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Objective: Relative to other mental dis-
orders, the prevalence of obsessive-com-
pulsive disorder (OCD) in the general pop-
ulation is not well established. Some
epidemiological surveys have determined
the prevalence of DSM-III OCD, but this is
one of the first reports, to the authors’
knowledge, of DSM-IV OCD’s prevalence.

Method: Data from the Australian Na-
tional Survey of Mental Health and Well-
Being, a nationally representative epide-
miological survey of mental disorders,
were analyzed. The prevalence and as-
sociated characteristics of DSM-IV OCD
were identified, and then the data were

rescored for DSM-III OCD. Cases defined by
each system were compared.

Results: The 12-month prevalence of
DSM-IV OCD was 0.6%, considerably less
than found in surveys employing DSM-III
diagnostic criteria. DSM-IV OCD showed
significantly higher levels of comorbidity,
disability, health service use, and treat-
ment received.

Conclusions: Changes in the reported
prevalence and severity of OCD between
DSM-III and DSM-IV cases are most likely a
function of the differences in diagnostic
criteria between DSM-III and DSM-IV.

(Am J Psychiatry 2005; 162:876–882)

Obsessive-compulsive disorder (OCD) is a chronic
and debilitating condition of which the prevalence in the
general population remains somewhat controversial. Early
investigations suggested that OCD was a relatively rare
condition, with Black (1) reporting that only 3% of all neu-
rotic patients from a series of studies were diagnosed as
obsessional and Woodruff and Pitts (2) estimating that
OCD affects a mere 0.05% of the population. Karno et al. (3)
reported the lifetime prevalence rate of DSM-III OCD in
the Epidemiologic Catchment Area (ECA) studies as 2.5%,
averaged across five U.S. catchment areas. The point prev-
alence (2 weeks) was 1.2%, and the annual prevalence was
1.6%. The Cross National Collaborative Group (4) summa-
rized the findings from the various DSM-III studies and re-
ported lifetime prevalence rates in seven countries as rang-
ing from a low of 0.7% (in Taiwan) to a high of 2.5% (in
Puerto Rico). Taiwan excluded, the 12-month prevalence
rates across the other sites were consistent; the U.S. study
reported 1.3%; Edmonton, Canada 1.4%; Puerto Rico 1.8%;
Munich 1.6%; and Korea and New Zealand 1.1%.

The findings of higher-than-expected rates of OCD in
epidemiological studies resulted in OCD being labeled a
“hidden epidemic” (5) and being ranked 20th in the Global
Burden of Disease studies among all diseases as a cause of
disability-adjusted life years lost in developed countries
(6). Subsequent investigations cast some doubt on the reli-
ability of the results obtained in these epidemiological
studies. Nelson and Rice (7) examined the temporal stabil-
ity of the lifetime National Institute of Mental Health Diag-
nostic Interview Schedule (DIS) diagnosis of DSM-III OCD
by reinterviewing ECA subjects (wave 1) with a positive di-

agnosis of OCD 12 months later (wave 2). The authors re-
ported a kappa statistic of 0.2, with only 19% of the original
291 subjects reporting lifetime OCD at wave 1 receiving a
similar diagnosis at wave 2. Because of these findings, the
authors concluded that the wave 1 lifetime prevalence may
have been largely made up of false positives and that the
validity of DIS-diagnosed OCD is questionable. Stein et al.
(8) also cast doubt on the validity of the DSM-III epidemio-
logical data. The authors examined the prevalence of DSM-
IV OCD in 2,261 Canadian subjects who were interviewed
by lay interviewers over the telephone. The study used a
modified version of the Composite International Diagnos-
tic Interview and noted a 1-month prevalence rate of 3.1%.
However, when a subgroup of positively diagnosed OCD
subjects was reinterviewed by clinicians using a structured
clinical interview (the Structured Clinical Interview for
DSM-IV), the 1-month prevalence rate fell to 0.6%, with a
further 0.6% fulfilling the authors’ criteria for subclinical
OCD. The main source of discrepancy was the tendency for
respondents to label everyday sources of “worry, concern,
preoccupation or interests as obsessions” (8, p. 1123),
which lay interviewers were unable to differentiate from
true obsessions, as well as a tendency for respondents to
overestimate the degree of disability or distress associated
with the symptoms.

