of impact and clinical risk factors of
antipsychotic-induced OCD. European Neuropsychopharmacology, 29(8),
905–913.

Bowie, C. R., & Harvey, P. D. (2006). Cognitive deficits and functional outcome
in schizophrenia. Neuropsychiatric Disease and Treatment, 2(4), 531.

Buhr, K.,& Dugas, M. J. (2002). The intolerance of uncertainty scale: psycho-
metric properties of the English version. Behavior Research and Therapy, 40 ,
931–945.

Chamberlain, S. R., Fineberg, N. A., Menzies, L. A., Blackwell, A. D., Bullmore,
E. T., Robbins, T. W., & Sahakian, B. J. (2007). Impaired cognitive flexibility
and motor inhibition in unaffected first-degree relatives of patients with
obsessive-compulsive disorder. American Journal of Psychiatry, 164(2),
335–338.

Chamberlain, S. R., Solly, J. E., Hook, R. W., Vaghi, M. M., & Robbins, T. W.
(2021). Cognitive inflexibility in OCD and related disorders. In The neuro-
biology and treatment of OCD: accelerating progress (pp. 125–145). Springer.

Clair, A.H., N’diaye, K., Baroukh, T., Pochon, J. B.,Morgieve,M., Hantouche, E.,
… & Mallet, L. (2013). Excessive checking for non-anxiogenic stimuli in
obsessive-compulsive disorder. European Psychiatry, 28(8), 507–513.

Fernandez-Egea, E., Chen, S., Sangüesa, E., Gassó, P., Biria, M., Plaistow, J.,…&
Robbins, T. W. (2024). The role of psychosis and clozapine load in excessive
checking in treatment-resistant schizophrenia: longitudinal observational
study. The British Journal of Psychiatry, 224(5), 164–169.

Fernandez-Egea, E., Worbe, Y., Bernardo, M., & Robbins, T.W. (2018). Distinct
risk factors for obsessive and compulsive symptoms in chronic schizophre-
nia. Psychological Medicine, 48(16), 2668–2675.

Foa, E. B., Kozak, M. J., Salkovskis, P. M., Coles, M. E., & Amir, N. (1998). The
validation of a new obsessive–compulsive disorder scale: The Obsessive–
Compulsive Inventory. Psychological Assessment, 10(3), 206.

Forbes, N. F., Carrick, L. A., McIntosh, A. M., & Lawrie, S. M. (2009). Working
memory in schizophrenia: a meta-analysis. Psychological Medicine, 39(6),
889–905.

Goldberg, T. E., & Green, J. M. (2002). Neurocognitive functioning in patients
with schizophrenia: an overview. Psychopharmacology: The Fifth Generation
of Progress, 657–669.

Goodman,W. K., Price, L. H., Rasmussen, S. A., Mazure, C., Fleischmann, R. L.,
Hill, C. L., Heninger, G. R. and Charney, D. S. (1989). The Yale-Brown
Obsessive Compulsive Scale I. Development, use, and reliability. Archives of
General Psychiatry, 46, 1006–1011.

Greisberg, S., & McKay, D. (2003). Neuropsychology of obsessive-compulsive
disorder: a review and treatment implications.Clinical Psychology Review, 23,
95–117.

Grover, S., Hazari, N., Chakrabarti, S., & Avasthi, A. (2015). Relationship of
obsessive compulsive symptoms/disorder with clozapine: A retrospective
study from a multispeciality tertiary care centre. Asian Journal of
Psychiatry, 15, 56–61.

Gürcan, G., Şenol, Ş. H., Yağcıoğlu, A. E. A., & Ertuğrul, A. (2021). Clinical risk
factors, phenomenology and the impact of clozapine induced obsessive
compulsive symptoms. Psychiatry Research, 296, 113665.

Guy, W. (1976). Abnormal involuntary movement scale (AIMS). ECDEU assess-
ment manual for psychopharmacology.

