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Background. Obsessive-compulsive disorder (OCD) is a chronic, impairing and often comorbid disorder.
Methods. 1000 subjects who called the Anxiety Disorders Association of America (ADAA) were surveyed and divided in
three groups: (a) callers with OCD (OCD) and two overlapping control groups: (b) callers with no axis I disorder (NAC)
and (c) with no-OCD (NOC) using a 97-item questionnaire.
Results. The rate of OCD was 14.5% (N = 145). Relative to the NOC group, OCD subjects were more likely to be female,
White, younger and not married. Relative to the NAC group, subjects with OCD were more likely to be White, not married
and younger. OCD was accompanied by significant comorbidity and was associated with an increased number of visits to
health professionals than NAC subjects. There was no significant difference regarding unemployment rates among the three
groups. However, OCD callers were more likely than both control groups to have missed work or have decreased
productivity due to their mental condition. OCD subjects took an average of 1 psychotropic medication in the past year and
were statistically more likely than the control groups to experience sleepiness and nervousness as side effects.
Conclusions. OCD was fairly prevalent among ADAA callers and presented high levels of comorbidity, impairment, health
care utilization and sensitivity to psychotropic side effects.
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INTRODUCTION

Obsessive-compulsive disorder (OCD) is a chronic and
impairing disorder with a lifetime prevalence of 2 to 3% in the
general population in North America (1–3). Similar prevalence
rates were found in the Cross National Collaborative Study car-
ried out over four different continents (North America and the
Caribbean; Europe, Asia and New Zealand) (4). OCD causes sig-
nificant morbidity, resulting in substantial distress and interfer-
ence with academic, occupational, social, and family functioning
(5,6). OCD is often comorbid with other axis I disorders, with

two thirds of subjects having a lifetime history of major depres-
sion and one third having current major depression at the time of
psychiatric evaluation (2,7,8). Other frequently comorbid condi-
tions are simple phobia, social phobia, and eating disorder (7).

Compared to other Axis I diagnoses, less is known about
population characteristics of OCD, its pattern of health care
utilization, level of impairment, medication use, comorbidity,
and needs of this population. McCusker et al. (9) found that
OCD was the only anxiety disorder associated with a signifi-
cantly higher rate of high intensity mental health service use in
a Canadian sample of outpatients from seven anxiety disorder
clinics, with 50% of the OCD patients reporting at least 10 vis-
its to a mental health professional in the previous year.

DuPont et al. (10) estimated that the total cost of OCD was
$8.4 billion in 1990, or 5.7% of the estimated $147.8 billion
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cost of all mental illness, and 18.0% of the costs of all anxiety
disorders. The indirect costs of OCD were estimated to be
$6.2 billion.

Koran et al. (11) studied the quality of life of medication-
free patients with moderately severe OCD compared to pub-
lished norms for the general US population, and also compared
to depression and diabetes. OCD was associated with worse
instrumental role performance and social functioning than
those in the general population and diabetic patients. Social
functioning was impaired in OCD, even after controlling for
depression. The general and physical health rating of patients
with OCD was better than those of the depressed patients.
However, in the mental health domains, quality of life impair-
ment was similar among OCD and depressed patients.

We conducted the first survey among callers to the Anxiety
Disorders Association of America (ADAA), a nonprofit organi-
zation founded in 1980 with a mission to promote prevention,
treatment, and cure of anxiety disorders, and to improve the
lives of people suffering from anxiety disorders by providing
advocacy, support, referrals, and education. The goal of this
survey was to obtain information on patients with anxiety disor-
ders who contacted ADAA to better understand this hitherto
unstudied population and its needs. The present article focuses
on participants who met criteria for OCD and compares them to
the No-Axis I psychiatric disorder (NAC) and No-OCD (NOC)
controls. The main questions addressed in this report are: 1)
What are the prevalence rate and demographic characteristics of
OCD in this population? 2) Which are the most frequent comor-
bid Axis I disorders in subjects with OCD, and how does this
compare with subjects without OCD? 3) Is OCD associated
with increased visits to general health practitioners and to men-
tal health practitioners? 4) Is OCD associated with greater work
impairment compared to the control groups? 5) What is the
level of psychotropic utilization in OCD and to what extent do
subjects with OCD report psychotropic medication related
problems compared to the other diagnostic groups? 6) Why did
individuals with OCD contact the ADAA?