Up to 80% of the general population may experience in-
trusive, unpleasant, unwanted thoughts similar to those
seen in OCD (9, 10), albeit to a less distressing and frequent
degree than in OCD. More than half the population may en-
gage in ritualized behavior (11), also to a less distressing de-
gree than clinical subjects. The possibility that OCD diag-
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nosed with the DIS/Composite International Diagnostic
Interview is overinclusive because of its inability to deter-
mine the frequency, distress, and disability of obsessive-
compulsive symptoms is not surprising. Similarly, the find-
ing that everyday worries were often confounded with ob-
sessions is not surprising, particularly because one item
that makes up the diagnosis of OCD in the DIS and the
Composite International Diagnostic Interview (version 1.1)
includes “persistent or unpleasant thoughts that relatives
who are away have been hurt or killed,” a symptom more in
keeping with generalized anxiety disorder than with OCD.

Possible inaccuracies in the reported DSM-III preva-
lence rates were also noted by Karno and Golding (12),
who suggested that more refined definitions of obsessions
and compulsions associated with DSM-III-R would “re-
duce the number of ‘borderline’ cases in future epidemio-
logical studies employing the revised criteria and will pro-
duce a slight lowering of prevalence rates” (12, p. 207).
Changes in the DSM-III-R and DSM-IV diagnostic criteria
have indeed focused on better defining obsessions and
compulsions while also emphasizing the degree of distress
and impairment required for the diagnosis to be positive.
For example, DSM-III suggests that “obsessions or com-
pulsions are a significant source of distress to the individ-
ual or interfere with social or role functioning” (p. 235).
DSM-IV notes that the obsessions or compulsions should
be recognized at some point as “excessive or unreason-
able” and that they “cause marked distress, are time con-
suming, or significantly interfere with the person’s normal
routine, occupational (or academic) functioning or usual
social activities or relationships” (p. 423). Of equal impor-
tance, DSM-IV specifically excludes other axis I disorders
that may confound the diagnosis. Thus, the prevalence of
OCD may also be affected by the changes in the diagnostic
criteria from DSM-III to DSM-IV.

The purpose of the current study was twofold: first, to
report on the prevalence of DSM-IV OCD in Australia, as
determined in the Australian National Survey of Mental
Health and Well-Being, and second, to examine the preva-
lence rates when the data are rescored according to the
DSM-III diagnostic criteria. This was the first such analy-
sis in a nationally representative survey.

Method

Survey Design and Sample

The Australian National Survey of Mental Health and Well-Be-
ing was a nationwide household survey of adults conducted in
1997. It aimed to determine the prevalence of both ICD-10 and
DSM-IV mental disorders in the community and to describe their
associated disability and service use. The overall method and de-
sign of the survey have been described in detail elsewhere (13).
The interview was computerized and conducted by trained inter-
viewers from the Australian Bureau of Statistics, a statutory body
responsible for conducting such surveys using ethical protocols
that include written informed consent. The Australian Bureau of
Statistics employed a stratified multistage sampling process re-
sulting in a sample of 10,641 persons over the age of 18, a response

rate of 78.1%. The sample was weighted to conform to the age and
sex distribution of the Australian population and to account for
the probability of selection.

Assessment of Diagnosis

DSM-IV diagnoses of OCD and other anxiety, affective, and sub-
stance use disorders were made by using the Composite Interna-
tional Diagnostic Interview (version 2.1). The presence of DSM-IV
obsessions was assessed with 10 separate questions. The first two
asked about unpleasant, intrusive, inappropriate, and persistent
thoughts, such as “the idea that your hands are dirty or have germs
on them” or “the idea that you might harm someone, even though
you really didn’t want to.” If either of these questions was answered
positively, eight remaining questions asked about attempts to sup-
press the thoughts; the excessiveness, unreasonableness, distress,
and interference in normal functioning caused by the thoughts;
whether the thoughts were time-consuming; and whether they
were exclusively related to the symptoms of a comorbid axis I dis-
order. The presence of DSM-IV compulsions was then assessed
with 10 questions. The first four questions asked about four differ-
ent types of repetitive behaviors: “doing something over and over
again…things like washing their hands…or going back several
times to make sure they’ve locked the door or turned off the stove”;
“doing something in a certain order, like getting dressed”; “count-
ing something like the squares in a tile floor”; and “saying certain
words over and over, either aloud or to yourself.” The remaining six
questions asked about the excessiveness, unreasonableness, dis-
tress, and interference in normal functioning caused by the com-
pulsions; whether they were time-consuming; and whether they
were exclusively related to the symptoms of a comorbid axis I dis-
order. All symptoms were assessed for their presence within the 12
months before the interview. One-month diagnoses were derived
from 12-month diagnoses by restricting the sample to those who
experienced the symptoms in the 4 weeks before the interview. Per-
sonality disorder diagnoses were made with the use of a screening
questionnaire for personality disorders (14). This screening ques-
tionnaire was not a fully standardized diagnostic interview for per-
sonality disorders but was included in the interview to provide a
tentative estimate of the prevalence of personality disturbance.

