
Subthreshold symptoms and obsessive–compulsive
disorder: evaluating the diagnostic threshold

C. de Bruijn1*, S. Beun2, R. de Graaf3, M. ten Have3 and D. Denys4

1 Sint Franciscus Gasthuis, GGZ Delfland, Rotterdam, The Netherlands
2 University Medical Centre of Utrecht, The Netherlands
3 Netherlands Institute of Mental Health and Addiction, Utrecht, The Netherlands
4 Academic Medical Centre, Amsterdam, The Netherlands

Background. In this study we compared subjects with obsessive and/or compulsive symptoms who did not meet all

criteria for obsessive–compulsive disorder (OCD) (subthreshold subjects) to subjects with full-blown OCD and also to

subjects without obsessions or compulsions.

Method. The data were derived from the Netherlands Mental Health Survey and Incidence Study (NEMESIS),

a large representative sample of the general Dutch population (n=7076). Using the Composite International

Diagnostic Interview, Version 1.1 (CIDI 1.1), three groups were distinguished : subjects without lifetime obsessions or

compulsions (94.2%), subthreshold subjects (4.9%) and subjects with full-blown OCD according to DSM-III-R (0.9%).

These three groups were compared on various items, including psychological vulnerability, health and functional

status, psychiatric co-morbidity and seeking treatment.

Results. Subthreshold and OCD subjects had similar scores on the majority of the items measured. Thus, there was

little difference between subthreshold and OCD subjects in health, functional status, psychological vulnerability and

psychiatric co-morbidity. However, OCD and subthreshold subjects scored worse on most of these items when

compared to the controls without obsessions or compulsions.

Conclusion. Having obsessions and compulsions is associated with substantial suffering and disability. Most subjects

with obsessions and/or compulsions are not diagnosed with OCD according to the DSM-III-R criteria although these

subjects generally display similar consequences to full-blown OCD subjects. We recommend that these subthreshold

cases receive special attention in the development of DSM-V.
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Introduction

Obsessive–compulsive disorder (OCD) was tradition-

ally thought to be a rare disorder with a prevalence of

0.03% (Rasmussen & Eisen, 1998). However, in the

Epidemiological Catchment Area (ECA) programme,

OCD was found to be the fourth most prevalent psy-

chiatric disorder, with a lifetime prevalence of 1.9–

3.3% using DSM-III criteria (Karno et al. 1998). Other

studies at that time showed similar prevalence rates

(Rasmussen & Eisen, 1998). However, studies using

DSM-III-R and DSM-IV criteria generally show lower

lifetime prevalence rates : 0.5–2.3% (Stein et al. 1997 ;

Bijl et al. 1998a ; Grabe et al. 2000 ; Jacobi et al. 2004 ;

Mohammadi et al. 2004 ; Kessler et al. 2005 ; Ruscio et al.

in press). This might be because of the definition of the

disorder in DSM-III-R and DSM-IV (Crino et al. 2005),

the population studied, the instrument used, the

interviewer (lay or clinician) and the use of collateral

information (family members) (Fontenelle et al. 2006).

For most psychiatric disorders, DSM-III-R and

DSM-IV include a criterion that states that the disorder

should cause suffering or disturb the social or occu-

pational functioning. However, for OCD this criterion

is more strict than for other psychiatric disorders.

According to DSM-III-R and DSM-IV (in contrast to

DSM-III), the obsessions and/or compulsions should

cause severe suffering and they should either exist for

‘at least one hour per day’ or ‘markedly disturb the

normal routine, the social or occupational functioning’

(APA, 1994). One reason for introducing this stringent

OCD definition has been the unexpectedly high

prevalence found for OCD in the general population,
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which was even labelled as the ‘hidden epidemic ’

(Hollander, 1997). The reliability and the validity

of these findings from epidemiological studies were

called into question because of the use of lay-

administered interviews (such as the DIS and the

SCID). The more strict DSM-IV definition has serious

consequences for the prevalence of this disorder.

Crino et al. (2005) found that the 12-month prevalence

according to the former DSM-III criteria and the more

stringent DSM-IV criteria differed more than threefold

(2.1% v. 0.6%). In a recent study on obsessions and

compulsions, only 45% of subjects with obsessions

and 20% of subjects with compulsions reported being

emotionally upset by them whereas the number of

subjects reporting that the symptoms existed for more

than one hour per day was even lower (Fullana et al.