Jaafari, N., Chopin, N., Levy, C., Rotge, J. Y., Lafay, N., Hammi,W.,…& Insight
Study Group. (2015). Excessive checking behavior during an image compari-
son task in schizophrenia. European Psychiatry, 30(2), 233–241.

Jaafari, N., Frasca, M., Rigalleau, F., Rachid, F., Gil, R., Olié, J. P.,…&Vibert, N.
(2013). Forgetting what you have checked: a link between working memory
impairment and checking behaviors in obsessive-compulsive disorder.
European Psychiatry, 28(2), 87–93.

Kalenzaga, S., Clarys, D., & Jaafari, N. (2020). The memory deficit hypothesis of
compulsive checking in OCD: what are we really talking about? A narrative
review. Memory, 28, 1089–1103.

Kay, S. R., Fiszbein, A., & Opler, L. A. (1987). The positive and negative syndrome
scale (PANSS) for schizophrenia. Schizophrenia Bulletin, 13(2), 261–276.

Kim, D. D., Barr, A. M., Lu, C., Stewart, S. E., White, R. F., Honer, W. G., &
Procyshyn, R. M. (2020). Clozapine-associated obsessive-compulsive symp-
toms and their management: a systematic review and analysis of 107 reported
cases. Psychotherapy and Psychosomatics, 89(3), 151–160.

Lee, J., & Park, S. (2005). Working memory impairments in schizophrenia: a
meta-analysis. Journal of Abnormal Psychology, 114(4), 599.

Leeson, V. C., Robbins, T. W., Matheson, E., Hutton, S. B., Ron, M. A., Barnes,
T. R., & Joyce, E. M. (2009). Discrimination learning, reversal, and set-
shifting in first-episode schizophrenia: stability over six years and specific
associations with medication type and disorganization syndrome. Biological
Psychiatry, 66(6), 586–593.

Lin, S. K., Su, S. F., & Pan, C. H. (2006). Higher plasma drug concentration in
clozapine-treated schizophrenic patients with side effects of obsessive/com-
pulsive symptoms. Therapeutic Drug Monitoring, 28(3), 303–307.

Mataix-Cols, D., Wooderson, S., Lawrence, N., Brammer, M. J., Speckens, A., &
Phillips, M. L. (2004). Distinct neural correlates of washing, checking, and
hoarding symptomdimensions in obsessive-compulsive disorder. Archives of
General Psychiatry, 61(6), 564–576.

Mayerova, M., Ustohal, L., Jarkovsky, J., Pivnicka, J., Kasparek, T., & Ceskova, E.
(2018). Influence of dose, gender, and cigarette smoking on clozapine plasma
concentrations. Neuropsychiatric Disease and Treatment, 14, 1535.

McQueen, G., Sendt, K. V., Gillespie, A., Avila, A., Lally, J., Vallianatou, K.,…&
Egerton, A. (2021). Changes in brain glutamate on switching to clozapine in
treatment-resistant schizophrenia. Schizophrenia Bulletin, 47(3), 662–671.

Meltzer, H. Y., & Huang, M. (2008). In vivo actions of atypical antipsychotic
drug on serotonergic and dopaminergic systems. Progress in Brain Research,
172, 177–197.

Montgomery, S. A., & Asberg, M. (1979). A new depression scale designed to be
sensitive to change. British Journal of Psychiatry, 134, 382–389.

Mukhopadhaya, K., Krishnaiah, R., Taye, T., Nigam, A., Bailey, A. J., Sivaku-
maran, T., & Fineberg, N. A. (2009). Obsessive-compulsive disorder in UK
clozapine-treated schizophrenia and schizoaffective disorder: a cause for
clinical concern. Journal of Psychopharmacology, 23(1), 6–13.

Murayama, K., Nakao, T., Sanematsu, H., Okada, K., Yoshiura, T., Tomita, M.,
… Kanba, S. (2013). Differential neural network of checking versus washing
symptoms in obsessive-compulsive disorder. Progress in Neuro-
Psychopharmacology and Biological Psychiatry, 40, 160–166.

