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Background. The overlap between obsessive compulsive personality disorder (OCPD) and obsessive compulsive disorder
(OCD) has received increasing recognition and continues to be a source of much debate. With the advent of new research
methodologies, researchers have attempted to distinguish whether OCPD and OCD are two distinct phenomena that can
co-occur or whether they are similar, overlapping constructs. 
Methods. MEDLINE was used to systematically review the OCPD and OCD literature published between 1991 and 2004.
Results. Using the more stringent DSM-IV criteria, results from OCD clinical samples suggest that the majority of
individuals with OCD (75%) do not have OCPD. Similarly, results from personality disorder samples suggest that the
majority of individuals with OCPD (80%) do not have OCD.
Conclusions. While there is evidence that OCD and OCPD are linked, the literature does not support either one as a
necessary or sufficient component of the other.
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INTRODUCTION

The overlap between obsessive compulsive personality dis-
order (OCPD) and obsessive compulsive disorder (OCD) has
long been a source of controversy. Early clinical descriptions
of the two were often indistinguishable. In some of his early
work on OCD, Pierre Janet described personality characteris-
tics of perfectionism, indecisiveness and restricted emotional
expression as preceding the onset of OCD (1). Roughly 30
years later, however, Sir Aubrey Lewis (2) concluded that
although some patients with OCD had compulsive personality
traits, just as many did not (3). This controversy persists as cli-
nicians and researchers use revised methods to examine
whether these phenomena should be considered similar, over-

lapping entities or whether they are better characterized as
distinct.

There have been three reviews of the literature on the comor-
bidity of OCD and OCPD. Pollack (4) reviewed studies that
examined co-occurence of obsessional neurosis and obsessional
personality and concluded that obsessional traits were not over-
represented in individuals with obsessional neurosis. Pollack
later updated this review with studies that continued to support
the two as independent entities that can co-occur (5). In this
review he highlighted the methodological limitations that pre-
cluded interpretations of relationships of OCPD and OCD such
as lack of control groups, valid measures of the two constructs,
and limitations of retrospective data. In a later review of all
published and unpublished studies on OCPD between 1980 and
1991, the same conclusion was drawn (6). To our knowledge,
there have been no systematic reviews of the literature derived
from studies in the last 14 years. In this article, we supplement
previous reviews by examining subsequent empirical studies of
OCPD and OCD. Specifically, we focus on similarities and
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differences in symptom presentation, etiology, and course of
illness, familial relationships and treatment response.

OBSESSIVE COMPULSIVE PERSONALITY DISORDER

Obsessive compulsive personality disorder (OCPD) is a
chronic maladaptive pattern of excessive perfectionism and need
for control over the environment that affects all domains of an
individual’s life. OCPD is characterized by eight personality
traits: rigidity, miserliness, perfectionism, overattention to detail,
excessive devotion to work, inability to discard worn or useless
items, hypermorality, and inability to delegate tasks (7). The
onset is considered to be early adulthood, but most individuals
with this difficulty describe having these traits since childhood.

Categorical Classification

OCPD, along with Dependent and Avoidant Personality
Disorder is categorized under the Cluster C personality disor-
ders of DSM-IV. These disorders are characterized by anxiety
and fearfulness and are generally viewed as the most treatment
responsive and have shown the best results with brief cognitive
and psychodynamic treatment protocols (8,9). The DSM crite-
ria for OCPD have undergone substantial changes over the past
several decades which has posed obstacles to studying the
disorder (10).

Criteria for OCPD have changed considerably over the past
several decades. Of Janet’s traits of perfectionism, indecisive-
ness and emotional aloofness, only perfectionism has been
retained in our current conceptualization of OCPD as described
in DSM-IV (7). OCPD was first included in DSM-II (11) based
on Freud’s obsessive personality or anal-erotic character style.
In response to confusion between OCD and OCPD, the name
changed to “Compulsive Personality” in DSM-III (12) and the
diagnosis could be assigned if one met 4 out of 5 symptoms.
The next set of revisions stemmed from Freud’s original notion
of the anal character characterized by orderliness, parsimony
and obstinacy (13) and expanded by Abraham’s description of
the anal character (14) which led to 4 new criteria being added
(preoccupation with details, overconscientiousness, miserly
spending style, and hoarding) in DSM-III-R (15). Finally,
DSM-IV (7) dropped 2 criteria (restricted expression of affect
and indecisiveness) largely based on reviews of the empirical
literature that found these traits lacked internal consistency (6).
Baer and Jenike (10) point out that only 3 of the original 5 cri-
teria have persisted since DSM-III: perfectionism, excessive
work devotion, and stubbornness.