2009). Meanwhile, it is questionable whether the de-

cision to emphasize the severity of the consequences

of the disorder in the DSM-IV criteria is valid. We

suggest that diagnostic criteria should focus on the

pathological symptoms rather than on the conse-

quences.

This stringent ‘severity ’ criterion carries the risk of

underdiagnosing OCD if the suffering and disability

associated with the obsessions and/or compulsions

are not acknowledged, either by the patient or by the

examiner. OCD patients can present themselves in a

relatively healthy way compared to other psychiatric

disorders. Chronic patients often have adjusted their

lives to their rituals in such a way that it is difficult to

clearly point out their suffering and disability. When

both the patient and the examiner underestimate the

severity and the impact of the symptoms, patients

might suffer from OCD but not get a diagnosis. In

large, general population studies, where most diag-

nostic instruments are administered by lay inter-

viewers and no collateral information is gathered, this

risk could be substantial.

Subjects who suffer from obsessions and/or com-

pulsions but do not meet all DSM-IV criteria are called

subthreshold cases. Two studies have examined the

prevalence and characteristics of subthreshold cases

and found that the 12-month prevalence of the sub-

threshold cases varied from 1.6% to 6.4% and that

these subjects displayed significant levels of distress

and impairment (Grabe et al. 2000 ; Angst et al. 2004).

However, the study by Angst et al. (2004) only in-

cluded adolescents and their diagnostic categories

were based on criteria other than just DSM-IV. The

Grabe et al. study (2000) did not focus on the severity

criterion and used another definition for subclinical

OCD. Kim et al. (2009) studied a subclinical OCD

sample and found deficits in executive functioning;

however, these findings showed no longer statistical

significance after controlling for the influence of

depression and anxiety. Finally, Fullana et al. (2009)

studied the prevalence of obsessions and compulsions

in subjects with OCD or other mental disorders and

found that obsessions and compulsions occur fre-

quently in the absence of OCD and cause significant

interference even in the absence of mental disorders

according to DSM-IV.

The aim of the present study was to study whether

subjects with subthreshold obsessions and/or com-

pulsions suffer less than patients with full-blown

OCD according to DSM-III-R. Our main question was

whether subthreshold subjects could be discriminated

from subjects without obsessions or compulsions

on the one hand and from subjects who meet all

DSM-III-R OCD criteria on the other, in terms of psy-

chological vulnerability (neuroticism, mastery, coping

strategies and self-esteem) and consequences (health

and social functioning, psychiatric co-morbidity,

seeking treatment).

Method

Subjects

The data were derived from the Netherlands Mental

Health Survey and Incidence Study (NEMESIS). The

NEMESIS is a prospective study collecting data in

three waves (1996, 1997 and 1999) from a national,

multi-stage random sample (age 18–64 years) in The

Netherlands. The analyses presented here are based

on data from the first wave. A total of 7076 people

were interviewed and the response rate was 69.7%.

The respondents adequately reflect the Dutch popula-

tion. For more detailed information on the NEMESIS,

see the report by Bijl et al. (1998b).

Instruments

Diagnostic criteria

The Composite International Diagnostic Interview,

Version 1.1 (CIDI 1.1) was used to assess DSM-III-R

criteria for OCD and also other psychiatric disorders.

The CIDI 1.1 is a reliable and validated, fully struc-

tured diagnostic interview, enabling us to make diag-

noses according to ICD-10 and DSM-III-R criteria

(Cottler et al. 1991). In the CIDI, the DSM-III-R criteria

are assessed in a structured way. No additional in-

formation (such as the type of obsession and/or

compulsion) is gathered in the CIDI. DSM-III-R and

DSM-IV criteria for OCD are generally similar (APA,

1987, 1994). The lay interviewers had been given a 4-

day training course at the World Health Organization

(WHO) CIDI training centre of the Academic Medical

Centre in Amsterdam.
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Dependent variables

The respondents were divided into three groups : (1)

no OCD: subjects without either obsessions or com-

pulsions ; (2) subthreshold cases : subjects with obses-

sions and/or compulsions (the DSM-III-R A criterion)

who did not meet the full criteria for OCD; and

(3) OCD: subjects who met full DSM-III-R criteria for

OCD. OCD diagnoses were made based on the CIDI.

