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Abstract

The prevalence and clinical correlates of substance use disorders (SUDs) were examined in a clinical
sample of Obsessive Compulsive Disorder (OCD). As part of their intake interview into an
observational study of the course of OCD, 323 participants completed a battery of standardized
measures. Twenty-seven percent of the sample met lifetime criteria for a SUD. 70% of participants
with comorbid SUDs reported that OCD preceded SUD onset by at least one year. Younger age at
OCD onset and presence of Borderline Personality Disorder (BPD) were each associated with
increased risk of alcohol use disorders but only BPD was associated with increased risk of drug use
disorders. SUDs affect more than one-quarter of individuals who seek treatment for OCD. Individuals
with a juvenile-onset of OCD or comorbid BPD may be especially vulnerable to SUDs. Further
research is needed to identify risk factors for SUDs and to better understand their impact on OCD
course.
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Obsessive-compulsive disorder (OCD) is an often disabling anxiety disorder characterized by
intrusive thoughts and/or repetitive behaviors. Despite reports of high comorbidity rates of
anxiety disorders with substance use disorders (SUDSs), surprisingly little is known about OCD
and SUD comorbidity (Kessler et al., 2005; Kushner, Abrams, & Borchardt, 2000; Merikangas
et al., 1998; Regier et al., 1990). To our knowledge, only a few studies have reported OCD-
SUD comorbidity rates in individuals receiving treatment for SUD (Eisen & Rasmussen,
1989; Fals-Stewart & Angarano, 1994; Riemann, McNally, & Cox, 1992) or individuals
receiving treatment for OCD (Denys, Tenney, van Megen, de Geus, & Westenberg, 2004;
Dinizetal., 2004; Rasmussen & Eisen, 1998; Yaryura-Tobias etal., 2000). However, no studies
have examined the clinical correlates of SUDs in a representative, clinical sample of OCD.
Identifying characteristics of individuals with comorbid OCD-SUD will enhance our
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understanding of the relationship of these two disorders and may lead to improving available
treatment interventions.

Comorbidity rates of OCD and SUDs vary depending on the sampling method. Elevated
comorbidity rates have been reported in the general population as well as in substance use
treatment samples. Data derived from the Epidemiological Catchment Area (ECA) estimate
that 24% of individuals with OCD meet lifetime criteria for an alcohol use disorder, 18% meet
lifetime criteria for a drug use disorder (Karno, Golding, Sorenson, & Burnam, 1988) and
individuals with OCD are at increased risk for substance use dependence (Regier et al.,
1990). OCD prevalence rates among individuals receiving treatment for a substance use
disorder range from 6% to 12% (Eisen & Rasmussen, 1989; Riemann et al., 1992), two to six
times higher than those found in the general population. However, lifetime SUD rates in
individuals treated at OCD specialty clinics, range from 10% to 16% (Diniz et al., 2004;
Rasmussen & Eisen, 1998; Yaryura-Tobias et al., 2000), which are slightly lower or
comparable to SUD prevalence in the general population (Kessler et al., 2005; Robins et al.,
1984). One possible explanation for the discrepant rates may be that individuals with SUDs
are more likely to be referred to specialized substance use programs rather than anxiety
specialty clinics.

Etiological models of comorbidity have focused on causal explanations (i.e. having one
disorder increases risk for the other disorder) or explanations based on a “shared

etiology” (individuals with both disorders share a common risk factor). In a review of studies
examining alcohol use disorders and anxiety disorders, Kushner and colleagues (Kushner et
al., 2000) concluded that anxiety disorders and alcohol use disorders appear to influence each
other. That is, having either an anxiety disorder or an SUD may increase vulnerability of
developing the other disorder, as well as contribute to the persistence of anxiety and/or SUD
symptoms. Understanding comorbidity appears especially relevant to OCD, as there is
evidence that taking certain substances (e.g. cocaine or methamphetamine) may exacerbate
OCD symptoms, while others (e.g. opiates) may potentially alleviate OCD symptoms
(Koizumi, 1985; Koran et al., 2005; Satel & McDougle, 1991).

