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Rounds in the General Hospital

Intrusive-Destructive Behaviors:
Novel Behavioral Presentations of Patients With Co-Occurring  
Tourette Syndrome, Obsessive-Compulsive Disorder, and  
Attention-Deficit/Hyperactivity Disorder
Erica Greenberg, MDa,b,*; Aldis H. Petriceks, BAb; and Theodore A. Stern, MDa,b

LESSONS LEARNED AT THE INTERFACE OF 
MEDICINE AND PSYCHIATRY
The Psychiatric Consultation Service at Massachusetts 
General Hospital sees medical and surgical inpatients 
with comorbid psychiatric symptoms and conditions. 
During their twice-weekly rounds, Dr Stern and 
other members of the Consultation Service discuss 
diagnosis and management of hospitalized patients 
with complex medical or surgical problems who also 
demonstrate psychiatric symptoms or conditions. 
These discussions have given rise to rounds reports 
that will prove useful for clinicians practicing at the 
interface of medicine and psychiatry.
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Have you ever wondered why people act impulsively or 
compulsively? Have you ever been unsure whether certain 

behaviors are under someone’s control? Have you ever been frustrated 
when seemingly logical strategies to help change behaviors and 
emotional states are less effective than you had hoped? If you have, 
then these vignettes and the following discussion may prove useful by 
providing insights into intrusive-destructive behaviors (IDBs), a newly 
characterized construct.

Case Vignette 1
A 15-year-old girl with Tourette syndrome (TS), obsessive-

compulsive disorder (OCD), and attention-deficit/hyperactivity 
disorder (ADHD) arrived for an initial visit with a new primary care 
physician. She had been receiving treatment for these conditions off 
and on since the age of 8 years and through hard work had managed to 
reduce the frequency of her obsessive thoughts, compulsive behaviors, 
and complex motor and vocal tics. However, she described a behavior 
that had recently begun to interfere with her life. Several months ago, 
her parents purchased an expensive tablet for her. While reflecting on 
the value and meaning of this gift, she realized how terrible it would 
be if she were to break the tablet. Shortly thereafter, she experienced an 
intrusive image of herself biting and cracking the tablet’s glass cover. 
Despite (or perhaps because of) her belief that this would be “the worst 
thing ever,” she became stuck on the image and unable to put it out 
of her mind. Although she “absolutely” did not want to damage the 
tablet, the more she tried to push away the image, the more powerful 
it became—an all-consuming inner tension/turmoil that could only 
be relieved through biting into and cracking the tablet’s screen. In 
explaining how it broke, she told her parents that she had accidentally 
dropped the tablet, and they bought her a new one. The thoughts and 
behaviors recurred, and she broke 2 additional tablets.

How should her primary care physician understand this new 
behavior in light of her known (neuro) psychiatric conditions? Is this 
a tic (as part of TS), a compulsion (as part of OCD), an impulsive 
behavior (as seen in ADHD), bad behavior, or something else?

Case Vignette 2
An 11-year-old boy, accompanied by his mother, met with his 

primary care physician. One year ago, he was diagnosed with OCD, 
adding to his long-standing preexisting diagnoses of TS and ADHD 
(with executive dysfunction). His primary OCD symptom is “taboo 
thoughts,” wherein he experiences intrusive images of stabbing his 
father with a kitchen knife. This thought mortifies him. He now 
refuses to go in the kitchen because he is worried he will pick up a 
knife and act out his fear. He has never harmed his father and has 
no desire to do so. When he experiences these thoughts, they lead 
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to severe fear and anxiety. His mother brought him to the 
doctor because of “ringing in his ears.” At first, the boy was 
reluctant to share any information regarding when or how 
this developed. However, after some coaxing, he described 
that it came from turning the volume on his headphones 
all the way to the top until he “feels a pop” in his ears. He 
states that he does not want to do this, but he feels he needs 
to. He recently saw a movie where a character’s ear drums 
burst after being exposed to an extremely loud noise, and 
this behavior began shortly thereafter. He describes that 
whenever he begins listening to music with his headphones, 
he develops an intrusive image of turning the volume to the 
top and wincing from the pain. Although he tries to resist, he 
develops a growing sense of intolerable distress and tension 
and a feeling that if he does not turn the volume to the top, 
he will “explode/go crazy.” To reduce the internal distress, he 
acts on the urge and impulsively raises the volume until he 
feels a pop, which simultaneously relieves the inner tension, 
but also causes severe pain.

What led this patient to feel like he had to increase the 
volume to unsafe levels? And how, if at all, can his physician 
address the problem?