Dimensional Classification

An alternative to the categorical classification approach of
the DSM-IV is characterizing personality based on dimensions

of normal personality traits rather than qualitatively different
constructs. According to this model, individuals with personal-
ity disorders represent extreme ends of normal personality
traits. The five-factor model (FFM) is one of the most widely
used dimensional classification systems. Five basic personality
dimensions were empirically derived: Neuroticism (N), Extro-
version (E), Openness to Experience (O), Agreeableness (A),
and Conscientiousness (C) (16). This model has been exten-
sively researched and its use is supported across ages and cul-
tures. It has also demonstrated good temporal stability and
psychometric properties (17). Each of the five dimensions can
be further differentiated into six underlying facets. For example,
high scores on Conscientiousness are associated with being
well-organized, having high standards and being goal-oriented.
Low scores are associated with being easy-going, disorga-
nized, or careless and spontaneous. It is made up of six facets:
competence, order, dutifulness, achievement striving, self-dis-
cipline, and deliberation. OCPD is associated with high scores
on all facets of conscientiousness (18). It is also associated
with low scores on 4 of the 6 facets of openness to experience
(O), high scores on anxiousness (N), and low scores on impul-
siveness (N) and excitement-seeking (E). In contrast, OCD
appears to be associated with high levels of Neuroticism,
Extraversion, and Conscientiousness (19,20).

Some evidence suggests that OCPD affects approximately
1% of community and 3–10% of clinical samples (7). Data
from the two large epidemiological samples suggest that
1–2% of individuals may meet DSM-IV criteria for OCPD
(21,27). More recently, a study using DSM-IV criteria for per-
sonality disorders in a large representative community sample
(N = 43,093), found OCPD rates of 7.8%, making it the most
common personality disorder among adults in the United
States (22). These rates were remarkably high and may have
been an artifact of the instrument used. This study used the
NIAAA Alcohol Use Disorder and Associated Disabilities
Interview Schedule-DSM-IV version, a structured diagnostic
interview specifically designed for lay interviewers. Compulsive
traits are often difficult to distinguish from personality disorder
symptoms and thus self-report or lay-person administered
instruments tend to overestimate the presence of a personality
disorder (23,24).

Ethnic minorities in the United States seem to be underrep-
resented in clinical settings but similar prevalence rates have
been found in the general population and cross-culturally (25).
The Longitudinal Study of Personality Disorders (CLPS) has
reported distribution of ethnicity across four personality disor-
ders including OCPD. In this clinical sample, approximately
half met criteria for OCPD and this was evenly distributed
among Caucasian, African-American and Hispanic participants
(26). However, the prevalence rates for OCPD in the general
U.S. population were significantly lower for Asians and
Hispanics relative to Caucasians and African-Americans (22).

Epidemiological studies of OCPD have reported mixed
results in terms of gender representation. Although there is yet
no evidence of gender differences in community samples using
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DSM-IV criteria (22), some studies have found OCPD to be
twice as common in men in clinical populations (7), while
other have found no gender differences (26,28,29).

Few researchers have examined the prevalence of OCPD in
children. Using a structured interview developed specifically
for this study, researchers found 13.5% of children ages 9–19
(n = 733) met criteria for OCPD, making it the most frequent
disorder in this large community sample of children (30). In
this same study, OCPD (as well as other personality disorders),
was associated with greater risk of Axis I psychopathology,
depressive symptoms, and social impairment (30). However,
unlike other personality disorders, children with OCPD were
not at risk for academic impairment. Another study using the
Personality Disorder Examination (PDE) in an adolescent
community sample (n = 299), found that no adolescent met full
DSM-III-R criteria for OCPD and only 8% had elevated OCPD
dimensional scores (31). In a follow-up study of adolescents
with personality disorders, 32% of adolescents initially diag-
nosed with OCPD met criteria for OCPD at a follow-up inter-
view two years later (30). Odds ratios indicated that children
were four times as likely to receive an OCPD diagnosis at the
2-year follow-up if they had been initially diagnosed with
moderate levels of OCPD and 15 times more likely to continue
to have an OCPD diagnosis if they initially had severe symp-
toms (27% persisted).