The primary aim of this study was to identify demographic and clinical correlates of SUDs in
individuals with a primary DSM-1V diagnosis of OCD. Unlike previous studies that have
recruited from a single site (either an OCD specialty clinic or a SUD treatment setting),
participants were systematically recruited from multiple treatment sites including an OCD
specialty clinic, two general psychiatric outpatient groups, and an inpatient psychiatric hospital
with both mental health and substance use specialty programs. Based on findings from previous
reports that comorbid SUDs are associated with greater levels of psychopathology (Cassidy,
Ahearn, & Carroll, 2001; Diniz et al., 2004; Drake, Bartels, Teague, Noordsy, & Clark,
1993; Hasin et al., 1996; Keel et al., 2003; Mueser et al., 1990; Tohen et al., 1992), we
hypothesized that individuals with OCD+SUD would also report more severe OCD symptoms,
increased rates of comorbidity and poorer psychosocial functioning. Based on clinical
experience, we also hypothesized that individuals with OCD+SUD would be more likely to
report that onset of OCD symptoms preceded the onset of an SUD. A secondary aim was to
explore potential risk factors for developing an SUD among individuals with OCD.

Participants were 323 adults (over the age of 18), enrolled in the Brown Longitudinal OCD
Study (BLOCS), an observational follow-up study of the course of OCD. Data reported in this
paper were collected from consecutive adult participants who completed intake interviews
between June 2001 and December 2005. Study inclusion criteria were: primary DSM-1V
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diagnosis of OCD (i.e., OCD was the disorder that the participant identified as causing the
most problems lifetime), at least 6 years of age, and treatment-seeking for OCD within the past
five years. The only exclusion criterion was the presence of an organic mental disorder. A more
detailed description of the sample characteristics, subject recruitment and study procedures is
available elsewhere (Pinto, Mancebo, Eisen, Pagano, & Rasmussen, 2006).

The majority of the sample (95%) was Caucasian and 55% was female. Fewer than half (44%)
were married and the average age of adult participants was 40.1 years (SD = 12.8, range =
19-75). Fifty-eight percent of participants were currently employed and 45% had achieved a
bachelor's degree or higher. Demographic and clinical characteristics of this sample are
consistent with those of samples in previous studies of OCD phenomenology, including the
DSM-IV field trial (Eisen et al., 1999; Foa et al., 1995; Rasmussen & Tsuang, 1986).
Specifically, mean age at intake, slightly higher percentage of women, low rates of racial/ethnic
minorities, and OCD symptom severity scores are all comparable to those reported in the DSM-
IV field trial (Foa et al., 1995).

Participants were recruited from multiple psychiatric treatment settings including consecutive
admissions to an outpatient OCD specialty clinic, inpatient units of a private, psychiatric
hospital, a community mental health center, two general psychiatric outpatient clinics and the
private practices of three experts in cognitive-behavior therapy for OCD. The Butler Hospital
and Brown University Institutional Review Boards approved the study. Patients were
interviewed in person by trained research assistants after providing written informed consent
to participate in annual interviews. Subjects were paid $25 for participating in the intake
interview.

The data presented here were collected as part of the intake interview which consisted of
standardized semi-structured interviews, rater-administered assessments, and self-report
questionnaires. Interviewer training consisted of a rigorous training program described in detail
elsewhere (Pinto et al., 2006) and all interviewers demonstrated a high degree of interrater
reliability with both clinicians and senior raters (intraclass correlation coefficiencets > .85 for
YBOCS total score and SCID diagnoses). Interviewers completed detailed, written narrative
summaries of each case which were reviewed by a senior staff member and a clinical
psychologist with expertise in OCD. In addition, each case was presented at a weekly staff
meeting attended by a psychiatrist and two psychologists with expertise in OCD (M.C.M, J.L.E.
and A.P).

The Butler Hospital OCD Database, a semi-structured rater administered questionnaire, was
used to collect detailed information on demographic characteristics, clinical features of OCD,
and previous treatments.

Comorbidity was assessed using the Structured Clinical Interview for DSM-1V Axis |
Disorders - Patient version (SCID-P) and the Structured Clinical Interview for DSM-IV Axis
Il Personality Disorders (SCID-I11) (First, Gibbon, Spitzer, Williams, & Benjamin, 1997; First,
Spitzer, Gibbon, & Williams, 1996). Age of onset was ascertained using the SCID-P and was
defined as the age when symptoms first met DSM-1V criteria for the disorder. Substance Use
Disorders included Alcohol Abuse or Dependence and Drug Abuse or Dependence (not
including nicotine).