What Are Intrusive-Destructive Behaviors?
In descriptive terms, IDBs occur when one feels 

simultaneously compelled to and unable to stop oneself 
from acting out the “worst” or “greatest negative” possible 
action in a particular situation. IDBs involve combinations 
of feelings, urges, and actions. Mechanistically, they begin 
with an intrusive thought-urge that is particular to one’s 
environment and exquisitely distressing because acting on 
it would result in negative consequences or problematic 
outcomes (eg, yelling “fire” in a crowded movie theater). The 
potential action in mind is often quick or brief in nature, 
followed by perseveration or inability to shift away from the 
thought, crowding out other thoughts and becoming the 
sole focus. Simultaneously, there is a growing sense of inner 
distress and turmoil associated with resisting that thought-
urge. The growing distress builds to a need, or drive, to 
alleviate that internal tension through impulsively “letting 

go” and engaging in the behavior. By relieving the intrusive 
urge, the individual experiences the resulting negative, 
yet paradoxically satisfying, consequence. The behavior is 
then inadvertently reinforced by the extent of the negative 
consequence, such that the greater the magnitude of the 
effect or reaction, the greater the urge to repeat. Subjectively, 
individuals with IDBs often report that the behavior must 
be commensurate with the degree of potential negative 
impact. For example, an individual with IDBs would not feel 
satisfied or experience the same relief from whispering “fire” 
or yelling “water!” in a crowded movie theater as he or she 
would from yelling “fire!”

The phenomenon of feeling compelled to act out 
socially inappropriate behavior despite awareness of 
negative implications was first described in a population 
of individuals with TS in the early 1990s.1 In seeking to 
further understand these urges and disinhibition-complex 
behaviors in those with TS, Kurlan et al2 developed a scale 
to characterize the presence, features, and impact of non-
obscene socially inappropriate (NOSI) behaviors.1 (This is in 
contrast to coprolalia and copropraxia, which are “obscene” 
verbalizations and behaviors, respectively.) NOSI behaviors 
in TS include engaging in socially inappropriate insults, 
comments, or actions toward family members, familiar 
individuals, or strangers. In both NOSI behaviors and IDBs, 
there is an underlying inability to refrain from “deliberately” 
acting out undesired behaviors. IDBs expand on the concept 
of NOSI behaviors in that IDBs also include acts directed 
solely toward the self or self-sabotage behaviors (eg, turning 
the dial to maximum volume or, as per one patient, tripping 
oneself when on a breakaway in a soccer match).

Who Is at Risk for Intrusive-Destructive Behaviors? 
Who Is at Risk for Intrusive Thoughts, Impulsive 
Behaviors, and Compulsions?

Characterizations of IDBs evolved from working 
and speaking with children and adolescents who have 
tic disorders (eg, TS) and associated OCD, ADHD with 
executive dysfunction, or additional impulsive-compulsive 
spectrum disorders. Tics are brief, repetitive movements 
or sounds that are partially suppressible, but only with 
significant effort on the part of those who experience 
them.3,4 Tics are often preceded by “premonitory urges” or 
the sensation of a mounting inner tension that is temporarily 
relieved by the tic. Suppressing a tic is often compared to 
holding back a sneeze or a yawn or not scratching an itch. 
TS is characterized by the presence of more than 1 motor 
tic and at least 1 vocal tic (not necessarily concurrent) for 
at least 1 year with onset prior to 18 years of age.3 Tics can 
be simple (ie, involving 1 muscle group) or complex (ie, 
involving multiple muscle groups or coordinated movements 
that appear deliberate) and can be motor or vocal. Some 
individuals with TS experience “self-harm tics”—complex 
tics that may involve, for example, punching oneself.

OCD is characterized by the presence of recurrent, 
intrusive, unwanted, or disturbing thoughts, images, or 
urges (obsessions) and repetitive behaviors and mental acts 

Clinical Points
 ■ When a child or adolescent presents with new-onset 

problematic behaviors, which appear to be both 
simultaneously deliberate and upsetting, clinicians should 
conduct an assessment for intrusive-destructive behaviors 
(IDBs).

 ■ A behavioral treatment consideration in IDBs should 
include reducing the magnitude of the potential negative 
consequence or reaction to the IDB.

 ■ Pharmacologic management in IDBs may include 
interventions similar to those used in treating tics and 
other impulsive-compulsive spectrum disorders, such 
as α2 agonists, stimulants, serotonergic agents, and 
dopamine antagonists.
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(compulsions) aimed at reducing the anxiety and distress 
associated with those obsessions or according to rigidly 
applied rules. A subset of individuals with OCD suffer from 
“aggressive obsessions,” wherein they experience upsetting 
intrusive thoughts of harming others, often followed by 
compulsive checking to make sure they have not caused 
harm.

A TS-OCD hybrid phenomenon is referred to as “Tourettic 
OCD” (or Tourettic compulsions). These behaviors have 
elements of both tics and compulsions. Examples include 
a compulsive-appearing behavior (tapping 3 times) in 
response to a more tic-like “just-right” premonitory 
sensation or having a tic-like movement secondary to an 
intrusive obsessive thought (aptly named a “ticculsion” by 
one individual).