METHODS

Subjects

A pool of 2,298 adults from callers to the ADAA between
February and December 1997 was randomly chosen. Initially,
those who were unreachable, uninterested or ineligible to par-
ticipate were identified. After subtracting that group, there
were exactly 1000 subjects who participated in the survey,
among whom 145 met DSM-IV criteria for current OCD. Call-
ers who did not have OCD, but who may or may not have
exhibited other Axis I disorders, were identified as NOC (Non
OCD-Controls), and callers who did not meet any current axis
I diagnosis where identified as NAC (No Axis I Control
group). The two control groups overlapped, that is, the NAC
subjects were also included in the NOC group.

Instruments

A 97-item questionnaire described elsewhere (12) included
an evaluation of the original ADAA call, an overall health
assessment, screening of 24 medical conditions and 7 DSM-IV
axis I disorders; demographic data and items about suicide, ser-
vice utilization, and work productivity assessed by the Work
Productivity and Adjustment inventory (WPAI), a quantitative
measure of work productivity (13). The WPAI measures work
productivity in the seven days prior to the interview by quantify-
ing time missed from work or decreased productivity while at
work due to medical problems. Many of the demographics,
health seeking, and diagnostic questions were derived from the
Diagnostic Interview Schedule (DIS) (14), a widely used instru-
ment which was originally developed and used with a major
national study of psychiatric epidemiology (15). The question-
naire was administered using a computer assisted telephone
interview. Trained interviewers entered answers directly into the
computer during the interview. Diagnosis was made according
to the Mini International Neuropsychiatric Interview (MINI),
which is a brief structured interview for the major Axis I psychi-
atric disorders in the Diagnostic and Statistical Manual of Men-
tal Disorders, 4th Edition (DSM-IV) and the International
Statistical Classification of Diseases and Related Heath Prob-
lems (ICD-10) with established validation and reliability (16).

PROCEDURE

The Duke University Medical Center Institutional Review
Board approved the protocol. After approval, subjects were
contacted to confirm eligibility. Informed consent was
obtained by phone. An independent research organization,
Schulman, Ronca and Bucuvalas, Inc. was contracted to con-
duct the telephone survey. Experienced interviewers received
general and specific project training at the beginning of the
study and were monitored during the survey. Interviews were
conducted between August 27, 1997, and July 5, 1998, and
lasted an average of 30 minutes.

We explored the presence of current (past year) comorbid
Axis I disorders in the surveyed population; namely, major
depression (MDD), panic disorder (PD), post-traumatic stress
disorder (PTSD), social phobia (SP), and generalized anxiety
disorder (GAD).

Health service use was measured by number of visits to
health professionals for treatment in the six months prior to
interview, as per the DIS, and percentage rates of subjects
seeking help for mental problems in the past year.

Work impairment and productivity was assessed by unem-
ployment rate, percentage of participants who missed time
from work in the past week due to emotional or physical prob-
lems and rate of subjects who reported reduced work produc-
tivity due to emotional or physical problems as per the WPAI.

Participants were asked if they were taking psychotropic
medications in the past year and to report the total number of
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medications taken for psychological problems. Subjects were
also asked about possible side effects from the psychotropics
used, specifically gastrointestinal symptoms, sleepiness, sexual
complaints, nervousness and weight gain.

DATA ANALYSIS

Comparisons of interest were: (i) respondents with OCD
(OCD; n = 145) versus all remaining non-OCD (NOC) subjects
(n = 855), and (ii) OCD versus those with no current Axis I
diagnosis (NAC; n = 162). SAS statistical software (Cary, NC)
was used to examine the data. We used two tailed-t tests or the
chi square test to determine the significance of differences
between OCD versus NAC, and OCD versus NOC. Fisher’s
exact test was used when cell tables were sparse and chi-
squared analysis was unreliable. The t test was used to com-
pare means across pairs of groups (OCD vs. NAC; OCD vs.
NOC). We used the Wilcoxon rank sum test for continuous
variables with a nonnormal distribution across all three groups.

