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Objective: There is little information
about obsessive-compulsive disorder in
large representative community samples.
The authors aimed to establish obsessive-
compulsive disorder prevalence and its
clinical typology among adults in private
households in Great Britain and to obtain
generalizable estimates of impairment
and help-seeking.

Method: Data from the British National
Psychiatric Morbidity Survey of 2000,
comprising 8,580 individuals, were ana-
lyzed using appropriate measurements.
The study compared individuals with ob-
sessive-compulsive disorder, individuals
with other neurotic disorders, and a non-
neurotic comparison group. ICD-10 diag-
noses were derived from the Clinical In-
terview Schedule–Revised.

Results: The authors identified 114 indi-
viduals (74 women, 40 men) with obses-
sive-compulsive disorder, with a weighted
1-month prevalence of 1.1%. Most indi-
viduals (55%) in the obsessive-compulsive
group had obsessions only. Comorbidity
occurred in 62% of these individuals,
which was significantly greater than the
group with other neuroses (10%). Co-oc-

curring neuroses were depressive episode
(37%), generalized anxiety disorder (31%),
agoraphobia or panic disorder (22%), so-
cial phobia (17%), and specific phobia
(15%). Alcohol dependence was present
in 20% of participants, mainly men, and
drug dependence was present in 13%. Ob-
sessive-compulsive disorder, compared
with other neurotic disorders, was associ-
ated with more marked social and occu-
pational impairment. One-quarter of ob-
sessive-compulsive disorder participants
had previously attempted suicide. Indi-
viduals with pure and comorbid obses-
sive-compulsive disorder did not differ ac-
cording to most indices of impairment,
including suicidal behavior, but pure indi-
viduals were significantly less likely to
have sought help (14% versus 56%).

Conclusions: A rare yet severe mental
disorder, obsessive-compulsive disorder is
an atypical neurosis, of which the public
health significance has been underesti-
mated. Unmet need among individuals
with pure obsessive-compulsive disorder
is a cause for concern, requiring further
investigation of barriers to care and inter-
ventions to encourage help-seeking.

(Am J Psychiatry 2006; 163:1978–1985)

Epidemiological data based on representative com-
munity samples are essential for the proper planning and
prioritization of mental health services (1). This is particu-
larly true for obsessive-compulsive disorder, which has
been described as a hidden disease (2, 3) because many
sufferers are embarrassed and secretive about their symp-
toms and may not seek professional help. Sociodemo-
graphic factors, severity, and comorbid disorders may all
influence treatment-seeking behaviors (3). Therefore, it is
important to study the distribution and characteristics of
the disorder beyond clinical settings (4, 5).

Currently, there is limited information on the epidemi-
ology of obsessive-compulsive disorder and comorbid
psychiatric disorders based on suitable standardized diag-
nostic instruments (4), especially with random samples of
the total population. The first National Comorbidity Sur-
vey (6) did not include obsessive-compulsive disorder.
Fourteen epidemiological studies that used the Present

State Examination identified only one individual with the
disorder because of the exam’s rigid hierarchical structure
and exclusion criteria (7). The Epidemiological Catchment
Area Study (8) comprised individuals from only five sites
in the United States; most epidemiological studies in other
countries were also restricted to specific centers (9).

In this study, we sought to assess the prevalence of ob-
sessive-compulsive disorder and comorbid neuroses and
alcohol and substance use in adults who participated in
the British National Psychiatric Morbidity Survey of 2000.
Sociodemographic factors, comorbidity, indicators of im-
pairment, and help-seeking were compared between par-
ticipants with obsessive-compulsive disorder, partici-
pants with other neurotic disorders, and a non-neurotic
comparison group. To our knowledge, this is the first such
analysis from a large national, representative survey.

We hypothesized that participants with obsessive-com-
pulsive disorder would have a high prevalence of comor-
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bid neurotic disorders, with a predominance of depressive
episode, phobias, panic and generalized anxiety disorders
among women and of substance use disorders among
men. We expected those individuals with both obsessions
and compulsions, with other co-occurring neuroses, and
males to have more psychosocial impairment and to be
receiving more treatment.

Method

The British National Psychiatric Morbidity Survey of 2000 was
the second in a series of national government-sponsored surveys
intended to monitor prevalence, impact, and treatment of psychi-
atric illness, thereby informing policy and provision (10). Major
design features of the survey are described in this study, but fur-
ther methodological details are available elsewhere (10, 11).