Assessment of Disability

Three measures of disability are reported. The Medical Out-
comes Study 12-Item Short-Form Health Survey (15) is a measure
of disablement. It has two regression-weighted scales: a mental
health summary scale and a physical health summary scale. The
continuous scales are scored such that the mean is 50 and the
standard deviation is 10. Higher scores indicate less disability.
The role functioning scale of the Brief Disability Questionnaire
(16) assesses the extent to which physical and social role activities
have been limited in the 4 weeks before the interview. The Dis-
ability Days Scale (17) is a summary measure of the number of
days in the past 4 weeks that an individual has been unable to
perform or has had to cut down on his or her normal activities be-
cause of ill health. For ease of interpretation, scores on the three
continuous measures of disability were transformed into z scores
(calculated as the individual score minus the mean of all scores
divided by the standard deviation of all scores). Thus, when these
measures are used as independent variables in logistic regression
analyses, the resultant odds ratios represent a one standard devi-
ation—as opposed to a 1-point—shift in the disability measure.

Assessment of Service Use and Treatment Received

The respondents were asked about both inpatient and out-
patient service use in the 12 months before the interview. If the
respondents had consulted any health professional, they were
asked how many times they had visited the office for mental
health problems, including “stress, anxiety, depression, or de-
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pendence on drugs or alcohol.” Those consulting for mental
health problems were asked about the type of help received.

Analysis

Odds ratios were derived from logistic regression models and
are presented as either unadjusted odds ratios derived from bi-
variate regression models where only one predictor was entered
into the model or adjusted odds ratios where some or all predic-
tors were entered into the model at the same time to obtain esti-
mates that account for the effects of other variables. Standard
errors around proportions and confidence intervals around odds
ratios were calculated with delete-one jackknife repeated repli-
cations (18) to account for the complex sampling design. The
SUDAAN software package, designed specifically for use with
complex survey samples, was used for all analyses (19).

Rescoring to Obtain DSM-III Diagnoses of OCD

Data were rescored to generate DSM-III OCD diagnoses. This
was made possible by the similarity between the items in the
Composite International Diagnostic Interview and the DIS that
assess OCD symptoms as well as the method that both instru-
ments employed to probe for clinical significance. To meet crite-
ria for DSM-III OCD, the respondents were required to meet two
criteria. First, a positive response on either of the two questions
about unpleasant, intrusive, inappropriate, and persistent
thoughts was needed, and then a positive response on one of the
three questions about engaging in repetitive behaviors was re-
quired (DSM-III criterion A). The question about cognitive com-
pulsions was not included because it was not considered part of
the DSM-III diagnosis of OCD. Second, a positive response to the
questions assessing distress and/or interference was required
(DSM-III criterion B). The exclusion rules in DSM-III criterion C
were not operationalized. The modifications to the scoring algo-
rithm used in the current study are available from Dr. Slade.

Results

Prevalence and Demographic Correlates 
of DSM-IV OCD

The weighted prevalence of 12- and 1-month DSM-IV
OCD by age and sex is shown in Table 1. A total of 81 sub-
jects (0.6%) were assigned a 12-month diagnosis of OCD.
The weighted 1-month prevalence was 0.5%. The average
age at onset was 27 years (SE=4.5) for men and 25 years
(SE=3.1) for women.

Unadjusted and adjusted demographic correlates of 12-
month DSM-IV OCD were calculated. No differences be-
tween people with OCD and the remainder of the sample
were noted for sex, marital status, education, language
spoken at home, migration status, urbanicity, or house-
hold composition. There was a significantly higher preva-
lence of OCD among those who were unemployed and

those who were not in the labor force than among those
who were employed (adjusted odds ratio=8.7 and 4.3, re-
spectively), and older individuals (>55 years) were signifi-
cantly less likely than those in younger age groups to have
OCD (adjusted odds ratio=0.1).