Nelson, H. E., &Willison, J. (1982).National adult reading test (NART) manual.
NFER-Nelson.

Olley, A., Malhi, G., & Sachdev, P. (2007). Memory and executive functioning in
obsessive–compulsive disorder: A selective review. Journal of Affective Dis-
orders, 104, 15–23.

Owen, A. M., Downes, J. J., Sahakian, B. J., Polkey CE,& Robbins TW 1990.
Planning and spatial working memory following frontal lobe lesions in man.
Neuropsychologia, 28, 1021–1034.

Owen, A.M., Roberts, A. C., Polkey, C. E., Sahakian, B. J., Robbins, T.W. (1991).
Extra-dimensional versus intra-dimensional set shifting performance follow-
ing frontal-lobe excisions, temporal-lobe excisions or amygdalohippocam-
pectomy in man. Neuropsychologia, 29:993–1006.

Pantelis, C., Barber, F. Z., Barnes, T. R., Nelson, H. E., Owen, A. M., & Robbins,
T.W. (1999). Comparison of set-shifting ability in patients with chronic schizo-
phrenia and frontal lobe damage. Schizophrenia Research, 37(3), 251–270.

Parkin, K., Chen, S., Biria, M., Plaistow, J., Beckwith, H., Jarratt-Barnham, I.,…
& Fernandez-Egea, E. (2023). Clozapine-related obsessive–compulsive
symptoms and their impact on wellbeing: a naturalistic longitudinal study.
Psychological Medicine, 53(7), 2936–2945.

Patel, D. D., Laws, K. R., Padhi, A., Farrow, J. M., Mukhopadhaya, K., Krish-
naiah, R., & Fineberg, N. A. (2010). The neuropsychology of the SCZ-

Psychological Medicine 11

https://doi.org/10.1017/S0033291724003350 Published online by Cambridge University Press

https://doi.org/10.1002/hup.2857
https://doi.org/10.1002/hup.2857
https://doi.org/10.1017/S0033291724003350


obsessive subtype of schizophrenia: a new analysis. Psychological Medicine,
40(6), 921–933.

Persson, S., Yates, A., Kessler, K., and Harkin, B. (2021). Modeling a multidi-
mensional model of memory performance in obsessive-compulsive disorder:
A multilevel meta-analytic review. Journal of Abnormal Psychology, 130,
346–364.

Reznik, I., Yavin, I., Stryjer, R., Spivak, B., Gonen, N., Strous, R., Mester, R.,
Weizman, A., Kotler M (2004). Clozapine in the treatment of obsessive-
compulsive symptoms in schizophrenia patients: a case series study. Phar-
macopsychiatry, 37:52–56

Roberts, A. C., Robbins, T. W., & Everitt, B. J. (1988). The effects of intradimen-
sional and extradimensional shifts on visual discrimination learning in
humans and non-human primates. The Quarterly Journal of Experimental
Psychology, 40(4), 321–341.

Rotge, J. Y., Langbour, N., Dilharreguy, B., Bordessoulles,M., Guehl, D., Bioulac,
B., Martin-Guehl, C., Jaafari, N., Aouizerate, B., Allard, M., Burbaud, P.
(2015). Contextual and behavioral influences on uncertainty in obsessive-
compulsive disorder. Cortex, 62, 1–10.

Ruscio, A.M., Stein, D. J., Chiu,W. T., &Kessler, R. C. (2010). The epidemiology
of obsessive-compulsive disorder in the National Comorbidity Survey Rep-
lication. Molecular Psychiatry, 15(1), 53–63.

Saxena, S., Brody, A. L., Maidment, K.M., Dunkin, J. J., Colgan, M., Alborzian, S.,
… & Baxter Jr, L. R. (1999). Localized orbitofrontal and subcortical metabolic
changes and predictors of response to paroxetine treatment in obsessive-
compulsive disorder. Neuropsychopharmacology, 21(6), 683–693.