Sample

The psychiatric morbidity survey included individuals aged 16
to 74 living in private households in England, Wales, and Scot-
land. The primary sampling units were 438 postcode sectors ran-
domly selected from the Postcode Address File, stratified by re-
gion and socioeconomic group. Thirty-six addresses were
selected randomly from each sampling unit. One eligible person
was selected randomly per household, using the Kish Grid
method (12).

Instruments

The instrument used to assess neurotic disorders was the Clin-
ical Interview Schedule-Revised (13, 14), which is made up of sub-
sections covering 14 different symptom clusters. Initial filter
questions in each section establish the existence of a particular
symptom in the past month, leading to a more detailed assess-
ment focusing on the past week. Symptoms within each cluster
are summed to create an overall psychological morbidity score.
Additional questions enable ICD-10 diagnostic criteria (15) to be
applied using computerized algorithms. Six diagnostic categories
were obtained: obsessive-compulsive disorder, generalized anxi-
ety disorder, depressive episode, phobias, panic disorder, and
mixed anxiety and depressive disorders (10).

The Clinical Interview Schedule-Revised has eight questions
concerning obsessions and compulsions. The obsession score re-
lates to the respondent’s experience of repetitive unpleasant
thoughts or ideas in the past week, while the compulsion score re-
lates to the respondent’s experience of doing things repeatedly.
One point was assigned for each of the following criteria: 1) symp-
toms present 4 or more days, 2) the respondent tried to stop
thinking any repetitive unpleasant thoughts or repeating behav-
iors, 3) symptoms made the respondent upset or annoyed, and 4)
the respondent experienced an episode of obsession lasting at
least 15 minutes or a behavior repeated at least three times. The
algorithm for generating obsessive-compulsive disorder ICD-10
diagnosis required a symptom duration of 2 weeks or longer, at
least one act or thought resisted, and an overall score of 4 for ob-
sessions or compulsions if accompanied by social impairment or
at least 6 if not accompanied by social impairment (16). Partici-
pants with obsessive-compulsive disorder were considered to
have pure obsessions, pure compulsions, or mixed disorder de-
pending upon whether two or more points out of four were
scored for any or all of these symptom groups. Obsessive-com-
pulsive disorder participants were defined as pure if they did not
meet criteria for other ICD-10 neurotic disorders and comorbid if
they did meet criteria (comorbidity with alcohol and substance
use disorder was not considered, with respect to this definition).

Drinking problems were assessed through the Alcohol Use Dis-
orders Identification Test (17) and the Severity of Alcohol Depen-
dence Questionnaire (18). A combination of these two measures
was used in this study to define hazardous alcohol use and de-
pendence, while five questions taken from the Epidemiological
Catchment Area Study (8) were used to assess other drug use and
dependence in the past year.

Data Collection Procedure

Trained nonclinical interviewers carried out the initial com-
puter-assisted structured interviews. These were completed on
8,580 individuals, with a response rate of 69.5%. The alcohol and
drug section was self-completed. Although a second interview
phase was conducted for diagnostic assessment of psychosis and
personality disorder, the full assessment of sociodemographic
characteristics, impairment, use of services, neurotic psychopa-
thology, and substance misuse was made in the first phase for all
participants, together with screening for psychosis and personal-
ity disorder.

Statistical Analyses

Statistical analyses were conducted using STATA Version 8 soft-
ware (College Station, Tex.) (19). Because of the multistage strati-
fied sampling design, all analyses were weighted to account for
differing selection probabilities at each stage and for nonre-
sponse using poststratification. All estimates of prevalence and
association were made using the appropriate STATA survey com-
mands to generate robust standard errors. Sociodemographic
status, prevalence of comorbid neuroses and alcohol and sub-
stance use disorder, and various measures of impaired quality of
life were compared between individuals with obsessive-compul-
sive disorder, individuals with other neuroses, and a non-neu-
rotic comparison group using the chi-square test or t test. Sub-
sample comparisons within the obsessive-compulsive disorder
group were made using the chi-square test or Fisher’s exact test
when necessary. These comparisons addressed possible differ-
ences related to gender and clinical characteristics (obsessions
only versus compulsions or both and pure versus comorbid ob-
sessive-compulsive disorder). Logistic regression was used to ad-
just associations between obsessive-compulsive disorder (com-
pared with other neurotic disorders) and indicators of impaired
quality of life for the total Clinical Interview Schedule score, ex-
cluding obsessive and compulsive symptoms. The aim was to
clarify whether these associations were intrinsic features of the
cardinal symptoms of obsessive-compulsive disorder or merely
reflections of the overall severity of psychological morbidity. Fur-
ther logistic regression models were deployed to adjust, for age
and sex, associations of obsessive-compulsive disorder (com-
pared with other neurotic disorders) with marital and occupa-
tional status. Associations between obsessive-compulsive disor-
der (relative to other neurotic disorders) and suicidal behaviors
were similarly adjusted for the presence of depression, alcohol
dependence, and the Clinical Interview Schedule score, excluding
obsessive and compulsive symptoms.