ADHD is a childhood-onset neuropsychiatric disorder 
associated with impulsivity in the context of prominent 
inattention or hyperactivity. Executive functioning 
refers to the integrative cognitive processes that allow for 
effective problem-solving in novel situations. About 90% 
of youth with ADHD demonstrate evidence of executive 
dysfunction, specifically in the realms of impaired inhibition 
(disinhibition), working memory, and organization and 
planning.5,6

IDBs are conceptualized as a hybrid of TS and OCD 
symptoms atop an overlay of disinhibition (inability to 
stop, eg, “faulty brakes”) and impulsivity. Impulsivity 
(reward-seeking), an often prominent symptom in ADHD, 
is characterized by failing to inhibit behaviors motivated 
by reward or pleasure. Compulsivity (harm-avoiding), in 
contrast, is characterized by failing to suppress behaviors 
aimed to relieve a negative feeling state.7–9

From a biological perspective, there is significant overlap 
between the genetic factors and neurocircuitry underlying 
TS, OCD, and ADHD with executive dysfunction and 
other impulsive-compulsive spectrum conditions (eg, 
trichotillomania, binge-eating disorder, etc).10–13 In 
individuals with TS, about half have co-occurring OCD, 
half have co-occurring ADHD, and one-third have both 
OCD and ADHD.12,13 Certain individuals with TS, often 
those with the TS/OCD/ADHD triad, demonstrate a genetic 
“disinhibition endophenotype,” which is characterized 
by increased rates of coprophenomena (coprolalia and 
copropraxia), NOSI behaviors, and obsessive urges to offend 
or be destructive.14,15 As such, one might expect that IDBs 
would also be associated with this particular TS phenotype. 
Further exploration will be important.

TS, OCD, ADHD, and other impulsive-compulsive 
spectrum conditions are also all associated with dysregulated 
cortico-striatal-thalamo-cortical (CSTC) neurocircuitry.16 
CSTC circuitry is responsible for the regulation of cognitive, 
motor, and affective processes.16 When disrupted, one 
would see dysregulation in cognitive (ADHD/executive 
functioning), motor (tics), and affective realms (OCD). 
While there are currently no epidemiologic or neuroimaging 
studies thus far, we believe that IDBs would be associated 
with CSTC circuitry dysregulation as well.

Interestingly, when NOSI behaviors were first described in 
the early 1990s, they were found to be associated with severe 
TS symptoms (particularly coprophenomena) and impulse 
control disorders (ie, ADHD and conduct disorder).1 It was 
not until more recently that increased premonitory urges, 
as measured by the Premonitory Urge to Tic Scale, were 
also noted to be more commonly associated with NOSI 
behaviors.17 As such, one would predict that IDBs are also 
associated with severe tics, OCD symptoms, ADHD/impulse 
control disorders, and increased premonitory urges.

Chronic tic disorders (including TS) are believed to 
affect approximately 2% to 3% of individuals.18 Studies 
evaluating NOSI phenomena in adults found that up to 
60% of individuals with TS experience NOSI urges, and 
approximately 30% engage in NOSI behaviors.2,19 In studies 
by Kurlan et al2 and Eddy and Cavanna,19 rates of NOSI 
behavior tended to decline with age. Therefore, the rates may 
be even greater in a child/adolescent population.2,19 Eddy 
and Cavanna19 postulated that increased self-consciousness 
and increased awareness/intolerance of distress contribute to 
NOSI behavior. The self-consciousness aspect in particular 
may be associated with increased rates of IDBs in youth.

When Might These Symptoms Present?  
What Is the Clinical Course?

TS, childhood-onset OCD, and ADHD are all 
neurodevelopmental conditions that typically emerge by 
middle to late childhood or early adolescence.4,20–22 Given 
the overlap, IDBs are very likely to first present during 
one’s late childhood or early adolescent years as well. 
Although TS, OCD, and ADHD symptoms may persist into 
adulthood, they typically improve through late adolescence 
and into early adulthood. This improvement may reflect the 
developmental trajectory of frontostriatal (including CSTC) 
networks, which continue to develop into early adulthood.23

Regarding the clinical course of TS, OCD, and ADHD, 
the prognosis is generally positive. Tics tend to improve 
once one enters late adolescence, pediatric-onset OCD has 
a moderately favorable prognosis compared to adult-onset 
OCD, and while ADHD is indeed a chronic condition, 
certain ADHD symptoms tend to wane as one gets older.24,25 
It is possible that IDBs would follow a similar course, with 
some reduction in rate and severity with age, though this 
would be an important area of future study.

How Might These Symptoms Present?
Particularly when a patient is not yet working with a 

psychiatrist, those with IDBs are likely to arrive at a primary 
care office with their parents or guardian, with all parties 
voicing concern about certain confusing behaviors. Some 
time may have elapsed since the behaviors first arose, during 
which the family may have attempted to understand and 
address the behaviors. If this is the case, one might expect 
them to arrive in the clinic emotionally exhausted from 
weeks and months of uncertainty, seeking answers. Or, they 
may be seeking a referral to a psychiatrist or other behavioral 
specialist. Nonetheless, primary care providers should think 
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about IDBs when a child, adolescent, or young adult presents 
with confusing behaviors in the context of tics, OCD, ADHD, 
and impulsive or compulsive behavioral disorders. 