Schirmbeck, F., Esslinger, C., Rausch, F., Englisch, S., Meyer-Lindenberg, A., &
Zink, M. (2011). Antiserotonergic antipsychotics are associated with obses-
sive–compulsive symptoms in schizophrenia. PsychologicalMedicine, 41(11),
2361–2373.

Schirmbeck, F., Rausch, F., Englisch, S., Eifler, S., Esslinger, C., Meyer-
Lindenberg, A., & Zink, M. (2013). Stable cognitive deficits in schizophrenia

patients with comorbid obsessive-compulsive symptoms: a 12-month longi-
tudinal study. Schizophrenia Bulletin, 39(6), 1261–1271.

Schirmbeck, F., & Zink, M. (2012). Clozapine-induced obsessive-compulsive
symptoms in schizophrenia: a critical review. Current Neuropharmacology,
10(1), 88–95.

Sheehan, D. V., Lecrubier, Y., Sheehan, K. H., Amorim, P., Janavs, J., Weiller, E.,
… & Dunbar, G. C. (1998). The Mini-International Neuropsychiatric Inter-
view (MINI): the development and validation of a structured diagnostic
psychiatric interview for DSM-IV and ICD-10. Journal of clinical psychiatry,
59(20), 22–33.

Spielberger, C. D., Gorsuch, R. L., Lushene, R., Vagg, P. R., & Jacobs, G. A.
(1983). Manual for the State-Trait Anxiety Inventory. Palo Alto, CA: Con-
sulting Psychologists Press.

Stahl, S. M. (2000). Essential psychopharmacology: neuroscientific basis and
practical applications. Cambridge university press.

Szmulewicz, A. G., Smith, J.M., &Valerio,M. P. (2015). Suicidality in clozapine-
treated patients with schizophrenia: role of obsessive-compulsive symptoms.
Psychiatry Research, 230(1), 50–55.

Tonna, M., Ottoni, R., Affaticati, A., Ferrari, L., Monici, A., Ossola, P., … &
Marchesi, C. (2015). The impact of obsessive dimension on symptoms and
functioning in schizophrenia. Psychiatry Research, 230(2), 581–584.

Vaghi, M. M., Vértes, P. E., Kitzbichler, M. G., Apergis-Schoute, A. M., van der
Flier, F. E., Fineberg, N. A.,…&Robbins, T.W. (2017). Specific frontostriatal
circuits for impaired cognitive flexibility and goal-directed planning in
obsessive-compulsive disorder: evidence from resting-state functional con-
nectivity. Biological Psychiatry, 81(8), 708–717.

Wechsler, D. (1997).Wechsler adult intelligence scale (3rd ed.) San Antonio, TX:
Psychological Corporation.

Woods, C. M., Vevea, J. L., Chambless, D. L., and Bayen, U. J. (2002). Are
compulsive checkers impaired in memory? A meta-analytic review. Clinical
Psychology: Science and Practice, 9, 353–366.

12 Marjan Biria et al.

https://doi.org/10.1017/S0033291724003350 Published online by Cambridge University Press

https://doi.org/10.1017/S0033291724003350

	Clozapine-induced obsessive-compulsive symptoms in schizophrenia: Clinical and cognitive determinants of dysfunctional checking
	Introduction
	Methods
	Participants

	Clinical assessments
	Behavioral measures
	Cognitive flexibility
	Spatial and verbal working memory
	Checking behavior

	Data analysis
	Clinical assessment, cognitive flexibility, and spatial working memory
	Checking behavior
	Code availability

	Results
	Demographics and clinical assessments
	Cognitive flexibility and working memory
	Functional checking behavior
	Relationship between checking under uncertainty and clinical measures
	Relationship between punished checking, clinical measures, and SWM
	Contrast analysis and IVT group differences

	Discussion
	Cognitive flexibility, working memory, and other clinical measures
	Checking under uncertainty
	Checking under punishment
	Possible neural and neurochemical substrates of dysfunctional checking associated with clozapine
	Limitations
	Conclusion
	Supplementary material
	Acknowledgments
	Data availability statement
	Disclosures
	References