Results

Prevalence

One hundred fourteen participants met ICD-10 criteria
for obsessive-compulsive disorder, with a weighted preva-
lence of 1.1% (95% confidence interval [CI]=0.9%–1.3%).
The female/male ratio was 1.44, a prevalence of 1.3%
among women and 0.9% among men. Prevalence declined
sharply with increasing age, from 1.4% among those aged
16–24, 1.2% aged 25–44, 1.1% aged 45–64, and 0.2% aged
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65–74. Sixty-one (55%) participants were purely obsessive;
14 (11%) were purely compulsive; and 39 (34%) had both
obsessions and compulsions, with no gender differences
in this respect.

Sociodemographic Characteristics

The sociodemographic characteristics of the sample are
shown in Table 1. Individuals with obsessive-compulsive
disorder did not differ from the other two groups in eth-
nicity or educational qualifications. Relative to non-neu-
rotic comparison individuals, obsessive-compulsive dis-
order participants were younger, more frequently female,
and more likely to live in urban areas. Relative to compar-
ison individuals and to those with other neuroses, partici-
pants with obsessive-compulsive disorder were more
likely to be unemployed, of lower occupational social
class, of lower income, and less likely to be married. The
differences between those with obsessive-compulsive dis-
order and those with other neuroses were essentially unal-
tered after adjusting for age, gender, and the total Clinical
Interview Schedule symptom score, excluding obsessive
and compulsive symptoms.

Impairment

Indicators of impaired quality of life are summarized in
Table 2. With respect to interference of emotional symp-
toms in social activities, work and regular activities, and
overall 12-item short form mental health component
scores, obsessive-compulsive disorder individuals showed
more impairment than both non-neurotic comparison in-
dividuals and individuals with other neurotic disorders.
Relative to participants with other neuroses, participants

with obsessive-compulsive disorder showed similar im-
pairment on 12-item short form physical health compo-
nent scores. The odds ratios comparing the odds of impair-
ment in obsessive-compulsive disorder individuals versus
individuals with other neuroses were 2.76 (95% CI=1.74–
4.40) for social impairment and 2.98 (95% CI=1.73–5.13) for
work impairment. These ratios were virtually identical
(2.78 and 3.02, respectively) after adjusting for the effect of
the Clinical Interview Schedule total score, excluding ob-
sessive and compulsive symptoms. A self-reported lifetime
history of suicidal acts was more common among the ob-
sessive-compulsive disorder group relative to the compar-
ison group and those with other neurotic disorders. The
odds ratio for suicidal acts, when comparing the obsessive-
compulsive disorder group with the neuroses disorder
group, was 2.04 (95% CI=1.22–3.41). Adjusting for the pres-
ence of either depressive disorder (adjusted odds ratio=
1.74, 95% CI=1.02–2.96), alcohol dependence (adjusted
odds ratio=1.96, 95% CI=1.14–3.35), or total Clinical Inter-
view Schedule score, excluding obsessive and compulsive
symptoms (adjusted odds ratio=2.04, 95% CI=1.26–3.30),
indicated that this association was unlikely to be ac-
counted for by comorbidity.