What Is the Differential Diagnosis for Intrusive-
Destructive Behaviors?18,24,26–36

Tic disorders. Tics are classified by their complexity 
(simple or complex) and form (motor or vocal).3,31 Simple 
motor tics are characterized by brief contractions of 1 muscle 
group, most commonly of the eyes, nose, head, or shoulders. 
Simple vocal tics are similar, but require a brief contraction 
of pharyngeal, laryngeal, and respiratory muscles to produce 
sounds, such as sniffing or throat-clearing. Complex tics entail 
a broader range of motor and vocal phenomena, typically 
including multiple muscle groups and vocalizations. Complex 
tics often appear coordinated and purposeful (eg, shoulder 
shrug and neck jerk simultaneously, speaking specific words 
in a stereotyped way out of context). Tics are known to wax 
and wane over time and to jump from location to location. 
Tics typically increase in frequency and intensity in the 
setting of certain internal/external-modifying factors (eg, 
anxiety, boredom, TV watching, homework) and decrease 
with certain internal/external-modifying factors (eg, intense 
focus, calmness, playing an instrument, playing a sport).

Beginning at around age 10, individuals commonly report 
that the tics are preceded by premonitory urges or sensations 
of a mounting inner tension temporarily relieved by a 
specific movement or vocalization (the tic). These urges are 
frequently likened to a bad itch or the feeling before a sneeze. 
Those with tic disorders often find that they can temporarily 
suppress the tic (like one might try to suppress a sneeze or 
a yawn) until the building discomfort of the premonitory 
urge necessitates release. As such, the phenomena of tics are 
considered somewhere between voluntary and involuntary, 
and their suppression may depend on a patient’s level of 
stress, anxiety, and focus.3 The level of suppression may also 
depend on one’s “capacity to inhibit” neurophysiologically.37

Tics and IDBs are similarly preceded by uncomfortable 
premonitory sensations or urges that lead to the specific 
movements, vocalizations, or behaviors. Both can cause 
physical harm (eg, complex tics involving punching oneself, 
poking one’s eyes). Both can also be characterized by a 
complex sequence of actions, although in IDBs, the behaviors 
are perhaps even more deliberate appearing—such as biting 
an expensive glass tablet or turning a dial to increase volume.

While tics and IDBs are both associated with a release of 
tension or distress, there is a clear distinguishing cognitive 
element to IDBs, as the behavior follows conscious anxiety 
about the “worst possible” action in a specific circumstance. 
In IDBs, it is often the case that the greater the potential 
negative consequence of the action, the more difficult it is 
to tolerate the discomfort and suppress the behavior. This 
contributes to the uniquely situational nature of IDBs. IDBs 
arise within a given context and therefore manifest most 
frequently in situations in which the behavior will generate 
a high negative impact. In contrast, tics are purposeless and 
arise across a variety of circumstances irrespective of the 

greater social or contextual impact. If the inciting situation 
is altered in some way, or never comes about, the IDB may 
dissipate or not occur in the first place.

Clinicians differentiating between IDBs and complex 
tics should pay close attention to the patient’s experience 
prior to, during, and after the behavior. If the behavior 
demonstrates an obsessive, cognitive component—with 
intrusive, inappropriate thoughts or ideas leading to 
anxiety and distress and requiring action to alleviate the 
discomfort—then it is more likely to be consistent with an 
IDB. As one might imagine, certain behaviors may involve 
elements of both complex tics and IDB-specific features. 
Using coprolalia as an example: coprolalia may worsen in 
church secondary to increased anxiety around long periods 
of idle sitting (typical for tics) and because foul language is 
specifically more prohibited in religious institutions (IDB 
related). However, differentiating and better understanding 
the contributions of both may be helpful for treatment-
related purposes.

OCD and OCRDs. Categorized in the Diagnostic and 
Statistical Manual of Mental Disorders, Fifth Edition (DSM-
5) as part of the obsessive-compulsive and related disorders 
(OCRDs) chapter, OCD is diagnosed through the presence of 
obsessions, compulsions, or both, which are time consuming 
(at least 1 hour/day) and distressing or interfering with daily 
functioning.31 Individuals with OCD often have insight, 
which means that despite knowing that their compulsions 
(eg, tapping 4 times to prevent an accident from happening) 
are irrational, they feel compelled to perform them to rid 
themselves of anxiety, disgust, or “not just rightness.” The 
compulsions are to ensure that the theoretical bad outcomes 
of their obsessions do not occur. Additional common 
features of OCD include difficulty tolerating uncertainty, 
pervasive doubt, and difficulty trusting one’s experiences (eg, 
“Did I lock the door?”). Patients will often go to great lengths 
to try to resolve any doubt or uncertainty, as tolerating it can 
feel unbearable.

Research has differentiated the most consistent OCD 
symptom factors into 4 subgroups: (1) symmetry, (2) 
forbidden thoughts, (3) cleaning/contamination, and (4) 
hoarding (now a separate diagnosis), which provide an 
adequate framework for adults as well as children and 
adolescents.22,38 Symmetry symptoms include obsessions 
regarding symmetry, evenness, and not just rightness 
and associated compulsions that often involve repeating, 
counting, or ordering until it feels “just right.” It is important 
to note that the symmetry subtype is more associated with 
co-occurring tic disorders. This coheres with current 
understandings, given that the not-just-right feeling is 
often experienced as similar to the premonitory urges in 
tics. Forbidden thoughts refer to intrusive obsessions of 
aggressive, religious, sexual, or somatic nature. A common 
example is having an intrusive thought of stabbing a loved 
one with a knife. Individuals with this type of OCD find 
these thoughts extremely disturbing and upsetting. The 
associated compulsions may include “checking” what they 
think or feel when in close proximity to knives, repetitively 
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seeking reassurance from a loved one (eg, asking repeatedly 
“Are you sure I won’t?”), or sometimes avoiding sharp objects 
all together.