Comorbidity

Comorbidity was common. The percents of DSM-IV
OCD subjects who also met criteria for other DSM-IV dis-
orders are shown in Table 2. Overall, individuals with OCD
were significantly more likely than people without OCD to
have met criteria for at least one affective, anxiety, sub-
stance use, or personality disorder (odds ratio=16.4), with
79.7% of those with OCD having another disorder. OCD
subjects were also significantly more likely to have two
(odds ratio=10.6) and three or more other disorders (odds
ratio=57.8) than those without a diagnosis of OCD, with
46% of individuals with OCD meeting the criteria for three
or more disorders in the 12 months before the interview.

Among the individual disorders, comorbidity with major
depression was highest at 54% (odds ratio=5.4). Although a
general association between OCD and any other anxiety
disorder was found (odds ratio=5.4), the presence of OCD
was significantly associated only with the presence of
panic disorder (odds ratio=3.9) and posttraumatic stress
disorder (odds ratio=2.4). No relationship was noted be-
tween OCD and substance use disorders. Although there
was a more general association between OCD and any per-
sonality disorder (odds ratio=3.3), there was no specific as-
sociation between OCD and anankastic personality disor-
der, the ICD-10 personality disorder that is most similar to
DSM-IV obsessive-compulsive personality disorder.

Disability, Health Service Use, 
and Treatment Received

Disability, health service use, and treatment received for
DSM-IV OCD are shown in Table 3. Compared to the rest of
the population, OCD was associated with significant dis-
ability, as measured by the mental component scale of the
12-Item Short-Form Health Survey (odds ratio=0.5; low
scores indicate high levels of disability), the role function-
ing scale of the Brief Disability Questionnaire (odds ratio=
1.6), and the Disability Days Scale (odds ratio=1.3).

The proportion of OCD subjects who consulted health
professionals in the 12 months before the interview was
consistent with the levels of disability. Fifty-nine percent of
those with OCD consulted at least one health professional

TABLE 1. Weighted Prevalence of DSM-IV Obsessive-Compulsive Disorder by Age and Sex in the Australian National Survey
of Mental Health and Well-Being

Age (years)

12-Month Prevalence (weighted) (N=81) 1-Month Prevalence (weighted) (N=64)

Men Women Total Men Women Total

% SE % SE % SE % SE % SE % SE
18–34 0.4 0.2 1.0 0.2 0.7 0.2 0.3 0.2 0.7 0.2 0.5 0.2
35–54 1.0 0.3 0.9 0.2 1.0 0.2 0.9 0.3 0.6 0.2 0.8 0.2
≥55 0.2 0.1 0.1 0.1 0.1 0.1 0.2 0.1 0.0 — 0.1 0.1
Total 0.6 0.1 0.7 0.1 0.6 0.1 0.5 0.1 0.5 0.1 0.5 0.1
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for a mental health problem, although many consulted
more than one professional. A general practitioner was
consulted by 53.2% of those with OCD and a psychologist
or psychiatrist by 28.6% of those with OCD. A summary of
the treatments received indicates that approximately half
of the OCD subjects who consulted any health professional
for a mental health problem received treatment of any
kind, and 42% received an evidence-based intervention.

Comparison of DSM-III and DSM-IV OCD

The overlap between the prevalence of DSM-IV and
DSM-III OCD is shown in Table 4. The weighted preva-
lence of 12-month DSM-III OCD was 2.1%, a prevalence
rate somewhat higher than the rates reported in the cross-
national sites but not markedly higher than Puerto Rico at
1.8% and Munich at 1.6%. It is possible for individuals to
meet both DSM-IV and DSM-III diagnostic criteria for
OCD. For statistical comparison purposes, two mutually
exclusive groups were constructed, one containing all
DSM-IV cases of OCD (N=81) and the other containing
DSM-III but not DSM-IV cases of OCD (N=172). These two
groups represent all DSM-III or DSM-IV OCD cases in the
sample. It should be noted that 89% of those with DSM-IV
OCD also met the criteria for DSM-III OCD.