RESULTS

Demographics

One hundred and forty five subjects met criteria for OCD
(14.5%), the majority being female (N = 99), White, employed,
not married and with a mean (SD) age of 36.6 (9.2) years. Com-
pared to NOC subjects, there were no statistically significant dif-
ferences on gender, race or employment status. However, subjects
with OCD were more likely to be not married and younger. In
comparison to NAC subjects, those with OCD were more likely to
be White, not married, and younger. There was no statistical dif-
ference related to gender or employment status (see Table 1).

Psychiatric Comorbidity

GAD was the most frequent comorbid disorder in OCD
(74%) versus 42% in NOC group (X2 = 49.63; df = 1; p < .0001).
The second most frequent comorbid disorder was panic disorder
(65% vs. 55% in the NOC control; X2 = 5.01; df = 1; p = .02).
Major depression was present in 62% of the subjects in the OCD
group, versus 27% in the NOC group (X2 = 71.05; df = 1; p <
.0001). Social phobia was present in 50% of OCD respondents,
versus 26% in NOC controls (X2 = 53.43; df = 1; p < .0001).
PTSD was present in 21% of OCD subjects while among NOC
subjects the rate was only 6% (X2 = 42.24; df = 1; p < .0001).
NAC, by definition, had no current Axis I diagnosis.

Health Service Use and Work Impairment

Regarding the number of visits to any health care profes-
sional, there was no significant difference between OCD and
NOC controls (OCD averaged a total of 5.42 visits (SD = 10;
range 3–97) versus NOC with an average of 4.21 visits (SD =
7; range: 2–60). However, when OCD subjects where com-
pared with the NAC control group, which had 3.87 visits (SD =
6; range: 0–45), the difference reached statistical significance
(X2 = 4.8; df = 1; p = .03). Concerning the percentage of sub-
jects who sought help for mental health problems, no signifi-
cant difference was found when comparing OCD with the
other controls (OCD = 92%; NOC = 87%; NAC = 88%; X2 =
2.46 and X2 = 1.33, respectively).

Forty percent of OCD subjects were unemployed but there
was no statistically significant difference compared to the con-
trol groups (NOC = 34%; NAC = 36%; X2 = 1.32 and X2 =
0.39, respectively). However, among employed subjects, indi-
viduals with OCD missed significantly more work days and
reported decreased productivity at work due to their mental

Table 1 Demographic Characteristics of Subjects with Obsessive-Compulsive Disorder (OCD), No Axis I Disorder (NAC) and No OCD (NOC)

Variable
OCDa

N = 145
NACb

N = 162
NOCc

N = 855

p value

OCD vs NAC OCD vs NOC

Average age (SD) 36.6 ± 9.2 44 ± 14.0 39.1 ± 11.4 p < 0.0001 p = 0.005
Gender NS NS

Male 32% 30% 27%
Female 68% 70% 73%

Ethnicity p = 0.03 NS
White 90% 82% 88%
Non-White 10% 18% 12%

Marital Status p = 0.0001 p = 0.003
Married 41% 63% 54%
Not married 59% 37% 46%

Employment status NS NS
Employed 60% 64% 66%
Not employed 40% 36% 34%

aObsessive-Compulsive Disorder group.
bNo Axis I diagnosis group.
cNo OCD group; NS: not statistically significant.



160 R.B. HIDALGO ET AL.

annals of clinical psychiatry vol. 18 no. 3 2006

condition than subjects from the two other control groups.
Callers with OCD were also more likely than NOC controls to
experience decreased productivity at work due to physical
problems (p = 0.03). Table 3 summarizes employment status
and work impairment of the study sample.

Psychotropic Usage and Side Effects

Subjects with OCD reported taking a mean of 1.0 medica-
tions in the past year (SD = 1.19; range: 0–7). NOC controls
received a mean of 0.78 medications (SD = 0.99; range: 0–6;
t = −2.0; df = 597; p = 0.045). Respondents in the NAC group
took a mean of 0.74 medications in the previous year (SD =
1.03; range: 0–4; t = −1.51; df = 172; NS). OCD subjects
reported significantly higher rates of all side effects compared
to the NAC group, and significantly higher rates of sleepiness
and nervousness compared to the NOC group (see Table 2).