Comorbidity With Other Psychiatric Disorders

Fifteen (12.7%) individuals with obsessive-compulsive
disorder screened positive for possible psychosis (a Psycho-
sis Screening Questionnaire score of 2 or more), and an ad-
ditional four met other screening criteria. Thus, nineteen
obsessive-compulsive disorder participants proceeded to
the second phase assessment with the SCAN. Among these
participants, three (15.8% of screen positives and 2.6% of all

TABLE 1. Sociodemographic Characteristics of Individuals With Obsessive-Compulsive Disorder, Other Neuroses, and Non-
Neurotic Comparison Group (weighted data)

Characteristic

Obsessive-Compulsive 
Disorder Group 

(N=114) (%)

Other Neuroses 
Group

(N=1,395) (%)

Non-Neurotic 
Comparison Group 

(N=7,071) (%) pa pb

Female 60.9 59.0 48.2 0.73 0.02
Caucasion 87.6 93.1 93.4 0.13 0.09
Urban area 78.3 70.4 65.1 0.11 0.009
Age (years) 0.15 <0.001

16–24 19.2 12.8 15.2
25–44 47.2 46.6 42.3
45–64 31.2 33.4 30.2
65–74 2.3 7.2 12.3

Marital status 0.04 <0.001
Married or cohabiting 48.2 62.9 66.5
Single 28.7 20.1 22.9
Widowed 6.7 3.8 3.6
Divorced or separated 16.4 13.2 6.9
Living alone 36.1 19.0 15.5 <0.001 <0.001

Unemployed or inactive working status 52.9 41.4 31.2 0.04 <0.001
Income <£300/week 86.7 75.4 66.4 0.02 0.002
Social class III, IV, or V 79.6 69.5 66.8 0.04 0.007
Educational qualifications 0.50 0.13

A levels or above 28.9 34.4 36.9
General Certificate of Secondary 

Education level
35.1 35.0 36.4

Any qualifications 66.7 70.7 74.7 0.41 0.07
a Comparison of individuals with obsessive-compulsive disorder and those with other neuroses using chi-square.
b Comparison of individuals with obsessive-compulsive disorder and non-neurotic comparison group using chi-square.
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obsessive-compulsive disorder participants) met ICD-10
criteria for schizophrenia in the past year. All three had
compulsions and obsessions; two were pure and one was
comorbid with multiple neurotic disorders.

Seventy-six (62.0%) patients with obsessive-compulsive
disorder had one or more comorbid neurosis, significantly
more than the group with other neuroses (9.8%) (Table 3).
The overall severity of psychological morbidity was also
greater for obsessive-compulsive disorder individuals
(83.9% had a Clinical Interview Schedule score of 18 or
greater compared with 42.0% of individuals with other
neuroses [p<0.001]). The most frequent obsessive-com-
pulsive disorder comorbidity was depressive episode
(36.8%), followed by generalized anxiety disorder (31.4%),
agoraphobia or panic disorder (22.1%), social phobia
(17.3%), and specific phobia (15.1%). There were no signif-
icant gender differences in either overall comorbidity or
the comorbid prevalence of individual neurotic disorders.

Despite the differences in overall levels of psychological
morbidity, pure and comorbid obsessive-compulsive dis-
order individuals did not differ regarding the following pro-
portions: currently married or cohabiting, occupational
social class, income, or achievement of educational qualifi-
cations (Table 4). Self-reported interference in social life
and lifetime history of suicidal attempts were also similar.
Participants with comorbid conditions were more fre-
quently economically inactive and reported more interfer-
ence in work and regular activities. However, the striking
difference between pure and comorbid individuals was in
their propensity for help-seeking, with 55.6% of comorbid
participants but only 13.9% of pure participants receiving
any treatment for emotional problems. This difference was
not accounted for by the higher prevalence of substance
dependence among those with pure obsessive-compulsive
disorder; a stratified analysis (not reported) indicated that
the association was equally apparent among those with
and without alcohol or substance use dependence. Overall,
individuals with obsessive-compulsive disorder were more
likely to have been receiving treatment (39.8%) relative to

those with other neuroses (22.7%, p<0.001) and to non-
neurotic comparison participants (3.9%, p<0.001).