Comparisons between the DSM-IV and DSM-III cases of
OCD are displayed in Table 5. DSM-IV subjects of OCD were
more severe on a number of levels. They were significantly
more likely among the 35–54-year-old age group compared
to the younger age group as well as among the unemployed
compared to the employed. DSM-IV OCD subjects were
more likely to have comorbid psychiatric disorders except
for substance use disorders (statistically significant odds ra-
tios ranged from 2.4 to 4.7). With control for the presence of
any comorbid disorder, DSM-IV OCD subjects were also
more likely than DSM-III cases to be disabled on two out of
the three disability measures, and they were more likely to
use health services and to receive treatment.

Discussion

The 12-month prevalence of DSM-IV OCD in Australia
was found to be 0.6% of the adult population, less than
that reported in epidemiological studies employing DSM-
III criteria. There are a number of general similarities be-
tween the current study and previous epidemiological in-
vestigations. First, the average age at onset of OCD was
26.1 years, similar to the age at onset reported in the U.S.
ECA survey (26.2 years) and in Edmonton and New
Zealand (27.2 years) (4). Second, the sex ratio of close to
one is similar to the majority of other epidemiological
studies. Third, there was a noteworthy decrease in preva-
lence of OCD in older age groups (>55 years). Fourth, the
high rate of OCD comorbidity with anxiety disorders and
affective disorders is noted in a number of epidemiologi-
cal and clinical studies. Overall, lower rates of alcohol and
substance abuse were found in the current 12-month Aus-

tralian cohort than in lifetime cohorts from other coun-
tries. The DSM-IV criteria for drug abuse or dependence
were fulfilled by 12.7% of those with 12-month DSM-IV
OCD in the current investigation, compared to a DSM-III
lifetime rate of 17.6% of the U.S. ECA survey OCD cohort
and 26.5% in Edmonton (12, 20).

There are a number of differences. In general, comorbid-
ity rates of OCD with affective and anxiety disorders are
higher in the current study than in previous investigations.
For example, in the U.S. ECA survey, Karno et al. (3) re-
ported that 31.7% of the OCD cohort met criteria for life-
time major depression, while 13.8% met the criteria for
panic disorder. Similar rates of lifetime depression (29.6%)
and panic (9.8%) were reported in Edmonton (20). In con-
trast, 12-month major depression was reported in 53.7% of
the OCD subjects in the current study, and panic (with and
without agoraphobia) was found in 28.6% of the OCD co-
hort. The fact that the current investigation focuses on 12-
month diagnoses while the U.S. ECA survey focused on life-
time diagnoses would suggest the opposite, i.e., that there
would be a higher rate of comorbidity in the lifetime stud-

TABLE 2. Weighted Prevalence for Comorbid DSM-IV Dis-
orders Among Persons With 12-Month DSM-IV Obsessive-
Compulsive Disorder (OCD)

Comorbid Disorders % SE
Odds 
Ratioa 95% CI

Model 1: individual disorders
Major depression 53.7 5.8 5.4** 2.9–10.1
Dysthymia 13.8 5.0 1.2 0.4–3.8
Panic with or without agorapho-

bia 28.6 5.0 3.9* 1.9–8.1
Agoraphobia 9.2 2.9 1.5 0.5–3.9
Generalized anxiety disorder 36.8 5.9 2.0 0.8–4.9
Social phobia 27.0 5.4 1.6 0.6–4.6
Posttraumatic stress disorder 23.1 4.1 2.4* 1.1–5.4
Alcohol abuse or dependence 15.1 4.4 0.9 0.4–2.1
Drug abuse or dependence 12.7 3.6 1.5 0.6–3.7
Anankastic personality disorder 22.8 4.4 1.6 0.7–3.4
Any other personality disorderb 41.6 5.5 2.4 1.0–5.9

Model 2: disorder groups
Any affective disorder 55.4 6.1 4.7** 2.5–8.9
Any anxiety disorderc 60.7 5.1 5.4** 2.7–10.7
Any substance use disorder 23.9 4.0 1.2 0.7–2.2
Any personality disorder 47.7 5.6 3.3* 1.7–6.3

Model 3: number of other disorders
No other disorders 20.3 5.8 1.0
One other disorder 23.7 5.3 7.6** 2.9–20.4
Two other disorders 10.1 3.9 10.6* 3.1–36.4
Three or more other disorders 46.0 5.3 57.8** 29.1–114.5