Subthreshold cases were all cases that reported having

either obsessions or compulsions according to the

CIDI, who did not meet full OCD criteria. As recency

data were only available for full-blown OCD, and not

for subthreshold cases, lifetime diagnoses were used.

Discriminant variables

The following variables were selected to test the dis-

criminant validity of the DSM-III-R criteria for OCD:

(1) Demographic variables. These included sex, edu-

cational level, employment rate and living situ-

ation (with partner, urban area).

(2) Psychiatric co-morbidity. The lifetime presence

of mood disorders, eating disorders, substance-

related disorders, schizophrenia and other anxiety

disorders according to DSM-III-R was based on

the CIDI. To account for the influence of these

disorders, an item for ‘other psychopathology’

was created that included mood disorders, eating

disorders, substance-related disorders, schizo-

phrenia and other anxiety disorders (except OCD).

(3) Personality and vulnerability traits such as neuro-

ticism, mastery, coping strategies and self-esteem

were assessed using the following instruments :

The Groningen Neuroticism Questionnaire is a

scale for assessing neuroticism, asking questions

on symptoms such as feeling lonely, feeling dizzy,

trembling, or having nightmares. A low score in-

dicates a high degree of neuroticism.

Mastery was assessed with the five-itemMastery

Scale, in which a high score indicates an internal

locus of control, and a low score indicates an ex-

ternal locus of control with feelings of helpless-

ness.

The Rosenberg Self-Esteem Scale attempts to

assess a unidimensional measure of global self-

esteem. Scores range from 10 to 40, with higher

scores indicating higher self-esteem.

The Utrecht Coping List (UCL) evaluates trait-

like aspects of coping, and consists of the scales

Active Approach, Palliative Reaction, Avoidance,

Seeking Social Support, Depressive Reaction, Ex-

pression of Emotions and Comforting Cognitions.

The UCL has been validated in the Dutch popu-

lation (Evers et al. 2000).

(4) Health and functional status were assessed using

the 36-item Short-Form Health Survey (SF-36), the

General Health Questionnaire (GHQ) and the

Groningen Questionnaire on Social Behaviour

(Groningse Vragenlijst over Sociaal Gedrag,

GVSG). The SF-36 is a well-validated self-report

survey of functional health-related quality of life

over the past 4 weeks (Chern et al. 2000). It has

been translated and validated for Dutch-speaking

residents of The Netherlands (Aaronson et al.

1998). The GHQ is a self-report survey measuring

the perceived severity of mental problems. It in-

cludes items on being able to sleep and to con-

centrate, feeling happy, feeling able to cope with

difficulties and to make decisions, being able to

enjoy things and items on self-image. It has been

translated and validated for the Dutch general

population (Evers et al. 2000). The GVSG is a self-

report survey on social functioning and com-

petence during the past 4 weeks. The test has been

developed and validated in Dutch-speaking citi-

zens (Evers et al. 2000). For the present analyses,

the scales Social Role (the extent of daily contact

with others) and (the extent of) Leisure Activities

were considered most relevant. Furthermore, the

number of days spent in bed and the number

of days absent from work due to psychological

problems in the past 12 months were assessed, and

also seeking psychological or psychiatric treat-

ment in the past 12 months.

Data analyses

The discriminant validity was established by compar-

ing the mean scores of the discriminant validators of

the groups : no OCD, subthreshold cases and OCD.

Means and 95% confidence intervals (CIs) were cal-

culated using weighted data in Stata Statistical

Software, release 9 (Stata Corporation, USA), taking

into account the study design. Because of the small

sample size for the OCD group, we decided not to

apply Bonferroni’s adjustment. Because of the high

rates of co-morbidity, we decided to account for the

presence of the psychiatric disorders mentioned above

(discriminant variables item 2). We accounted for the

influence of other psychopathology on the personality

and vulnerability traits and the health and functional

status items using SPSS generalized linear models

(PASW statistics 17 ; SPSS Inc., USA).

Results

Of 7076 subjects, 5.8% (n=409) reported having ex-

perienced lifetime obsessions or compulsions. The

majority of them, 348 subjects (4.9% of the sample),
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did not meet OCD criteria according to DSM-III-R

(subthreshold cases). Sixty-one subjects (0.9% of the

sample) met criteria for OCD, 94.2% (n=6667) had

neither obsessions nor compulsions (no OCD). The

three groups did not show any differences in demo-

graphic variables, such as sex, educational level, em-

ployment rate or living situation (with partner, urban

area).