Compared to other personality disorders, OCPD is associ-
ated with the least overall functional impairment (32). How-
ever, this same study found that almost 90% had at least
moderate impairment in at least one area of functioning (16).
OCPD is not viewed as one of the “severe” personality disor-
ders but can cause substantial impact on quality of life and has
been associated with the development of secondary psychiatric
and physical disorders.

OBSESSIVE COMPULSIVE DISORDER

Obsessive Compulsive Disorder (OCD) is a psychiatric ill-
ness characterized by obsessions (recurring distressing ideas or
images) and compulsions (recurring behaviors designed to
decrease anxiety caused by obsessions). Although OCD occurs
fairly frequently and is often quite disabling, it is still an under-
recognized disorder in many settings including primary care
clinics.

Studies have shown that the most common obsession is
fear of contamination, followed by pathologic doubt, somatic
obsessions, and need for symmetry. The most common com-
pulsion is checking, followed by washing, counting, and a
need to ask or confess (33). Children with OCD present most
commonly with washing compulsions, followed by repeating
rituals (34,35).

Most people have multiple obsessions and compulsions
over time, with a particular fear or concern dominating the
clinical picture at any one time. The presence of pure obses-
sions without compulsions is unusual. Patients who appear

to have obsessions alone frequently have reassurance rituals
or unrecognized mental compulsions—such as repetitive,
ritualized praying—in addition to their obsessions. Pure
compulsions are extremely rare. In addition, OCD frequently
co-occurs with other psychiatric disorders, such as depres-
sion, anxiety disorders, tic disorders, and attention deficit
disorder (36)

Although recently regarded as a rare disorder, results of the
National Epidemiology Catchment Area (ECA) Survey found
that OCD was the fourth most common psychiatric disorder
(following the phobias, substance use disorders, and major
depression) with a lifetime prevalence of 2–3% (25). OCD is
now considered a common psychiatric illness not only in this
country but worldwide based on epidemiologic studies of psy-
chiatric illness conducted in other countries (37). Lifetime
prevalence rates for OCD in children are estimated be about
1.9% (38).

In addition to its prevalence being higher than many other
psychiatric disorders including panic disorder and schizo-
phrenia, OCD frequently causes significant morbidity.
Recently, OCD was found to be the tenth leading cause of
morbidity worldwide according to the most recent World
Health Organization study survey (39) and has been shown
to have a detrimental impact on social functioning and
employment (40,41).

Examining the development of OCD retrospectively in
90 adults, one study found that a substantial proportion of
the OCD patients endorsed having perfectionism, hyper-
morality, ambivalence, and excessive devotion to work
prior to the onset of their OCD (33). This constellation of
traits, similar to those described by Janet, may be the
precursor of the adult OCPD. This finding also suggests
that there may be a subtype or phenotype of OCD character-
ized by OCPD traits as well as compulsions related to
perfectionism, e.g., symmetry compulsions, the need to do
things “just right,” or compulsions driven by a sense of
incompleteness.

CO-OCCURRENCE OF OCPD AND OCD

Co-occurrence of OCPD and OCD has been reported in
numerous studies. In Table 1 we summarize the studies
that have used semi-structured diagnostic interviews with
established psychometric properties. We did not include
studies that used self-report questionnaires as their only
method of diagnosing OCPD because this methodology
tends to yield high false-positive rates of disorders (23,24).
Studies using DSM-III and DSM-III-R criteria for OCPD
have shown some variability in prevalence rates. Three
studies using the stringent DSM-III criteria found rates
of OCPD among patients with OCD to range from 0–28%
(42–44). Of the four studies that reported other Axis II
disorders, Cluster C disorders were seen more frequently in
patients with OCD. A total of 12 studies used the more
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lenient DSM-III-R criteria which required 5 out of 9 crite-
ria to be present. Prevalence rates ranged from 3% (45) to
31% (46).