Model 4: any other disorderd 79.7 5.8 16.4** 7.5–36.1
a Odds ratios were calculated by using parameter estimates from lo-

gistic regression models. They represented the odds of having each
disorder (single or group) for persons with OCD compared to those
without OCD. The odds ratios were derived from four different
models: model 1=each single mental disorder controlled for the
presence of any other single mental disorder; model 2=each disor-
der group controlled for the presence of any other disorder groups;
model 3=a summary measure of the number of mental disorders
where no mental disorders was the reference category; and model
4=any disorder.

b OCD plus any personality disorder other than anankastic.
c OCD plus any anxiety disorder other than OCD.
d OCD plus any disorder other than OCD.
*p<0.05. **p<0.001.



880 Am J Psychiatry 162:5, May 2005

PREVALENCE OF DSM-III AND DSM-IV OCD

http://ajp.psychiatryonline.org

ies. This result tends to reinforce the notion that those ful-
filling DSM-IV OCD criteria in the current study were more
severely ill than those identified as suffering from OCD in
other epidemiological studies based on DSM-III criteria.

Further support for DSM-IV severity comes from rescor-
ing of the data according to DSM-III criteria. This resulted
in an additional 172 cases being assigned a positive diag-
nosis of OCD, translating to a weighted 12-month popula-
tion prevalence rate of 2.1%, a figure not unlike previous
epidemiological studies employing DSM-III criteria. How-
ever, noteworthy differences are evident when comparing
the features of the individuals assigned a DSM-III diagno-
sis of OCD (but not a DSM-IV diagnosis) to those assigned
a DSM-IV diagnosis. DSM-IV subjects were more comor-
bidly ill, more disabled, and more likely to seek treatment
and to receive a specific treatment. They were also signifi-
cantly more likely to be unemployed. Although an argu-
ment can be made that the increased disability of DSM-IV
subjects could be a function of greater levels of comorbid-
ity, control for the presence of any comorbid condition re-
sulted in the DSM-IV subjects remaining significantly
more disabled on the mental component scale of the 12-
Item Short-Form Health Survey and the role functioning
scale of the Brief Disability Questionnaire.

The DSM-IV 12-month prevalence rate of 0.6% and the 1-
month prevalence of 0.5% are almost identical to the 1-

month prevalence rate of 0.6% reported by Stein et al. (8)
when a proportion of the OCD subjects identified with the
Composite International Diagnostic Interview were reas-
sessed clinically. The instrument used in the current study
(the Composite International Diagnostic Interview [version
2.1]), also administered by lay interviewers, was designed to
specifically reflect the changes in the OCD diagnostic crite-
ria from DSM-III to DSM-IV. The current Composite Inter-
national Diagnostic Interview/DSM-IV diagnosis of OCD is
made on the basis of more clearly defined obsessions and
compulsions that include cognitive rituals and specific ex-
clusion of thoughts not directly associated with OCD. More
important, a positive diagnosis also requires ratings of un-
reasonableness, intrusiveness, distress, excessiveness, in-
terference, discomfort, and resistance. Thus, the difference
between the prevalence rates reported in the current study
and previous epidemiological studies may be a function of
changes to the diagnostic criteria and subsequent changes
in the instruments used to assess the disorder.

Traditionally, OCD has been regarded as a chronic, dis-
abling condition that was difficult to treat. The defining
criteria of the condition were intrusive thoughts and com-
pulsive rituals, and the early diagnostic systems reflected
such criteria. To a large extent, disability was assumed be-
cause only the severe and disabled came in for treatment
and were described in the literature. As the knowledge
base of OCD increased, refinements to the DSM criteria of
OCD as well as acknowledgment of the disability associ-
ated with the clinical presentation of the disorder resulted
in the application of more stringent diagnostic criteria. Al-
though this has led to a lower overall prevalence rate, the
higher degree of disability and comorbidity in the identi-
fied cases is more in keeping with the clinical presentation

TABLE 3. Disability, Health Service Use, and Treatment Received Among Persons With 12-Month DSM-IV Obsessive-
Compulsive Disorder

Variable Mean SE % SE Odds Ratioa 95% CI
Disability

Mental component scale of the Medical Outcomes Study 
12-Item Short-Form Health Survey 37.3 2.1 0.5** 0.4–0.7