Current symptom severity (past week) was assessed using four rater-administered scales and
one self-report questionnaire. OCD symptom severity was assessed by the Yale-Brown
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Obsessive Compulsive Scale (Y-BOCS), a 10-item scale with established reliability and
validity (Goodman, Price, Rasmussen, Mazure, Delgado et al., 1989; Goodman, Price,
Rasmussen, Mazure, Fleischman etal., 1989). Insight regarding OCD symptoms was evaluated
using the Brown Assessment of Beliefs Scale (BABS), a 6-item scale (Eisen et al., 1998). The
25-item Modified Hamilton Rating Scale for Depression (MHRSD), a modified version of the
widely accepted Hamilton Rating Scale for Depression (HRSD), was used to assess severity
of depressive symptoms (Hamilton, 1960; Miller, Bishop, Norman, & Maddever, 1985). The
validity of the MHRSD has been established by comparing it to the original HRSD (Miller et
al., 1985). The Global Assessment of Functioning Scale (GAF) was used to assess global
severity of psychopathology and impairment in functioning (American Psychiatric
Association, 2000). Quality of life was assessed using the general subscale of the Quality of
Life Enjoyment and Satisfaction Questionnaire (Q-LES-Q), a reliable and valid self-report
measure (Endicott, Nee, Harrison, & Blumenthal, 1993). Higher scores on the symptom
severity measures (YBOCS, BABS, MHRSD) indicate more severe symptoms and lower
scores on the GAF and Q-LES-Q indicate poorer quality of life and functioning.

Statistical Analyses

Results

Statistical analyses were performed using SPSS 14.0 for Windows. Means, standard deviations,
frequencies, and percentages were calculated. Chi-square and t-test analyses were used to
compare demographic and clinical characteristics of individuals with SUDs (OCD+SUD) to
those without SUDs. We also examined differences in characteristics of participants who
reported OCD onset prior to SUD onset (n=61) and those of individuals who reported that OCD
onset occurred in the same year or at least one year after SUD onset (n=26). All tests were two-
tailed with an o level of .01 to account for multiple comparisons.

We conducted logistic regression analyses to identify potential predictors of Substance Use
Disorders. Because different types of substances may be linked to OCD in different ways, we
ran two separate regression models using lifetime history of any alcohol use disorder (n=77)
or drug disorder (n=46) as the outcome variable. Because we were interested in identifying
variables that theoretically preceded SUD onset, we excluded current symptom severity items
and disorders with an onset following SUD onset and limited analyses only to individuals who
reported that SUD onset occured in the same year or at least one year following OCD onset.

Prevalence of Substance Use Disorders

As shown in Table 1, 27% (n=87) of the sample met lifetime DSM-1V criteria for a substance
use disorder: 12% met criteria for an alcohol use disorder only (abuse or dependence), 11%
met criteria for both an alcohol and a drug use disorder, and 3% met criteria for drug use disorder
only. Nearly twice as many individuals met criteria for dependence than abuse. The most
commonly abused substances were alcohol, cannabis, and cocaine. Seventeen (5%)
participants met current (past month) criteria for a substance use disorder.

Characteristics of Individuals with SUDs

Demographic and clinical characteristics of participants with OCD+SUD and those without
SUD are listed in Table 2. Significantly fewer participants with OCD+SUD than those without
SUD had completed a college degree. All other demographic and clinical characteristics were
similar between the two groups. Regarding symptom severity at time of assessment,
participants with OCD+SUD presented with more severe OCD symptoms, poorer insight
regarding OCD, poorer quality of life and greater impairment in overall psychosocial
functioning than participants without SUD.
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Table 3 shows lifetime functional impairment variables of individuals with and without SUDs.
Those with OCD+SUD were more likely to be receiving disability benefits than participants
without SUD. In addition, lifetime SUD was associated with a history of being housebound

due to OCD symptoms and psychiatric hospitalizations. Although history of suicidal ideation
due to OCD was similar among the two groups, those with OCD+SUD were more likely to

report suicide attempts than participants without SUD. Both groups reported similar levels of
impairment in occupational and social functioning during the worst period of OCD symptoms.