Psychiatric co-morbidity

Co-morbidity rates were high for both the OCD group

and the subthreshold group, and subthreshold cases

had significantly higher co-morbidity rates than sub-

jects without OCD. The subthreshold group differed

significantly from the OCD group in mood disorders

and in most of the co-morbid anxiety disorders

although 95% CIs overlapped in most cases (see

Table 1).

Personality and vulnerability traits

Although the subthreshold group differed signifi-

cantly from the subjects without OCD on the majority

of items, the difference with the OCD group was sig-

nificant on four items only : the neuroticism item, the

mastery score, the depressive reaction and the self-

esteem item. In these items, 95% CIs overlapped be-

tween the OCD group and the subthreshold group. On

the other items, there was no significant difference

between the subthreshold group and the OCD group

(see Table 2). Other psychopathology had a significant

influence on all variables. After accounting for overall

psychopathology, the significant differences between

the subjects without OCD and the subthreshold group

remained intact with one exception : the difference for

social support seeking was no longer significant. After

accounting for overall psychopathology, the signifi-

cant differences between the subthreshold group and

the OCD group mostly disappeared, with only the

depressive reaction item remaining significantly dif-

ferent.

Health and functional status

The subthreshold cases differed significantly from the

subjects without OCD on all items of the instruments

for measuring health and functional status : the SF-36,

the GHQ and the GSVG. The subthreshold cases dif-

fered from the OCD group on two SF-36 items (social

functioning and vitality, 95% CIs overlapped) and did

not differ from the OCD group on the GHQ and GSVG

items (see Table 2). The subthreshold cases sought

treatment less frequently and missed work less fre-

quently than subjects with OCD, but they did not dif-

fer on the bed rest item. The subthreshold cases sought

help more frequently, missed more days at work and

had more bed rest due to psychological problems than

subjects without OCD (see Table 3). Other psycho-

pathology had a significant influence on all these items

as well. However, after accounting for other psycho-

pathology, all differences between the subjects with-

out OCD and the subthreshold cases remained

significant. The significant differences between the

subthreshold group and the OCD group also re-

mained intact, with the exception of the vitality item:

this difference was no longer significant.

Table 1. Psychiatric co-morbidity for subjects with no OCD diagnosis, subthreshold cases and subjects with OCD according to

DSM-III-R

No OCD

(n=6667)

Subthreshold

(n=348) OCD (n=61)

Mood disorders 16.9 (16.0–17.9) 56.7 (50.1–62.3)* 70.0 (56.8–80.6)**

Eating disorders 0.6 (0.4–0.8) 3.2 (1.7–5.8)* 6.5 (2.7–15.1)

Substance-related disorders 17.8 (16.8–18.9) 31.8 (26.6–37.5)* 40.1 (28.0–53.4)

Schizophrenia 0.2 (0.1–0.4) 2.2 (1.0–4.4)* 1.4 (0.2–9.3)

Other anxiety disorders

Panic disorder 3.0 (2.6–3.4) 14.1 (10.7–18.4)* 29.4 (19.2–42.4)**

Agoraphobia 2.8 (2.4–3.2) 11.4 (8.2–15.5)* 19.7 (10.9–32.8)

Social phobia 6.6 (6.0–7.2) 22.9 (18.7–27.8)* 49.8 (37.0–62.7)**

Simple phobia 8.7 (8.0–9.5) 29.2 (24.2–34.8)* 44.2 (31.2–57.3)**

GAD 4.4 (4.0–5.0) 16.5 (12.9–20.8)* 31.5 (20.8–44.7)**

OCD, Obsessive–compulsive disorder ; GAD, generalized anxiety disorder.

Values given as percentage (95% confidence interval).

* Significant difference at p<0.05 between no OCD and subthreshold cases.

** Significant difference at p<0.05 between subthreshold cases and OCD.
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Discussion

In this large, general population study we found a

high lifetime prevalence of obsessions and compul-

sions. We found that the presence of obsessions and

compulsions was associated with high co-morbidity

rates. Furthermore, obsessions and compulsions had

a great impact on health and functional status and

several aspects of psychological vulnerability, even

after accounting for the influence of other psycho-

pathology.