More recently, studies utilizing the current DSM-IV criteria
have consistently found similar rates of OCPD ranging from
23% to 32% (20,28,29). There is a lack of evidence supporting
OCPD to be the most frequent personality disorder in OCD
samples. However, these results suggest that individuals with
OCD who have a personality disorder, are likely to have a
Cluster C disorder (OCPD, Avoidant, Dependent).

To test the specificity of OCPD to OCD, some studies have
used comparison groups of patients with other anxiety disor-
ders or healthy controls. OCPD rates are consistently higher in
individuals with OCD than in healthy community controls
using DSM-III-R criteria (20) as well as DSM-IV criteria (29).
However, rates of OCPD in individuals with other anxiety dis-
orders have been found to be equivocal in some studies (29)
and significantly less in other studies (46,47).

Two follow-up studies of individuals treated for OCD in
childhood assessed the presence of OCD and OCPD in adult-
hood (34,35). The first study used a controlled follow-up design
to reassess children that had been hospitalized for OCD and
those that had been hospitalized for other psychiatric problems
(35). They found that both groups had similar rates of person-
ality disorders (68% vs. 61%), and specifically OCPD (17%
vs. 10%, p > 0.05). The second study consisted of a sample of
55 out of 116 patients who had treatment for pediatric OCD at
a child psychiatry clinic (34). Of these 55 participants, 36% met
criteria for a personality disorder, and 25% met criteria for
OCPD. Both these studies reported that about half of individuals

treated for OCD in childhood continued to have OCD symptoms
at follow-up. Those with persistent OCD were just as likely to
have OCPD as those whose OCD symptoms had remitted.

More recently, reports from the Collaborative Longitudinal
Personality Disorders Study (CLPS) have investigated the link
between the two disorders in a large sample of individuals with
personality disorders (50). The study found that 20.9% of their
subjects with DSM-IV OCPD met criteria for OCD, although
this was not significantly higher than the rates of OCD in the
other CLPS personality disorders (51).

FAMILY HISTORY

Examining a family link between the disorders, one study
found a significantly greater frequency of OCPD in first degree
relatives of OCD probands compared to relatives of control
probands (11.6% vs. 5.8%, p = 0.02) (20). Many parents of
children with OCD have OCPD (52–54). However, probands
with OCPD do not appear to be more likely to have relatives
with OCD (55).

POSSIBLE ETIOLOGICAL SIMILARITIES

Early psychoanalysts were the first to give significant atten-
tion to factors that contribute to the development of OCPD
(13,14). Developmental factors stemming from fixation at the
anal stage due to inappropriate toilet training were viewed as
percursor (56). Both OCD and OCPD were viewed as stem-
ming from defense mechanisms warding off feelings of uncon-
scious guilt, shame, insecurity. In addition, dynamics within
the family (anger, hostility, and inconsistent parenting) have
also been hypothesized as a causal link in the development of
OCPD (55,56). However, there is very little empirical support
for these models.

Genetic models have investigated a link between OCPD,
personality factors and comorbid disorders such as OCD and
Tourette’s (57). OCPD may be related to the adult personality
trait of conscientiousness constraint and the childhood temper-
ament of attentional self-regulation, both of which have dem-
onstrated substantial heritability. Others have described a
diathesis-stress model of OCPD. Individuals who are geneti-
cally predisposed to OCPD are likely to develop Axis I symp-
toms when they experience psychosocial stressors (58).

DIAGNOSTIC DIFFICULTIES

Similarities in phenomenology often make it difficult to
differentiate between OCPD and OCD. For example, exces-
sive list-making may be viewed as a compulsion if it is repet-
itive, time-consuming and distressing. Excessive list-making
is also mentioned as an example of preoccupation with details
in DSM-IVs description of OCPD. Similarly, perfectionism is

Table 1 Co-Occurrence of OCPD in OCD Clinical Samples1

Criteria Measure2
OCD Sample 
Size (N) OCPD (%)