Reasons for Contacting the ADAA

Most common reasons given by the OCD, NOC and NAC
groups (%) respectively were as follows: 1) to obtain written
information, links to books or articles (38, 38, 47%); 2) to
obtain the name of a support group in their area (17, 12, 9%);

3) to learn how to cope with anxiety problem (17, 19, 15%); 4)
to obtain the name of a professional in their area (14, 15, 10%);
and 5) to obtain information on medications (6, 5, 6%).

DISCUSSION

Our study demonstrates a high prevalence of OCD in this pop-
ulation, and points out the impact of OCD, as well as the high
cost to subjects, their families and society as a whole. OCD
respondents were demographically similar to the comparison
groups other than having a higher likelihood of being unmarried.

The prevalence rate is similar to the 15.5% rate reported by
Welcovitz et al. in the National Anxiety Screening Program
sample (17), and both are markedly greater than those found in
the general population (2–3%), a difference which is likely
related to the fact that they come from self-selected popula-
tions concerned about, or suffering from, anxiety disorders.

In our sample, persons with OCD had marked comorbidity
consistent with previous epidemiological and clinical studies
of this disorder, although the rates that we found were higher
(2,4). Callers with OCD exhibited significantly higher rates of
all comorbidities than subjects from the NOC group. General-
ized anxiety disorder (GAD) was the most frequently comorbid
diagnosis, followed by panic disorder, major depression, social
phobia and post-traumatic stress disorder. Interestingly, major
depression was not the most frequently found comorbid disor-
der in our sample, unlike the reports of Rasmussen and Eisen
and Fireman et al. (7,18). Welkowitz et al. (17), however,
found GAD to be the most common comorbidity in a sample
from the National Anxiety Screening Program. These differ-
ences could be related to the possibility that people calling the
ADAA are more likely to be suffering from anxiety disorders
than depression or the fact that lifetime comorbidity was not
assessed. It could also reflect differences between population-
based epidemiological samples and self selected samples that
choose to contact a support organization such as ADAA or
present for screening of anxiety disorders. Moreover, in the
National Anxiety Screening Program, depression was not
investigated.

Table 2 Psychotropic Side Effects in Subjects with Obsessive-Compulsive
Disorder (OCD), No Axis I Disorder (NAC) and No OCD (NOC)

Category
OCDa

N = 66
NACb

N = 33
NOCc

N = 253

p value

OCD vs NAC OCD vs NOC

Gastrointestinal 47% 21% 40% p = 0.01 NS
Sleepiness 73% 27% 49% p < 0.0001 p = 0.0007
Sexual 39% 27% 30% p = 0.001 NS
Nervousness 60% 15% 42% p < 0.0001 p = 0.0009
Weight gain 41% 18% 28% p = 0.02 NS

aObsessive-Compulsive Disorder group.
bNo Axis I diagnosis group.
cNo OCD group; NS: not statistically significant.

Table 3 Work status and impairment in subjects with Obsessive-Compulsive Disorder (OCD), No Axis I Disorder (NAC) and No OCD (NOC)

Category
OCD
N = 77–140*

NAC
N = 97–159*

NOC
N = 517–838*

p value

OCD vs. NAC OCD vs. NOC

Unemployed 40% 36% 34% NS NS
Missed work (past week)

Due to MH 24% 5% 11% 0.0002 0.0007
Due to PH 10% 11% 10% NS NS

Reduced work productivity
Due to MH 68% 15% 34% <0.0001 <0.0001
Due to PH 31% 21% 20% NS 0.03

NS: not statistically significant. MH: mental condition or emotional problems; PH: physical problems or condition.
*Actual numbers vary depending upon whether subjects were employed and/or missing data.
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Subjects with OCD made an average of 5.42 visits to health
care professionals in the 6 months prior to the phone interview,
which is consistent with the mean number of visits found in the
whole sample (13). No significant differences were found
compared to NOC controls. NAC controls, however, had signifi-
cantly less visits in the same time period. In comparison with
other Axis I diagnosis from the ADAA survey, we found that
OCD was associated with lower health service use than callers with
post-traumatic stress disorder or social anxiety disorder (19,20).