Additionally, our results question the validity of the

stringent DSM III-R/DSM-IV criteria for OCD. On the

majority of the items measured, there was no differ-

ence between the group with full-blown OCD and the

subthreshold group, who did report obsessions and/

or compulsions but did not meet the full DSM-III-R

criteria. In cases where there was a difference, most

of the time the 95% CIs overlapped, indicating that

the difference was not very robust. Half of these

differences no longer remained significant after con-

trolling for the influence of other psychopathology.

Furthermore, there was a significant difference be-

tween the subthreshold group and the subjects with-

out OCD on nearly all items, even after controlling

for the influence of other psychopathology, indicating

that the presence of obsessions and compulsions

per se is associated with psychological vulnerability

and also with negative consequences on health and

functioning.

Although the criterion differentiating between sub-

threshold cases and OCD concerns the severity of

suffering and the impact of the consequences, subjects

scoring negatively on this item (the subthreshold

cases) did not perform much better on items concern-

ing health, psychological and functional status than

the ‘ true’ OCD cases.

Some earlier studies have examined subthreshold

OCD subjects. In the general population study of

Grabe et al. (2000), a comparison was made between

OCD (12-month prevalence 0.4%) and ‘subclinical

OCD’ (1.6%). Diagnoses were made using the CIDI.

In their study, subclinical OCD was defined as having

obsessions or compulsions plus at least one additional

formal criterion, including the time and distress cri-

teria according to DSM-IV. This definition is more

stringent than ours (having obsessions or compulsions

without further restrictions). In general, our results

match theirs. However, although they used a more

stringent definition of subclinical OCD than ours, they

did find some differences between OCD and sub-

clinical OCD: their subjects with OCD were less fre-

quently employed and married than subclinical

subjects and, like our subjects, sought more help. For

quality of life and missing days at work, their results

equal ours : OCD and subclinical OCD do not differ,

Table 2. Personality and vulnerability traits for subjects with no OCD diagnosis, subthreshold cases and subjects with OCD

according to DSM-III-R

No OCD

(n=6667)

Subthreshold

(n=348) OCD (n=61)

GNQ

Neuroticism scores 38.4 (38.3–38.5) 33.8 (33.1–34.5)* 31.6 (29.8–33.4)**

Mastery

Mastery scores 19.6 (19.5–19.7) 17.3 (16.8–17.7)* 15.9 (14.7–17.0)**

UCL

Active Approach 8.2 (8.2–8.2) 8.0 (7.8–8.2) 7.9 (7.3–8.5)

Palliative Reaction 6.1 (6.0–6.1) 6.4 (6.2–6.7)* 6.9 (6.4–7.3)

Avoidance 6.2 (6.1–6.2) 6.4 (6.2–6.6)* 6.5 (6.0–6.9)

Social Support Seeking 6.7 (6.6–6.7) 7.0 (6.7–7.2)* 6.6 (5.9–7.3)

Depressive Reaction 4.3 (4.3–4.3) 5.3 (5.1–5.5)* 6.1 (5.5–6.6)**

Expression of Emotions 6.0 (6.0–6.1) 6.6 (6.4–6.8)* 6.7 (6.2–7.3)

Comforting Cognitions 7.4 (7.3–7.4) 7.5 (7.3–7.7) 7.0 (6.4–7.6)

RSE

RSE scores 33.1 (33.0–33.2) 30.7 (30.1–31.2)* 28.9 (27.5–30.4)**

OCD, Obsessive–compulsive disorder ; GNQ, Groningse Neuroticism Questionnaire (higher scores indicate less neuroticism) ;

Mastery, five-item Mastery Scale (higher scores indicate more internal locus of control) ; UCL, Utrecht Coping List ;

RSE, Rosenberg Self-Esteem (higher scores indicate higher self-esteem).

Values given as mean (95% confidence interval).

* Significant difference at p<0.05 between no OCD and subthreshold cases.

** Significant difference at p<0.05 between subthreshold cases and OCD.
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both groups perform worse than controls. In our

study, a much broader variety of outcome variables

was studied.