There are several factors that differentiate IDBs from 
the forbidden thought OCD subtype. In contrast to IDBs, 
in forbidden thought OCD, the sufferer does not act on 
the feared thoughts.39 Additionally, obsessions are not 
necessarily environmentally context dependent. One with 
OCD might have more intrusive images about stabbing 
someone when in close proximity to a knife, but the thoughts 
will be experienced regardless of the setting. In contrast, in 
IDBs, the disturbing force of these intrusive thought-urges 
derives from (in patient terms) “the worst possible thing” 
one could do in a specific situation. The IDB thoughts arise, 
to a large degree, because of particular contexts and are given 
salience by the magnitude of their undesirable effects.

When clinicians are differentiating between OCD 
symptoms and IDBs, they should inquire into the specific 
nature of the thoughts and sensations that precede the 
unwanted behaviors. If a patient describes their compulsive 
behaviors as self-sabotaging—eg, biting the tablet because 
of the degree to which it will prevent social networking, 
be an expensive loss, or upset their parents—it is more 
consistent with an IDB. If on the other hand they report 
biting the tablet because they feel if they “don’t bite on glass, 
something bad may happen to my family,” that would be 
more consistent with typical OCD. If individuals experience 
the need to bite on the glass because when they see glass, 
they feel an irresistible just-right urge/inner tension that can 
only be relieved through biting onto it, that would be more 
consistent with a Tourettic compulsion.

Nonsuicidal self-injury. Because patients with IDB are 
distinguished, in part, by their specifically self-sabotaging 
behavior, it is important to distinguish their symptoms 
from nonsuicidal self-injury (NSSI), which is defined by 
deliberate, nonsuicidal “destruction of bodily tissue . . . for 
purposes not socially sanctioned.”40

Several factors differentiate NSSI from IDB, though the 
2 are not mutually exclusive. IDBs need not be directed at 

the patient’s self, and if they are, they need not be physical or 
specifically injurious. Furthermore, IDBs do not arise from 
negative feelings or thoughts that may characterize severe 
mood states or inter/intrapersonal turmoil (more associated 
with NSSI) but rather from obsessional urges regarding 
the actions themselves, which then generate anxiety or 
distress until the actions are performed. Additionally, in 
IDBs, the action is conceptually ego-dystonic (separate 
from self), while in NSSI, the actions may be ego-syntonic 
(consistent with one’s goals) and occur in the context of 
mood dysregulation.41 Whether there is an independent 
association between IDBs and specific mood or mood 
dysregulation disorders is unknown, though at present, the 
association appears to be more with impulsive-compulsive 
spectrum disorders.40,42 Table 1 provides an overview of the 
prevalence, onset, presentation, and prognosis of IDBs and 
related diagnoses.

How Do You Assess for Intrusive-Destructive 
Behaviors?43–48

When a child or adolescent presents with new, confusing, 
or self-destructive behaviors that appear both deliberate and, 
at the same time, undesired, clinicians should assess for IDBs. 
Clinicians should consider this diagnosis especially in those 
who are known or suspected to have any combination of tics/
TS, OCD, or ADHD with executive dysfunction, as well as 
any other disorders on the impulsive-compulsive spectrum, 
as thus far that is the population in which IDBs have been 
observed. Given that IDBs involve a hybrid of tic, OCD, and 
ADHD/impulsivity symptoms, the clinician should evaluate 
for those symptoms, as one would not expect to see IDBs 
without current or previous tic, OCD, or ADHD/impulsivity 
symptoms.

When assessing the patient, it would be helpful to give 
examples of defining features of those syndromes, as patients 
often do not realize that there are tics beyond coprolalia, 
OCD symptoms beyond excessive hand washing, or ADHD 
symptoms beyond hyperactivity. Clinicians should also 
evaluate for recent psychosocial changes (eg, new teacher 

Table 1. Prevalence, Onset, Presentation, and Prognosis of Intrusive-Destructive Behaviors (IDBs) and Related Diagnoses
IDBs TS OCD ADHD NSSI

Prevalence Unknown 0.77%29 (TS)
1.3%–3.7%18 (chronic tics)

1%–3%24 6.7%–7.5%30 15%–20%31

Onset Late childhood or early 
adolescence

Childhood, mean onset 
between 5 and 7 years of 
age26

Bimodal, early onset at ~11 
years of age; adulthood 
onset (late onset) in ~late 
teens or early 20s32,33

Childhood, mean onset 
at approximately 6 years 
of age34

Mean onset at 12–14 
years of age

Clinical 
presentation

Intrusive thoughts and urges 
to perform situationally 
specific negative actions 
leading to particular “bad” or 
“self-sabotaging” outcomes

Recurrent, sudden, 
stereotyped vocalizations 
or movements that wax and 
wane over time, typically 
preceded by premonitory 
urge; partial suppressibility