Alcohol and Substance Use

The overall prevalence of problem drinking (defined as
hazardous use or alcohol dependence) did not differ signif-
icantly between the three groups (Table 3). However, a
higher proportion of problem drinkers among participants
with obsessive-compulsive disorder showed features of al-
cohol dependence, and the prevalence of dependence
among these was nearly four times higher than that of the
non-neurotic comparison group and nearly twice that of
those with other neuroses. No individuals with crack, glue,
heroin, or methadone dependence were found in the ob-
sessive-compulsive disorder group. However, smoking and
dependence on cannabis, amphetamine, ecstasy, and co-
caine were all significantly more common among those
with obsessive-compulsive disorder than non-neurotic
comparison participants. All forms of alcohol and sub-
stance use disorder were approximately three to four times
more common in men than in women with obsessive-
compulsive disorder (33.3% of men and 11.7% of women
were alcohol dependent; 20.3% of men and 9.2% of women
had a drug dependence). The exception was tranquilizer
dependence, which was present in 3.3% of women and
1.7% of men with obsessive-compulsive disorder. The
presence of comorbidity among obsessive-compulsive dis-
order individuals was not associated with alcohol use dis-
order, but dependence on any drugs (25.6% versus 6.2%,
p=0.002), and on cannabis in particular (20.2% versus
6.2%, p=0.008), was more common among those with ob-
sessive-compulsive disorder without comorbidity.

Discussion

In our community study, we analyzed data from a care-
fully conducted survey of a representative random sample
of adults from all areas of Great Britain. The study does,
however, have some limitations that must be highlighted.
Only 114 participants with obsessive-compulsive disorder

TABLE 2. Indicators of Impaired Quality of Life of Individuals With Obsessive-Compulsive Disorder, Other Neuroses, and
Non-Neurotic Comparison Group (weighted data)

Characteristic

Obsessive-Compulsive 
Disorder Group 

(N=114)

Group With 
Other Neuroses 

(N=1,395)

Non-Neurotic 
Comparison Group 

(N=7,071) pa pb

% % %
Much interference of emotional symptoms 

in social activities
59.4 34.6 5.6 <0.001 <0.001

Much interference of emotional symptoms 
in work and regular activities

74.5 49.5 7.2 <0.001 <0.001

Suicidal thoughts in lifetime 63.5 38.3 10.0 <0.001 <0.001
Suicidal attempts in lifetime 25.7 14.5 2.3 0.005 <0.001
Other self-harming behaviors in lifetime 11.0 7.9 1.2 0.28 <0.001

12-Item short form scores Mean Mean Mean
Mental health component 32.5 38.8 52.9 <0.001 <0.001
Physical health component 45.0 45.3 51.2 0.82 <0.001

a Comparison of individuals with obsessive-compulsive disorder and those with other neuroses using chi-square.
b Comparison of individuals with obsessive-compulsive disorder and non-neurotic comparison group using chi-square.
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were identified, which lowered the power of some statistical
analyses, especially those of subgroups of obsessive-com-
pulsive disorder participants. The response rate of 69.5%
suggests that the prevalence of the condition may have
been underestimated, since those with obsessive-compul-
sive disorder might have been more likely to refuse. The use
of lay interviewers and a fully structured clinical interview
may, on the other hand, have led to overestimates of the
presence and severity of obsessive-compulsive symptoms
(2, 20). The validity of the obsessive-compulsive disorder
ICD-10 diagnosis, as generated by the Clinical Interview
Schedule, has not been established. Although agreement
about the diagnosis of obsessive-compulsive disorder with
the SCAN clinician semistructured assessment has been
poor in general validations of the Clinical Interview Sched-
ule, the numbers of obsessive-compulsive disorder individ-
uals were inadequate to draw robust conclusions (21). Psy-
chotic disorders were fully assessed in a second phase of the
survey and only for a stratified subsample of participants.
Only three participants with obsessive-compulsive disorder
were thus identified as suffering from schizophrenia; since
it could not be determined whether these were comorbid or
misclassified and the numbers were too small substantially
to affect our findings, these three participants were retained
in the analysis. The study did not include eating and so-
matoform disorders. The cross-sectional design only pro-
vides information about the present state and does not al-
low inferences on lifetime psychopathology.

Our general findings are consistent with the available ep-
idemiological data on obsessive-compulsive disorder (7–9,
22). The weighted prevalence of 1.1% is similar to most pre-
vious studies in different countries. Seven international
studies using the Diagnostic Interview Schedule (9) show

annual prevalence ranging from 1.1% to 1.8%, and recent
studies from Great Britain (16), Canada (2), and Chile (22)
report current prevalence varying from 1.1% to 1.3%.