The study by Angst et al. (2004) examined the

prognosis of OCD and subthreshold cases among

adolescents in the community, starting in 1979 with

a 20-year follow-up. In their study, the Structured

Psychopathological Interview and Rating of the Social

Consequences for Epidemiology (SPIKE) was used to

assess psychopathology, in which an item for distress

is incorporated. In their diagnoses, the level of dis-

tress was used to determine a difference between

obsessive–compulsive disorder (significant distress,

12-month prevalence 0.7%), obsessive–compulsive

syndrome (moderate distress, 2.5%) and obsessive–

compulsive symptoms (just symptoms, 3.9%). The

three categories did not differ in their ability to predict

having OCD at follow-up.

Ruscio et al. (in press) studied the prevalence of

obsessions, compulsions and OCD in a nationally rep-

resentative survey and found a lifetime prevalence of

2.3%forOCDand28.2%forobsessionsorcompulsions.

Fullana et al. (2009) studied the prevalence of

obsessions and compulsions in a young community

sample at ages 26 and 32 using DIS-IV, administered

by health-care professionals. They also found much

higher prevalence rates : the year prevalence of OCD

was 1.8–2.3% and the year prevalence of obsessions

and compulsions was as high as 21–25% (at ages 26

and 32 respectively). Their analyses were the other

way around than ours : they studied the prevalence of

obsessions and compulsions in several psychiatric

disorders. They found a significant association be-

tween obsessions and compulsions and the presence

of other Axis I disorders and they also found that, even

in the absence of other mental disorders, obsessions

and compulsions still caused significant interference.

Our results and the results of some of the studies

mentioned above show a similarity between sub-

jects meeting all DSM-III-R/DSM-IV criteria for OCD

and the subthreshold subjects. Although the main

difference between these two groups concerns an item

regarding the severity of the suffering and disability

caused by the obsessions and compulsions, we did not

Table 3. Health and functional status for subjects with no OCD diagnosis, subthreshold cases and subjects with OCD according to

DSM-III-R

No OCD

(n=6667)

Subthreshold

(n=348) OCD (n=61)

SF-36

Role Emotional 93.1 (92.6–93.7) 77.9 (74.0–81.7)* 70.2 (58.7–81.8)

Social Functioning 90.3 (89.9–90.8) 80.5 (78.0–83.1)* 71.4 (64.5–78.3)**

Vitality 72.1 (71.7–72.6) 61.5 (59.2–63.7)* 54.5 (48.1–61.0)**

Mental Health 82.7 (82.3–83.0) 69.6 (67.4–71.8)* 63.5 (57.0–70.0)

General Health 75.0 (74.5–75.4) 66.2 (64.0–68.5)* 65.5 (59.8–71.3)

Physical Functioning 92.3 (91.9–92.7) 89.0 (87.2–90.7)* 86.4 (81.2–91.5)

Role Physical 86.6 (85.8–87.3) 74.2 (70.3–78.2)* 71.3 (60.1–82.4)

Pain 85.8 (85.3–86.4) 77.9 (75.2–80.6)* 70.6 (62.4–78.7)

GHQ

GHQ scores 1.1 (1.0–1.1) 2.5 (2.2–2.9)* 3.3 (2.4–4.2)

GVSG

Social Role 11.4 (11.3–11.5) 12.1 (11.8–12.5)* 12.3 (11.5–13.1)

Leisure Activities 9.3 (9.2–9.4) 11.1 (10.7–11.5)* 11.5 (10.4–12.5)

Other

Seeking treatmenta, % (95% CI) 4.9 (4.3–5.4) 18.4 (14.2–22.7)* 36.1 (23.3–49.0)**

Days of missed workb 3.3 (2.6–4.0) 12.2 (6.1–18.3)* 42.7 (18.8–66.6)**

Days of bed restb 0.5 (0.3–0.7) 2.0 (0.6–3.4)* 6.3 (0.2–12.3)

SF-36, 36-item Short Form health survey (higher scores indicate better conditions) ; GHQ, General Health Questionnaire

(higher scores indicate worse conditions) ; GSVG, Groningen Questionnaire on Social Behaviour (higher scores indicate worse

conditions) ; CI, confidence interval.

Values given as mean (95% confidence interval) unless stated otherwise.
a Seeking psychological or psychiatric treatment during the past 12 months.
b Days of missed work/bed rest due to psychological problems during the past 12 months.