DSM-III (42) SIDP 96 6
DSM-III (43) SIDP 32 28
DSM-III (44) SIDP 114 19
DSM-III-R (83) SIDP-R 55 16
DSM-III-R (82) SIDP-R 29 31
DSM-III-R (47) PDE 80 08
DSM-III-R (46) SIDP-R 88 31
DSM-III-R (85) SCID-II 51 18
DSM-III-R (86) SCID-II 75 12
DSM-III-R (87) SCID-II 16 11
DSM-III-R (88) SCID-II 94 16
DSM-III-R (89) SCID-II 21 05
DSM-III-R (45) SIDP-R 30 03
DSM-III-R (90) SCID-II 25 28
DSM-III-R (91) SIDP-R 40 18
DSM-IV (29) SCID-II 109 23
DSM-IV (20) SIDP-R 72 32
DSM-IV (28) SCID-II 197 25

1Only studies using standardized, semi-structured diagnostic interviews are
listed.
2SIDP = Structured Interview for DSM Personality Disorders, PDE = Personal-
ity Disorder Examination, SCID-II = Structured Clinical Interview for DSM-IV
Axis II Personality Disorders.
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an OCPD criterion and a symptom of OCD if it involves need
for order, symmetry and arranging. A third symptom, hoard-
ing, is also considered both a compulsion (found in OCD) and
as an OCPD criterion in DSM-IV. In fact, the DSM-IV states
that if hoarding is extreme, an additional diagnosis of OCD
should be given. Although OCPD and OCD are conceptual-
ized as separate disorders, there is clearly redundancy
between the two disorders regarding several symptoms.
Given that you only need four criteria for the diagnosis of
OCPD, an individual with OCD hoarding and ordering/
arranging compulsions would only need to endorse one more
criterion (e.g., stubborn/rigidity) to establish the diagnosis of
OCPD.

The frequency of several OCPD traits in patients with
OCD further complicates diagnosis. Although perfectionism
is a relatively common trait in OCD patients, the distinction
between OCD and OCPD is important, and several guidelines
may be useful in distinguishing between them. Both individu-
als with OCD and OCPD may be excessively involved in
tasks that require an inordinate attention to details, such as
time occupying extensive list-making. However, unlike
OCPD, OCD is characterized by distressing, time-consuming
ego-dystonic obsessions and repetitive rituals aimed at dimin-
ishing the distress engendered by obsessional thinking. One
of the hallmarks that has traditionally been used to distin-
guish OCD from OCPD is that OCPD features are considered
ego-syntonic. In the example of excessive list-making, a
patient with OCD makes lists because they are afraid they
will be responsible for something terrible happening if they
do not follow their list exactly. In contrast, a person with
OCPD will justify excessive list-making with the rationale
that it is a reasonable use of their time and prevents them
from forgetting important tasks.

Typically, individuals with OCPD seek treatment because
of family turmoil caused by the patient’s need to have others
conform to his or her way of doing household tasks (59).
While the patient believes that they are doing these tasks
“correctly” their insistence that others also do so frequently
leads to family or marital discord leading to treatment seek-
ing. For example, a young married professional insisted that
his wife go to bed every night before he did so that he could
“straighten up the house” and know that it would be exactly
as he left it when he awoke the next morning. In contrast,
individuals with OCD who are preoccupied with orderliness,
exactness and symmetry feel compelled to spend hours daily
making sure their book shelves are exactly lined up but feel
trapped by having to do this, experience considerable distress
about this need and seek treatment to decrease their distress
and anxiety. While useful, these guidelines are not absolute,
and some patients defy easy categorization. Some patients,
for example, spend hours each day engaged in ego-syntonic
behaviors such as excessive cleaning; such patients may seek
treatment not because they are disturbed by their behaviors,
but because of problems in functioning or family friction
caused by the behaviors. It may be helpful with such patients

to determine if they have other obsessions and compulsions
in addition to their excessive cleaning which would support a
diagnosis of OCD.

TREATMENT

Treatment studies of OCPD are rare. In one study, 14
patients were treated with one year of supportive-expressive
psychodynamic therapy (60). Most patients failed to meet diag-
nostic criteria for OCPD after 4 months of treatment, and at the
end of one year, only 15% continued to meet criteria for OCPD
(46). Cognitive therapy may also be useful for OCPD by
addressing the irrationality of thoughts stemming from exces-
sive conscientiousness, moralism, perfectionism, devotion to
work, and stubbornness. There is no empirical evidence for
pharmacological interventions for OCPD (61).