In a multi-site study carried out in Canada, McCusker et al.
(9) reported that OCD was associated with a greater high inten-
sity mental health service use, defined as 10 or more consulta-
tions per year. In evaluating the percentage of subjects from
each group in our sample who sought mental health help in the
previous year, there were no statistically significant differ-
ences, with all groups having high rates of mental health visits,
and OCD subjects being in the higher end of the spectrum.
Welkowitz et al. (17) found that the readiness to seek help for
anxiety symptoms increased with the number of comorbid anx-
iety symptoms (i.e., subjects with two comorbid anxiety disor-
ders were more ready to seek mental health help than subjects
with one comorbidity).

Subjects in the NAC group made a similar number of visits
to a mental health professional in the past year as did the other
groups. This finding is interesting and could be explained by
the possibility of sub-threshold disorders or other non-assessed
disorders being present at the time of the phone interview (i.e.,
callers that did not meet full diagnostic criteria but would still
suffer from enough symptomatology to require professional
help; also, participants who currently do not meet criteria
because of recent treatment received for a past diagnosis).

Our findings of greater work-related impairment are in
agreement with the findings from Koran et al. (11) who
observed limitation in work, home and school functioning to
be worse in medication free OCD patients compared to the US
general population and diabetic patients. These effects of OCD
on work performance add to the individual and socioeconomic
cost of OCD, as reported by DuPont et al., with an estimated
amount of $5.9 billion in 1990 dollars in reduced or lost eco-
nomic productivity, which accounted for 70.4% of the total
economic cost of OCD (10). We are not sure why physical
health problems were more frequently reported by subjects
with OCD as a cause for lower productivity, although conceiv-
ably OCD may be associated with dermatological problems,
which could be a factor.

Subjects with OCD took more psychotropics than those in the
NOC group, and reported higher rates of side effects from these
medications. These rates are higher than those reported by
Zhang et al., and Bull and collaborators from samples of subjects
experiencing social phobia and depression, respectively (20,21).
We do not know if this means that patients with OCD are more
sensitive to adverse effects of psychotropic drugs, if they are
being treated with unusually high doses or perhaps some other
explanation may apply. Either way, side effects remain an
important factor in lessening treatment compliance (21,22).

Finally, callers to the ADAA who met diagnostic criteria of
OCD were often motivated to obtain written information and
links to books or articles; to obtain the name of a support group
in their area and learn ways to cope with an anxiety problem.
To a lesser proportion, callers wanted the name of a profes-
sional in their area or to obtain information on medications.

One limitation of this study is that the standard MINI, while
well established, does not include the diagnoses of body dys-
morphic disorder and hypochondriasis, which are, however,
represented in the larger MINI Plus version. Time and cost
constraints limited the amount of information it was possible to
obtain from subjects. Accordingly, it may well be that the NAC
group included subjects with these or other diagnoses, such as
dysthymia or subthreshold depression or anxiety.

CONCLUSION

Among the entire sample of callers to the ADAA (n = 1000),
145 met diagnostic criteria for OCD (14.5%). The majority of
individuals with OCD from our survey were unmarried,
employed, White females, with an average age of 36.6 years.

OCD was comorbid with GAD, PD, and MDD. Subjects
with OCD made an average of 5.42 visits to a general health
practitioner in the past 6 months and 92 % of OCD callers had
visited a mental health practitioner in the previous year. It
appears as if OCD imposes considerable work impairment and
underachievement. In our sample, individuals with OCD were
more likely to have missed work or had decreased productivity
at work secondary to their mental condition. OCD individuals
were also more likely to have decreased productivity due to
physical problems. Participants with OCD took an average of
one psychotropic and were very likely to experience trouble-
some side effects, in particular sleepiness and nervousness.

OCD callers reported as the main reasons for contacting the
ADAA: 1) To obtain written information, links to books or
articles; 2) To obtain the name of support group in their area
and to learn how to cope with anxiety problem; 3) To obtain
the name of a professional in their area; and 4) To obtain infor-
mation on medications.
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