Role functioning scale of the Brief Disability Questionnaire 3.7 0.4 1.6** 1.4–1.9
Disability Days Scale 8.3 1.4 1.3* 1.1–1.6

Health service use
Any health professional 59.3 5.1 4.5** 3.1–6.5
General practitioner 53.2 6.2 4.9** 3.2–7.5
Mental health professionalb 28.6 6.5 4.5** 2.4–8.6

Treatment received
Any treatment 55.1 5.8 4.3** 2.7–6.7
Information about illness 30.2 6.2 4.9** 2.8–8.9
Evidence-based treatmentc 42.3 5.4 3.5** 2.3–5.6
Nonspecific counselingd 41.7 5.5 4.0** 2.6–6.2
Social supporte 18.3 4.6 4.1** 2.2–8.0

a Odds ratios were calculated with parameter estimates from separate logistic regression models with control for the presence of any mental
disorder. Odds ratios for the three continuous measures of disability represented a one standard deviation shift in scores on the respective
disability measure.

b Psychiatrist, psychologist, or mental health team.
c Medicines, tablets, or cognitive behavior therapy.
d Psychotherapy or counseling.
e Help with house and money problems, help with the person’s ability to work, help with looking after themselves, help with meeting people,

or any other kind of help.
*p<0.05. **p<0.001.

TABLE 4. Overlap Between Prevalence of 12-Month DSM-IV
and DSM-III Obsessive-Compulsive Disorder (OCD)

DSM-III OCD

DSM-IV OCD

Negative Positive Total
Negative 10,388 9
Positive 172 72 244 (2.1%)
Total 81 (0.6%)
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of the disorder, and this in itself may be problematic in de-
termining the community prevalence of OCD.

Clearly, clinical presentation has informed changes in
the diagnostic criteria. While benefits have included bet-
ter definition and demarcation of obsessions and compul-
sions, it is more than likely that the more severely disabled
are seen for treatment, resulting in an artificially raised se-
verity threshold for a positive diagnosis. As noted in previ-
ous sections, obsessions and compulsions are common in
the community, although reported disability and interfer-
ence are less common. Ratings of disability and interfer-
ence are often subjective and do not take into account
such influencing factors as accommodation of symptoms,
embarrassment, or denial of interference. Although the
evidence is merely anecdotal, it is not uncommon for pa-
tients to be seen for treatment because of family or a sig-
nificant other’s insistence and to deny any interference or
disability. Similarly, it is not uncommon for loved ones and

health professionals to seek assistance for OCD sufferers
who refuse to acknowledge any difficulty as they accom-
modate their symptoms (e.g., getting up an hour early to
perform checking rituals before leaving home). Such com-
munity cases, the prevalence of which is unknown, would
not have been included in the current survey.

Other issues in the identification of positive cases also
need to be considered in interpreting the data from the cur-
rent study. Any structured instrument administered by lay
interviewers will be less reliable in properly assessing the
sometimes complex presentation of OCD, and clinical as-
sessment is sometimes necessary to differentiate it from
other disorders where there may be overlap. Clinical reas-
sessment of a proportion of identified DSM-III and DSM-IV
OCD cases would have considerably strengthened the find-
ings of the current study; however, privacy agreements pre-
cluded repeated access to any participants in the survey. Al-
ternatively, the addition of self-report obsessive-compulsive

TABLE 5. Demographic and Clinical Characteristics of Persons With 12-Month DSM-III (But Not DSM-IV) Obsessive-Compulsive
Disorder (OCD) and a Comparison Between Persons With DSM-IV and DSM-III OCD

Characteristic OCD (DSM-III But Not DSM-IV) DSM-IV Versus DSM-III OCD
% SE Odds Ratioa 95% CI

Age (years)
18–34 53.5 4.6 1.0
35–54 29.8 4.9 2.9* 1.4–5.9
≥55 16.7 2.6 0.5 0.2–1.7

Employment
Full-time or part-time 54.4 4.5 1.0
Unemployed 5.5 1.7 5.2* 1.3–20.7
Not in the labor force 40.1 4.1 1.4 0.7–2.8

Comorbid disorders
Any affective disorder 20.8 3.7 4.7** 2.4–9.2
Any anxiety disorderb 36.2 4.9 2.7* 1.5–4.9
Any substance use disorder 17.2 2.3 1.5 0.8–2.9
Any personality disorderc 27.9 3.8 2.4* 1.3–4.3
Any mental disorder 57.4 5.4 2.9* 1.2–6.9