The ego-syntonic nature of symptoms and a lack of occupa-
tional impairment will contribute to a lack of motivation to
seek treatment in many individuals with OCPD. However,
many will often seek treatment for disorders and problems that
are secondary to OCPD, including anxiety disorders, health
problems (e.g., cardiovascular disorders), and relational prob-
lems (marital, familial, occupational). Treatment may be com-
plicated by their inability to appreciate the contribution of their
personality to these problems and disorders (62). The use of
psychotherapy techniques that directly target interpersonal dis-
tress may, therefore, be a promising avenue of treatment.

In contrast, a wealth of data support the use of both pharma-
cologic and behavioral therapies in the treatment of OCD. The
principal pharmacologic agents used to treat OCD are the
serotonin-reuptake inhibitor (SRI) clomipramine, and the
selective serotonin reuptake inhibitors (SSRIs), fluoxetine, flu-
voxamine, sertraline, and paroxetine, all of which have U.S.
Food and Drug Administration approval for treating OCD.
Double blind placebo controlled trials with these SSRIs have
established their efficacy in OCD (63–67). Three of these
SRIs, clomipramine, fluvoxamine and sertraline, have been
approved for use in children and adolescents with this disorder.
There is accumulating evidence regarding the efficacy of cit-
alopram and venlafaxine although they do not currently have
an FDA indication for OCD (68,69).

Behavioral therapy, specifically exposure and ritual preven-
tion, is considered the treatment of choice for individuals with
mild to moderate symptoms of OCD. Sixty-five to 85% of
patients who complete a trial of exposure and ritual improve
immediately after treatment and maintain gains at follow-up
assessments from 3 months to 6 years (70,71).

Cognitive therapy has also been shown to be effective in
reducing OCD symptoms (72). Cognitive therapy is based on
the premise that an individual’s appraisal or interpretation of
intrusive thoughts is what causes the anxiety (73,74). For
example, most individuals experience fleeting thoughts of
harming others, but individuals with OCD assign importance
to that thought (e.g., “If I had this thought, it must mean that I
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can act on it”). During cognitive therapy, the patient learns to
identify maladaptive thoughts that maintain their OCD symp-
toms and how to use various techniques to realistically evalu-
ate these thoughts in order to generate more adaptive patterns
of thinking (75).

The presence of personality disorders is associated with
decreased treatment gains in treatments of anxiety and depres-
sive disorders (76–78). In the OCD literature, presence of
schizotypal personality disorder or multiple personality disor-
ders is associated with a poor prognosis for behavior therapy
(79) and medication treatment of OCD (80,81). The impact of
OCPD on treatment response for OCD is less clear. Some stud-
ies have found a negative impact on pharmacological treatment
(82) but others have not found significant differences (83).

CONCLUSIONS

While the precise estimates of OCPD in subjects with OCD
have varied considerably, recent studies suggest that 25% of
individuals with OCD also have OCPD. The majority of indi-
viduals with OCD do not have OCPD which does not support
theories of OCPD as a developmental precondition for OCD.
However, individuals with OCD and other anxiety disorders
are much more likely to have OCPD than individuals who do
not have psychiatric disorders. Results from personality disor-
der samples show that individuals with OCPD are not more
likely to develop OCD than to develop other Axis I disorders.
Future research focusing on prospective studies of individuals
with OCPD personality traits could help shed light on whether
these traits represent psychological vulnerabilities to anxiety
disorders.

Categorical classifications of OCD and OCPD encompass
heterogenous groups of individuals. Studying more homoge-
nous groups such as OCD symptom subtypes and/or specific
personality traits may be a more fruitful way to explore the
relationship between these two constructs.

Finally, there is a paucity of research on treatment interven-
tions for OCPD. There is also very little known on the impact
of OCPD on the course of OCD. Identifying subtypes of OCD
or OCPD that have differential responses to treatment will lead
to improved interventions at ameliorating the overall prognosis
of the disorders.
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