Presence of obsessions, 
compulsions, or both; time 
consuming and leading to 
significant impairment or 
distress

Persistent inattention, 
hyperactivity, or 
impulsivity that impairs 
functioning and 
development

Self-inflicted, 
intentional destruction 
of body tissue without 
suicidal intention 
and not for socially 
sanctioned purposes35

Prognosis Area for future research; 
likely with some 
improvement over time, as 
consistent with tics, OCD, 
and ADHD clinical courses

Decreased tic frequency in 
more than three-quarters 
of patients with significant 
childhood symptoms36

Childhood-onset OCD with 
better prognosis compared 
to adult onset (~50% with 
subclinical/no symptoms 
7–12 years later)24

Over half retain 
diagnosis into 
adulthood; many with 
ongoing executive 
dysfunction symptoms37

Rate in adults is 
lower compared to 
adolescents38

Abbreviations: ADHD = attention-deficit/hyperactivity disorder, NSSI = nonsuicidal self-injury, OCD = obsessive-compulsive disorder, TS = Tourette syndrome.
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at school, recent divorce) that may increase stress, and as 
such, exacerbate symptoms, as well as histories of any other 
neurologic and neurodevelopmental abnormalities. Given 
the overlapping genetics and heritability patterns of tics/TS, 
OCD, and ADHD, it would also be prudent to ask about the 
family history of those conditions.11,13

While the cause of TS and associated conditions remains 
unknown, the most likely etiology is a combination of 
multiple genetic and environmental factors. That said, a 
very small percentage of individuals are believed to develop 
TS or OCD secondary to an autoimmune process known 
as either pediatric autoimmune neuropsychiatric disorder 
associated with strep (PANDAS) or pediatric acute-
onset neuropsychiatric syndrome (PANS).50 Regarding 
recognizing and treating IDBs, it is extremely unlikely that 
one would see IDBs independent of the development of other 

symptoms more clearly associated with PANS/PANDAS, and 
as such, one does not need to consider PANS/PANDAS when 
specifically evaluating for or treating IDBs.

When assessing for IDBs, interviews should focus 
specifically on the content, context, and self-understanding 
of the patient’s behaviors. Questions could include “Do you 
ever feel like you have to do things you don’t want to, but 
can’t stop yourself?” and “What do you feel/experience if 
you don’t act?” It can be very helpful to try to validate the 
patient’s experience with statements such as “I work with 
a number of other individuals who describe what you’re 
describing.” Providing specific examples of other IDBs may 
help patients to better characterize their own experiences, 
as well as provide validation that they are not alone. Table 
2 provides focused questions for assessment of IDBs and 
related diagnoses.

Table 2. Focused Questions for Assessment of Intrusive-Destructive Behaviors and Related Diagnoses

Focused Question Relevance Follow-Up Questions
Have you ever felt like you had to make sudden 
movements or sounds or else you’d be really 
uncomfortable?

Positive response indicative of tic spectrum 
disorder, targeting experience of premonitory 
urges.

When did these begin? Have there been periods in 
which they get better or worse over time? Do you 
notice if they worsened when you are stressed or 
tired? Do they go away when you are focused or 
active?

Have you ever had thoughts that made you 
really uncomfortable, that kept coming back, or 
wouldn’t go away?

Positive response indicative of intrusive, 
persistent, disturbing thoughts—obsessive 
component of OCD.

When did these begin? Did anything make them 
better or worse? Do you find yourself doing 
anything to relieve the discomfort?

Do you ever find yourself engaging in specific 
behaviors to relieve an upsetting thought or 
sensation?

Targeting compulsive behavior. Could be in OCD 
or Tourettic OCD. Compulsions are behaviors 
(often repetitive, performed according to certain 
rules) that help alleviate a negative thought or 
feeling.45

When did these begin? Do you find that you 
always perform these actions in a certain way? Or 
according to certain rules? If you perform them in 
response to a certain thought or sensation, can you 
describe that stimulus?

Do you often find yourself acting without 
thinking or doing certain things even though you 
might get in trouble?

Targeting impulsivity as seen in ADHD ± executive 
dysfunction. Impulses are associated with 
behavior motivated by reward despite negative 
consequences. They are often rapid, unplanned, 
and in response to certain stimuli.46

How are you doing academically? Do teachers, 
coaches, or parents ever comment on your 
attention or distractibility? Do you have trouble 
sitting still for periods of time when sitting is 
expected? Do you frequently miss instructions or 
get in trouble for talking in class or not waiting your 
turn?

Do you have any family history of tic disorders, 
OCD, or ADHD?

Heritability of OCD (42%–58%), TS (60%–80%), 
and ADHD (74%) highlights the importance of 
family history47–49; notable cross-heritability.50

Which family members have which conditions? 
Helpful to note that tics often remit with age, 
so many do not see their presence currently. Is 
there anyone you suspect who may have been 
undiagnosed?

Has anything happened in your life recently to 
make you feel more stressed or anxious?

Stress and anxiety may exacerbate symptoms in 
general, particularly tics and OCD.51

Ask the patient to describe in greater detail both 
the events and his/her reactions.