The majority of the sample met lifetime criteria for another Axis I disorder (see Table 2). Axis
I comorbidity patterns were similar between the two groups with the exception of higher rates
of body dysmorphic disorder (BDD) in participants with OCD+SUD than in participants
without SUD. Regarding personality disorders, 40% of the entire sample met criteria for a
personality disorder and the most common disorders were Avoidant, Obsessive-Compulsive,
and Borderline Personality Disorders. Very few participants (n=4, 1%) met criteria for
Antisocial Personality Disorder. Compared to participants without an SUD, those with OCD
+SUD were more likely to be diagnosed with any personality disorder, Obsessive-Compulsive
(OCPD) or Borderline Personality Disorder (BPD).

Relationship of OCD and SUD Onset

As illustrated in Figure 1, the majority (70%, n=61) of participants with OCD+SUD reported
that OCD onset preceded SUD onset by at least one year (range 1-27 years, median= 8 years).
Less than one-quarter (n=21) reported an onset of OCD at least one year after the onset of the
SUD (range 1-36 years, median= 4 years) and 6% (n=5) reported that both disorders onset
within the same year. Mean age at OCD onset was late adolescence (18.5 years £9.79), while
the mean age of onset of SUD was in early adulthood (22.4 + 6.99 years).

The 61 participants who reported OCD onset preceded the SUD onset were compared to the
26 participants who reported OCD onset in the same year or later than the SUD onset.
Individuals who reported OCD onset predated SUD onset were significantly younger at OCD
onset (M=14.13, SD=6.6 years versus M=26.12, SD=9.1 years, tg5=6.89, p<0.001) and older
at SUD onset (M=23.6, SD=7.9 years versus 19.8, SD=2.9 years, tg3 g=6.89, p<0.001). The
two groups did not differ on any other of the demographic or clinical variables listed in Tables
2-3. Individuals with an alcohol use disorder were as likely to report that OCD onset preceded
SUD onset as individuals with a drug use disorder (76% vs 65% respectively , y2 @ =111,
p=.29).

Potential Predictors of SUD

We used logistic regression models to identify potential predictors of SUDs. We excluded the
26 participants who developed an SUD prior to OCD onset because our aim was to explore
potential risk factors for developing an SUD among individuals with OCD. Thus, we were
most interested in individuals who reported OCD onset preceded or coincided with their SUD
onset (i.e. SUD onset secondary to OCD). We included as predictors the following lifetime
variables found to have a p-value of <.01 in univariate analyses: gender, education, age at OCD
onset 15 or younger (median for this sample), education, history of being housebound due to
OCD, suicide attempts, psychiatric hospitalization, lifetime BDD, presence of a personality
disorder, OCPD, and BPD. All variables were simultaneously entered as potential predictors.
Because different types of substances may be linked to OCD in different ways, we ran two
separate regression models using alcohol use disorder (n=77) or drug disorder (n=46) as the
outcome variable.

The first model significantly predicted presence of an alcohol use disorder (x2 =40.25, df=10,
p <.001, -2 log likelihood=234.348) and correctly classified 84% of the sample (97% of those
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with no history of alcohol use disorder and 25% of those with comorbid alcohol use disorders).
Significantly increased odds of comorbid SUD were associated with onset of OCD at age 15
or younger (OR=2.09, p =.04, Cl =1.03 to 4.2) and presence of borderline personality disorder
(OR=6.05, p =.006, CI=1.70 to 21.62). None of the other variables made a significant
contribution to the model.

The second model, using presence of a drug use disorder as the outcome variable, significantly
predicted lifetime drug use disorder (x2 =47.00, df=10, p <.001, -2 log likelihood=135.878)
and correctly classified 93% of the sample (99% of those without a drug use disorder and 32%
of those with a comorbid drug use disorder). Significantly increased odds of comorbid drug
use disorders were associated with number of suicide attempts (OR= 1.54, p =.032, Cl =1.04
t0 2.29) and presence of borderline personality disorder (OR=9.17, p <.001, CI=2.71 to 31.05).
None of the other variables made a significant contribution to the model.