Mean SE Odds Ratioa 95% CI
Disability

Mental component scale of the Medical Outcomes Study 12-Item 
Short-Form Health Survey 45.8 1.0 0.6* 0.4–0.8

Role functioning scale of the Brief Disability Questionnaire 2.0 0.2 1.7** 1.3–2.4
Disability Days Scale 5.5 0.7 1.2 0.9–1.8

% SE Odds Ratioa 95% CI
Health service use

Any health professional 24.7 3.9 3.7** 2.0–6.8
General practitioner 19.9 3.5 3.8** 1.9–7.9
Any mental health professionald 6.7 2.1 4.6** 2.1–10.0

Treatment received
Any treatment 23.0 3.9 3.4** 1.8–6.4
Information about illness 10.2 2.5 3.0* 1.3–7.0
Evidence-based treatmente 19.6 3.5 2.4* 1.4–4.4
Nonspecific counselingf 13.6 2.5 3.6** 1.9–7.0
Social supportg 5.9 1.5 2.9* 1.2–6.8

a Odds ratios were calculated by using parameter estimates from separate logistic regression models. Odds ratios for the three continuous
measures of disability represent a one standard deviation shift in scores on the respective disability measure.

b OCD plus any anxiety disorder other than OCD.
c OCD plus any personality disorder other than anankastic.
d Psychiatrist, psychologist, or mental health team.
e Medicines or cognitive behavior therapy.
f Psychotherapy or counseling.
g Help with house and money problems, help with the person’s ability to work, help with looking after themselves, help with meeting people,

or any other kind of help.
*p<0.05 **p<0.001.
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inventories (e.g., the Padua Inventory, the Yale-Brown Ob-
sessive Compulsive Scale self-report) may have further as-
sisted in identifying positive cases, particularly among those
fulfilling DSM-III but not DSM-IV criteria. Of greater impor-
tance is the possibility that a significant proportion of those
fulfilling DSM-III but not DSM-IV criteria may have fallen
below the cutoff for DSM-IV disability and interference cri-
teria on the basis of receiving effective treatment. One-fifth
(19.6%) of those fulfilling DSM-III criteria reported receiving
evidence-based treatment (pharmacotherapy or cognitive
behavior therapy), and 23% reported receiving treatment of
any kind. It could be argued that some or all of these individ-
uals may have fulfilled DSM-IV criteria in the absence of
such treatment, i.e., that they were treatment responders,
particularly those reporting evidence-based treatment. Al-
though 42.3% of the DSM-IV sample had received evidence-
based treatment, their overall greater disability and comor-
bidity would suggest that many of these individuals may
have been at the more severe end of the OCD spectrum and
their symptoms may have been less likely to fall below the
DSM-IV disability threshold, even though there may have
been some treatment response. Finally, the literature sug-
gests that a significant proportion of OCD subjects report a
waxing and waning course, and a small proportion are clas-
sified as episodic (21, 22). It is possible that a proportion of
those whose symptoms were classified as meeting DSM-III
but not DSM-IV OCD criteria also did not meet disability
and interference thresholds as a result of the natural severity
fluctuations of OCD. Again, those fulfilling DSM-IV criteria,
being more severely ill, may have had symptoms remaining
above the thresholds, despite similar fluctuations.

Conclusions

The 12-month prevalence of DSM-IV OCD in Australia is
0.6%, a figure considerably less than expected from esti-
mates of previous DSM-III epidemiological studies con-
ducted in other countries. The findings from the current
study indicate that the differing prevalence is a function of
the changes in diagnostic criteria from DSM-III to DSM-IV,
which are reflected in the instruments used to assess pop-
ulation prevalence. Comparison of identified DSM-IV
cases with DSM-III cases that did not meet DSM-IV criteria
indicated considerably greater severity among the DSM-IV
cases in terms of comorbidity, disability, service use, and
unemployment. Previous epidemiological estimates may
have been confounded by identification of milder (non-
clinical) cases and other disorders where symptoms may
overlap with OCD. The cases identified in the current study
are similar to those seen in clinical practice in terms of dis-
ability and comorbidity. Although identified cases are re-
flective of the OCD population presenting for clinical treat-
ment, they may not be an accurate reflection of the full
dimension of OCD-type symptoms in the community.
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