Do you ever feel like you do things that even 
though you don’t want to do, you “have” to do, 
and that you can’t stop yourself?

Ego-dystonic, situationally dependent, self-
sabotaging behavior is a key distinguishing 
factor between IDBs and associated psychiatric 
conditions.

When did this begin? Is it usually the same action? 
When and where does it typically occur? What 
do you think and feel leading up to the action? 
What happens if you don’t do it? Many people 
who experience this describe a feeling of “not 
just right” or that if they don’t engage, they feel 
they “will explode”—is that something you have 
experienced?

Do you ever feel like you want to hurt yourself? 
Have you ever hurt yourself purposefully?

Important to distinguish IDBs from NSSI or SSI. 
“Self-sabotaging” actions are generally not 
wanted or desired by patients; this is different 
from deliberately harming oneself with or 
without suicidal intent.

IF YES, PERFORM A SAFETY ASSESSMENT.
Tell me more about your experience? What leads 
you to engage in that behavior? What do you 
feel when you’re doing this? How do you feel 
afterward?

In which ways are the topics we have spoken 
about today causing you distress or getting in the 
way of your quality of life and what you want to 
be doing?

Regardless of diagnosis, it is important to 
determine how one is impacted by his/her 
symptoms. If symptoms do not interfere with 
daily life or quality of life, treatment may not be 
needed.

If we were to treat this problem, what might be 
your ideal outcome? What would you like to be 
able to do?

Abbreviations: ADHD = attention-deficit/hyperactivity disorder, NSSI = nonsuicidal self-injury, OCD = obsessive-compulsive disorder, SSI = suicidal self-injury, 
TS = Tourette syndrome.
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How Do You Treat Intrusive-Destructive Behaviors?
As a broad principle, clinicians should ensure that 

individuals with IDBs with coexisting tics, OCD, or ADHD 
are treated for those primary diagnoses. While the full range 
of treatments for these conditions is beyond the scope of 
this article, general approaches to each will be described, 
followed by IDB-specific interventions.

TS treatment is divided into behavioral and pharmacologic 
modalities. The AAN-recommended first-line behavioral 
treatment for tics is called comprehensive behavioral 
intervention for tics (CBIT).50,51 The protocol focuses on 
habit-reversal training and functional assessment and 
interventions to reduce exacerbating factors or situations.51 
Tics are addressed one at a time, although strategies may 
generalize as the treatment progresses. Pharmacologic 
treatment for TS is divided into 3 tiers based on potential 
benefit and side effects.52 The first tier includes α2 agonists 
such as guanfacine and clonidine, the second tier includes 
atypical neuroleptics such as aripiprazole and risperidone, 
and the third tier includes first-generation antipsychotics 
such as haloperidol and pimozide.51

Treatment for OCD is also divided into behavioral 
and pharmacologic interventions. Behavioral treatment is 
typically composed of exposure and response prevention 
therapy, a specialized form of cognitive-behavioral therapy 
(CBT). The most effective pharmacologic treatments for 
OCD include serotonergic agents, namely selective serotonin 
reuptake inhibitors (SSRIs) and clomipramine, a highly 
serotonergic tricyclic antidepressant (TCA).

Stimulants are the treatment of choice in children 
and adolescents with diagnosed ADHD and associated 
impulsivity.21,27,53 Children between 6 and 11 years of age 
should be provided with behavioral therapy and, preferably, 
US Food and Drug Administration–approved medications 
such as methylphenidate-based stimulants.21 Adolescents 
between the ages of 12 and 18 years should be provided with 
either medications alone or medications alongside behavioral 
therapy.53 While typically less effective than stimulants, α 
agonists are also commonly used to treat ADHD symptoms, 
particularly hyperactivity and impulsivity.

While there is a lack of pharmacologic treatment options 
that specifically target disinhibition/dysregulation, certain 
off-label neuroleptic agents, such as lamotrigine, may have 
some positive benefit on stabilizing behavior and cognition/
executive function and could be judiciously considered.54,55

Presently, there are no formal treatments for IDBs. 
Given that these behaviors are most likely associated 
with the same dysregulated neurocircuitry and associated 
neurotransmitters as seen in other CSTC-related conditions, 
one might hypothesize that IDBs would benefit from the 
same medication(s) used to target the associated disorders 
(for example, any combination of stimulants, α agonists, 
SSRIs, and dopamine antagonists for ADHD, ADHD/
tics, OCD, and tics, respectively). Kurlan et al2 similarly 
hypothesized that medications targeting tics or impulsivity 
might be beneficial for NOSI behaviors. However, it is 
prudent to try behavioral treatment strategies first.

The functional assessment/intervention component 
of CBIT may yield some particularly helpful behavioral 
strategies. Given that a common trigger of IDBs is the 
magnitude for potential negative outcome/reaction, one 
strategy would include modifying the environment to 
reduce this magnitude. Intriguingly, when the potential 
negative consequence of the intrusive thought-urges 
are externally limited, the behaviors often attenuate and 
ultimately cease as the individual no longer experiences 
the compulsive urge.