The data presented in this study are also in agreement
with most epidemiological studies pointing to a predomi-
nance of obsessive-compulsive disorder in lower age
groups (8) and in women (7, 9). In the previous British sur-
vey (16), obsessive-compulsive disorder was diagnosed in
1.5% of women and 1.0% of men. An equal prevalence in
both sexes was found in the Edmonton study (23), while
summarized data from international studies (9) showed a
female/male ratio varying from 1.2 to 1.8. Our findings
also reinforce the predominance of individuals with pure
obsessions in the community (8, 9, 23). By contrast, in
clinical samples, the sex ratio tends to be equal (24), and
the majority of individuals have both obsessions and com-
pulsions (4). This may reflect differences in assessment
methods or in the types of individuals that reach health
care; presumably, women and the purely obsessive indi-
viduals are less likely to seek treatment (4).

Our data do not confirm the reported rarity of obses-
sive-compulsive disorder in ethnic minority groups in the
community (4, 7, 8) but are in line with those that show
similar educational qualifications (4) and lower rates of
marriage (8).

Obsessive-compulsive disorder participants had rela-
tively high rates of comorbidity, a finding that is in accor-
dance with most data from both community (8, 16, 23) and
clinical settings (25, 26). While our comparison was of ne-
cessity skewed (those with obsessive-compulsive disorder
and one or more other neurotic disorders were counted
only once as being comorbid obsessive-compulsive but not
as comorbid with other neurosis), this could not have ac-

TABLE 3. Comorbidity With Neurotic Disorders and Prevalence of Alcohol, Tobacco, and Drug Use Among Individuals With
Obsessive-Compulsive Disorder, Other Neurotic Disorders, and Non-Neurotic Comparison Group (weighted data)

Characteristic

Obsessive-Compulsive 
Disorder Group 

(N=114) (%)

 Other Neuroses
Group

(N=1,395) (%)

Non-Neurotic 
Comparison Group 

(N=7,071) (%) pa pb

Number of neurotic disorders <0.001
One 38.0 90.2
Two 28.5 8.1
Three 24.3 1.7
Four 9.2
At least two 62.0 9.8

Clinical Interview Schedule-Revised 
score≥18 83.9 42.0 <0.001

Alcohol use
Hazardous use 14.5 14.6 20.0 0.98 0.24
Dependence 20.2 12.2 6.3 0.03 <0.001
Drinking problem (either hazardous use 

or dependence)
34.7 26.9 26.3 0.12 0.08

Current smokers 65.1 55.9 37.4 0.13 <0.001
Cannabis dependence 11.5 6.5 2.4 0.17 <0.001
Amphetamine dependence 2.1 1.1 0.2 0.53 0.01
Ecstasy dependence 4.6 1.1 0.4 0.05 0.004
Cocaine dependence 2.1 0.4 0.2 0.13 0.003
Tranquilizer dependence 2.7 0.8 0.0 0.048 <0.001
Any drug dependence 13.5 7.8 2.9 0.13 <0.001
a Comparison of individuals with obsessive-compulsive disorder and those with other neuroses using chi-square.
b Comparison of individuals with obsessive compulsive disorder and non-neurotic comparison group using chi-square.
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counted for more than a small part of the large difference in
comorbidity between those with obsessive-compulsive dis-
order and those with other neuroses. The most frequent co-
morbid condition was depressive episode, followed by anx-
iety disorders (25–29). Direct comparison with other
studies is complicated, since most are from clinical settings
and several use different diagnostic categories. However,
our findings are in the reported range for depressive epi-
sode (20%–67%), simple phobia (7%–22%), social phobia
(8%–42%), and generalized anxiety disorder (8%–32%) (24–
26, 28, 30–33). The 34% prevalence of problem drinking
(hazardous drinking or dependence) among obsessive-
compulsive disorder individuals is similar to the 36% de-
scribed in Canada (23) but higher than the 24% found in the
Epidemiological Catchment Area Study (8). This higher rate
may be because of measurement or cultural differences,
since the prevalence of problem drinking in our non-neu-
rotic comparison group was as high as 26%. Dependence
may be a specific problem for obsessive-compulsive disor-
der sufferers, since they differed in this aspect (but not in
hazardous drinking) from the other two groups. The lower
rates of alcohol dependence (approximately 10%) de-
scribed in clinical samples (34–36) may suggest that indi-
viduals with obsessive-compulsive disorder and alcohol de-
pendence are either less likely to seek treatment or are
being treated for their alcohol problem, with their obses-
sive-compulsive disorder going unrecognized (37). More
obsessive-compulsive disorder participants were current
smokers (65%) than non-neurotic individuals (37%), con-
tradicting previous reports of low rate tobacco use (29, 38).
Interestingly, pure obsessive-compulsive disorder individu-
als had significantly higher rates of dependence on drugs
(particularly on cannabis) than comorbid individuals, lend-
ing support to the notion that some sufferers may use sub-
stances as an attempt to deal with the distress caused by the
obsessions or compulsions rather than seeking profes-
sional attention (8, 23). As expected, both alcohol hazard-
ous use and dependence were significantly more common