Discussion

This is the first study to systematically examine characteristics of individuals with OCD and
comorbid SUDs in a large, clinical sample of individuals who identify OCD as their primary
psychiatric disorder. Unlike previous studies, we recruited consecutive patients from diverse
treatment settings including an OCD specialty clinic, inpatient and day treatment programs for
mental health and substance use, private practice settings, and a community mental health
center. Our finding that 27% of our sample met lifetime criteria for an SUD is consistent with
rates reported in another study of 334 outpatients seeking treatment at an OCD specialty clinic
in Great Britain (Denys et al., 2004). However, rates of SUDs in this sample were nearly double
the lifetime prevalence of SUDs reported in the U.S. general population (Kessler et al.,
2005). OCD symptoms often go undetected in individuals with SUDs (Eisen & Rasmussen,
1989; Hasin & Grant, 1987) and only half of individuals with these co-occurring disorders seek
treatment for their OCD (Hasin & Grant, 1987; Mayerovitch et al., 2003) which suggests that
these results may underestimate actual comorbidity rates. Nonetheless, rates of SUDs in this
sample are lower than those reported for other psychiatric disorders such as Schizophrenia,
Body Dysmorphic Disorder, and Bipolar Disorders (J. E. Grant, Menard, Pagano, Fay, &
Phillips, 2005; Kessler et al., 1994; Regier et al., 1990).

An interesting finding was the low rate of current SUDs (5%) which is consistent with other
studies of OCD samples (Denys et al., 2004) but lower than current SUD rates for the general
population (8-11%), body dysmorphic disorder (13-17%), non-OCD anxiety disorders
(9-16%), or major depression (9%) (B. F. Grant et al., 2004; J. E. Grant et al., 2005; Gunstad
& Phillips, 2003; Kessler et al., 1994; Merikangas & Angst, 1995; Regier et al., 1990;
Rodriguez et al., 2004; Zimmerman, Chelminski, & McDermut, 2002). Perhaps the majority
of patients with OCD are able to quit or reduce their substance use as they receive treatment.
Although we collected data regarding OCD treatment history, we did not collect SUD treatment
history. Prospective data are being collected to better understand whether SUD remission is
associated with treatment focused on OCD and/or SUD symptoms. Clinical experience yields
yet another hypothesis that some individuals may develop SUDs as a way to cope with OCD
symptoms (self-medication hypothesis) but eventually view substance use as an ineffective
coping strategy.

Individuals with and without SUDs were similar in characteristics with a few exceptions.
Univariate analyses showed that participants with OCD+SUD were less educated and had
higher rates of certain comorbidities (BDD, OCPD and BPD, specifically) than those without
SUDs. However, logistic regression analyses indicated that only BPD was independently
associated with increased risk of alcohol and/or drug use disorder which is not surprising given
that impulsive behaviors (such as substance use) are a diagnostic criterion for BPD and previous
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studies have documented high rates of SUDs in individuals with BPD (Cohen, Chen, Crawford,
Brook, & Gordon, 2007; Feske, Tarter, Kirisci, & Pilkonis, 2006). Cluster B personality traits
(borderline, histrionic, narcissistic) in adolescence have also been linked to later onset of SUD
onset in prospective studies of adolescent community samples (Cohen et al., 2007).

An unexpected finding was that juvenile-onset of OCD (defined as age 15 or younger) was
independently associated with increased lifetime rates of alcohol use disorders. This finding
is consistent with reports from STAR*D that a younger age at onset of depression is associated
with increased risk of SUDs (Davis et al., 2006) and suggests that individuals who experience
distressing psychiatric symptoms at a young age may be more vulnerable to using substances.
It is unclear why we did not also find an association between juvenile-onset OCD and drug use
disorders. One explanation could be that individuals with OCD are more risk aversive and may
perceive more risk associated with drug use than alcohol use. A second explanation could be
that alcohol is more readily accessible than illicit substances. Finally, a sample selection bias
could also explain these findings. That is, individuals with drug use disorders (especially those
that are currently using) may be less likely to participate in a longitudinal research study.

While there were no differences in history of suicidal ideation, individuals with substance use
disorders had higher rates of suicide attempts and psychiatric hospitalizations. This is
inconsistent with previous literature that supports a relationship between alcohol use and
suicidality (McCloud, Barnaby, Omu, Drummond, & Aboud, 2004; Sher, 2006). Specifically,
comorbid drug use disorders were associated with increased number of suicide attempts
suggesting that these individuals are at greater risk for acting on suicidal ideation. One
explanation for these findings is that individuals with OCD and drug use disorders may be
more likely to act on their suicidal ideation. An alternative explanation is that this group may
have a common vulnerability for both disorders (e.g. impulsivity).