For instance, when the patient who felt intrusive urges 
to turn the volume all the way up was instructed to wear 
ear plugs under the headphones (mitigating the potential 
for physical damage), the behavior abated. When the teen 
who would bite her tablet was given a much less expensive 
model, her urges reduced, and the behavior eventually 
abated. Given that these patients describe having decreased 
ability to tolerate the inner discomfort when the stakes are 
felt to be higher, limiting the negative consequences may 
help reduce the inner tensions and, as such, the behaviors. 
In another sense, the locus of control is pulled completely 
outside the patient, perhaps resulting in some relief. (Of 
note, a goal over time would be to work with a therapist 
to learn how to better tolerate and cope with distressing 
feelings and sensations.)

Individuals with IDBs often describe these behaviors 
as being “quick” or “impulsive” and not fully within their 
control. Given this, an additional strategy could include 
adding in an external stop-gap, which gives the patient time 
to “catch himself/herself ” and potentially walk away. An 
example is giving the patient who bites her tablet a dental 
device or retainer to wear when using her tablet. While the 
“magnetic drive” of the IDB may still override the patient’s 
will to not bite the tablet, this extra step of having to first 
take the device out of one’s mouth may provide enough 
distraction to disrupt the IDB and allow for a cognitive shift. 
One may also try suggesting that the patient do something 
akin to the behavior, but less destructive (eg, increasing the 
volume to the half-way point). However, those with IDBs 
often describe that it simply does not satisfy the urge and 
that it is those externally imposed boundaries that are most 
helpful.

Given that the behaviors in IDBs (eg, turning earphones 
to maximum volume) may lead to medical complications, 
primary care providers who care for these patients should 
also assess for additional physical signs and symptoms and, 
if necessary, refer to proper specialists (eg, otolaryngology).

Finally, because tic disorders, OCD, and ADHD 
(regardless if co-occurring IDBs) are associated with various 
learning disorders and worsened academic experience and 
achievement, practitioners should ask these patients how 
they are performing academically.56–58 It is often helpful 
and important to refer to neuropsychological testing and 
work with the school to ensure the patient receives the 
appropriate accommodations (eg, 504, individualized 
education plan) as necessary. Table 3 includes an overview 
of treatment categories for IDBs and related conditions.
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Why Is It Important to Recognize This Disorder?
Like many individuals suffering from TS, OCD, or 

ADHD, patients with IDBs often experience profound 
distress not only with the destructive behaviors, but also 
with the social and interpersonal ramifications. They 
often describe feelings of shame and remorse, and they 
are often confused about the nature of their behaviors. As 
such, they are unlikely to bring these behaviors up despite 
the detrimental consequences. Beyond the psychosocial 
discomfort engendered by these behaviors, there is also a 
genuine danger to the physical health of patients with IDBs 
and, depending on the behavior, those around them. When 
characterizing factors associated with NOSI behaviors in a 
TS population, Eddy and Cavanna19 found that individuals 
with NOSI behaviors had significantly worse quality of life 
compared to those without NOSI behaviors. The behaviors 
not infrequently led to arguments, and in at least a few 
cases, to legal trouble and physical confrontations.19 Kurlan 
et al2 were additionally concerned that this was actually a 
“common manifestation of TS,” most likely with substantial 
negative functional impact on individuals who experience it. 
Given the similarity, one would be similarly concerned about 
those who experience IDBs.

Ultimately, clinicians should be aware of IDBs, including 
the presentations and risk factors, so that they may more easily 
identify patients who require more specific interventions. 
Timely, effective, and creative interventions could provide 
immense relief for these patients who are weighed down 
even further by these peculiar and damaging behaviors.

Conclusion
IDBs are characterized by acting in exquisitely undesirable 

ways in specific environments or situations. An individual 
experiences an intrusive or unwanted thought-urge 
(analogous to obsessions in OCD) that, if acted upon, would 
lead to a particular negative outcome. This thought-urge then 
becomes increasingly pervasive in their mind, along with a 
growing sensation of intolerable inner distress (similar to 
tic-like premonitory urges in TS) often commensurate with 
the magnitude of the potential negative outcome. Though 
the true desire is not to act, the individual experiences an 

inability to tolerate the distress of resisting and inhibiting 
and often impulsively lets go. This abrupt action resolves 
any uncertainty about one’s ability to continue resisting and 
results in a deeply upsetting, albeit temporarily satisfying, 
outcome. The greater the potential magnitude of negative 
consequence, the greater the internal distress, and the more 
difficult it is to resist. IDBs appear to be a symptom hybrid 
of typically coexisting conditions including TS, OCD, and 
ADHD with executive dysfunction and are most likely 
associated with CSTC dysfunction and difficulties with 
impulsivity, compulsivity, dysregulation, and disinhibition. 
IDBs are phenomenologically similar to NOSI behaviors but 
also include a possible self-sabotage component wherein the 
destructive behavior is directed toward oneself. Following 
the IDB, patients typically experience remorse, shame, and 
confusion. Pharmacologic treatments for IDBs should target 
the underlying associated impulsive-compulsive conditions 
(eg, TS, OCD, ADHD). Novel and creative behavioral 
treatment techniques that center around reducing the impact 
of IDBs may be helpful.
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