in men (32), and all kinds of drug dependence were more
frequent in men, although many of the differences did not
reach statistical significance.

Our analysis highlights the public health significance of
obsessive-compulsive disorder. Although it is a relatively
rare condition, it is associated with a very high degree of
impairment. Individuals with obsessive-compulsive disor-
der stand out not only from those who are mentally well
but also from those with other neurotic conditions. With
respect to those individuals with other neuroses, individu-
als with obsessive-compulsive disorder are less likely to be
married, more likely to be unemployed, more likely to have
very low income levels, and more likely to have low occu-
pational status. They are also more likely to report im-
paired social and occupational functioning. These differ-
ences are largely independent of the extent of non-
obsessive-compulsive-disorder-related psychological
morbidity, suggesting an intrinsic effect of obsessive and
compulsive symptoms. An important finding in our study
is that 26% of the obsessive-compulsive disorder partici-
pants reported at least one suicidal attempt in their life-
time, nearly double the proportion among those with other
neuroses, and 10 times that of non-neurotic comparison
individuals. Historically, and perhaps erroneously, patients
with obsessive-compulsive disorder have been considered
at low risk for suicide (39, 40), with the exception of a few
studies (33, 41). Our data suggest that obsessive-compul-
sive disorder does not fit conveniently into the fashionable
relabeling of neurosis as “common mental disorder” and
psychosis as “severe mental illness.” Obsessive-compulsive
disorder is a neurosis that is both rare and severe and
should be prioritized accordingly.

Encouragingly, perhaps because of the chronicity and
severity of the disorder, rates of help-seeking and engage-
ment with treatment are relatively high among obsessive-
compulsive disorder individuals overall. However, even
with similar degrees of psychosocial impairment and sui-
cidal risk and more drug dependency, pure obsessive-com-

TABLE 4. Indicators of Impairment, Substance Dependence, and Health Services Use Among Individuals With Pure and Co-
morbid Obsessive-Compulsive Disorder (weighted data)

Characteristic

Pure Obsessive-
Compulsive Disorder 

Group (N=38) (%)

Comorbid Obsessive-
Compulsive Disorder 

Group (N=76) (%) pa

Married or cohabiting 49.5 47.4 0.86
Unemployed or inactive 37.0 63.0 0.02
Lower occupational social class 87.3 74.9 0.12
Income <£300/week 86.2 87.1 0.09
Any educational qualifications 70.2 64.6 0.58
Much interference of emotional symptoms in social activities 53.0 63.3 0.37
Much interference of emotional symptoms 

in work and regular activities 57.4 85.1 0.01
Suicidal thoughts in lifetime 57.7 67.2 0.40
Suicidal attempts in lifetime 25.0 26.2 0.91
Other self-harming behaviors in lifetime 1.5 16.9 0.003
Alcohol dependence 23.7 18.0 0.55
Cannabis dependence 20.2 6.2 0.007
Any drug dependence 25.6 6.2 0.02
Receiving any treatment for emotional problems 13.9 55.6 <0.001
a Chi-square test.
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pulsive disorder individuals are receiving much less treat-
ment than those with comorbidity (14% versus 56%). This
is a clear indication of unmet need and a cause for con-
cern. More research is warranted to identify the barriers to
seeking and receiving help in this subgroup. These may in-
clude the egodystonic nature of obsessive-compulsive dis-
order symptoms and the low level of public awareness
about the existence or nature of the condition, compared,
for example, with that which exists for depression, phobia,
or psychosis. An appropriate public health response may
need to combine public education with training of profes-
sionals, particularly primary health care workers.
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