Although differences in (current) OCD symptom severity and psychosocial functioning at the
time of assessment were statistically significant, the differences in mean scores (e.g. 3-point
difference on the YBOCS) do not appear to be clinically significant. A limitation of our study
is that only 5% of our sample met full DSM-1V (current) criteria for an SUD at the time of
assessment. Therefore, the relationship of current substance use and OCD symptom severity
remains unclear and is an important area of investigation for future research. Substance use
may interfere with OCD treatment and for this reason is often an exclusion criterion for
controlled trials of cognitive-behavioral therapy (CBT) and/or medications. Future studies
examining the impact of substance use symptoms on OCD course or treatment outcome would
be beneficial as there is very little known about the efficacy of treatment for individuals with
these co-occurring disorders.

The majority of participants with OCD+SUD reported that OCD onset preceded the SUD onset.
This finding is consistent with epidemiological data indicating that onset of anxiety disorders
(median age =11) usually precedes onset of SUDs (median age = 20) (Karno et al., 1988;
Kessler et al., 2005; Merikangas et al., 1998). These results are also consistent with self-
medication and tension-reduction models that suggest that substance use may be functioning
to reduce anxiety states (Conger, 1956). Future studies may explore these models by examining
reasons for substance use and the short-term effects on OCD symptoms.

Our study has several strengths including a large, well-characterized clinical sample,
standardized assessments, and recruitment from several sites where OCD patients typically
receive psychiatric treatment. This increases the generalizability of our findings to other
clinical samples of OCD (Pinto et al., 2006) . However, results should be interpreted in the
context of the study limitations. Results cannot be generalized to individuals with OCD in the
community. In addition, our sample consisted mostly of Caucasian individuals and thus results
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may not generalize to individuals of different ethnic and racial groups. The cross-sectional
design also limited conclusions to clinical correlates of SUDs rather than causal inferences.
Finally, age of onset of each of the disorders was retrospectively ascertained and thus
susceptible to recall bias. Despite these limitations, we believe our results are of interest to
clinicians and OCD researchers.

This study has important clinical and research implications. Results suggest that a
comprehensive assessment of lifetime history of substance use is necessary as patients with
comorbid SUDs and OCD can be expected to require treatment for a longer duration and
possibly require additional interventions. Future research focusing on the mechanism
underlying this relationship could identify risk factors and have important treatment
development implications for this particularly challenging clinical problem. Treatment of
SUDs and co-occurring psychiatric disorders is an area of research that seems promising for
other disorders but has yet to be developed in OCD (Myrick & Brady, 2003).
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O OCD preceded SUD onset
B =UD preceded OCD onset
OOCD and SUD onset in same year

Figure 1.
Temporal sequence of OCD and SUD onset (n=87)
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Table 3

Lifetime Functional Impairment in Participants with and without lifetime Substance Use Disorder (SUD)
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1

Variable SUD present (n=87) SUD absent (n=236) Statistic p-value
Receiving disability payments, n (%) 27 (31.0) 36 (15.3) 10.08c .001
Disability primarily due to OCD, n 21 (24.1) 27 (11.4) 8.10c .004
(%)

Functional impairment due to OCD:

occupational func'(ioning2 , Mean 3.0(0.9) 2.8(0.8) -1.73t .084
(SD)

social functioning?, Mean (SD) 2.7(0.8) 25(0.9) -1.82t 070
avoidance of occupational activities, 66 (75.9) 145 (61.4) 6.54c 011
n (%)

avoidance of social interactions, n 73 (84.9) 176 (74.6) 3.82c .051
(%)

housebound for at least one week, n 32 (37.2) 50 (21.2) 8.53c .004
(%)

temporarily dropped out of school, n 15 (17.4) 26 (11.1) 2.30c 129
(%)

permanently dropped out of school, 15 (20.3) 17 (18.9) 6.49c .011
n (%)

Suicidality and hospitalizations, n

(%)

History of suicidal ideation due to 45 (52.3) 94 (39.8) 4.01c .045
OoCD

History of at least one suicide 23 (27.1) 27 (11.5) 11.5¢ .001
attempt

History of psychiatric 44 (50.6) 62 (26.2) 17.0c <.001

hospitalization

1 e . .
For statistic column: c=chi-square and t=t-test. For all chi-square analyses, df=1. For all t-test analyses, df=314

Functional impairment was assessed by asking participants to recall the worst period of OCD lifetime. Impairment ranged from no impairment (0) to

extreme impairment (4).
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