* Significant difference at p<0.05 between no OCD and subthreshold cases.

** Significant difference at p<0.05 between subthreshold cases and OCD.
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find many differences regarding suffering and dis-

ability (in terms of health and functional status)

between OCD subjects and subthreshold subjects. We

did find differences on missing work, seeking treat-

ment and on several items regarding the psychological

vulnerability ; the latter differences were small in ab-

solute numbers and the CIs overlapped, so from both a

clinical and a statistical point of view these differences

were not very relevant. Apparently, both groups ex-

perience a generally comparable amount of suffering

and disability, but the subthreshold subjects do not at-

tribute this to their obsessions and compulsions (thus

scoring negatively on the item whether the obsessions

and compulsions cause severe suffering and disability).

Following this thought it could be suggested that the

severity criterion is a measure for awareness of illness

(do subjects attribute the suffering and disability they

experience to their obsessions and compulsions?)

rather than a measure for the impact of the disease.

The fact that subjects with OCD display more ‘patient

behaviour ’ (missing work, seeking treatment) than

subthreshold subjects corresponds with this ‘aware-

ness of illness hypothesis ’. Nevertheless, the pro-

portion of subthreshold subjects that seek help is

still considerable in absolute numbers. Following

DSM-III-R/DSM-IV rules strictly might result in with-

holding reimbursement of treatment-related expenses.

However, on the basis of our findings we do not state

that all subthreshold cases should be regarded as

having OCD. This view would carry the risk of over-

diagnosing, with the disadvantage of pathologizing

normal subjects, increasing health costs and impeding

the identification of adequate patients for research

proposals. Perhaps a dimensional view of obsessive–

compulsive symptoms would do more justice to

reality.

The strengths and limitations of the current study

deserve further comment. This study is a large, rep-

resentative general population study, in which diag-

nostic criteria are made using a validated instrument.

Of course, it is necessary to be cautious about inter-

preting CIDI items as DSM criteria. Other interviews

might yield different results. However, the CIDI has

been well validated against other structured inter-

views (Peters & Andrews, 1995 ; Komiti et al. 2001).

It has been suggested that CIDI administered by lay

interviewers tends to overdiagnose OCD. However,

when compared to prevalence rates found by skilled

mental health professionals, NEMESIS rates for OCD

are fairly low (Bijl et al. 1998a ; Fontenelle et al. 2006 ;

Fullana et al. 2009).

In the present study all subjects experiencing either

obsessions or compulsions were examined. However,

a limitation to our study is that we had to use lifetime

diagnoses, which carries the risk of including subjects

who once had (subthreshold) OCD and are currently

in remission. However, because OCD is a chronic

disorder with low rates for full remission (Eisen et al.

1999 ; Skoog & Skoog, 1999; Steketee et al. 1999 ; Reddy

et al. 2005), the subjects currently in remission prob-

ably represent a minority. For comparison, in the

Grabe et al. (2000) study, the lifetime prevalence of

OCD was 0.5%, the 12-month prevalence was 0.4%,

and for subclinical OCD these prevalence rates were

2.0% and 1.6% respectively. In the recent National

Comorbidity Study Replication, the difference was

somewhat larger : the lifetime prevalence for OCD was

2.3% and the year prevalence was 1.2% (Ruscio et al.

in press). The findings of Angst et al. (2004) indicate

that OCD and subthreshold obsessions and compul-

sions do not differ significantly in course. Using 12-

month diagnostic data instead of lifetime data would

probably have resulted in slightly greater differences

between the subthreshold group and the subjects

without OCD, but there is no reason to assume that

there would be more differences between the sub-

threshold group and the OCD group, as both contain

a (probably similar) proportion of subjects currently

in remission.

Finally, because we used a general population

sample, the OCD group in addition to the subthres-

hold group might include a relatively large proportion

of mild cases. More research is needed in clinical

settings.

To summarize, the prevalence of experiencing ob-

sessions and compulsions in this general population

study was 5.8% whereas the prevalence of OCD was

only 0.9%. The strict criteria for OCD in DSM-III-R

and DSM-IV have had enormous consequences for the

prevalence of this disorder. The majority of the sub-

jects with obsessions and compulsions do not meet the

current criteria for OCD. More research is needed on

the subthreshold cases and the optimal criteria for

setting the threshold. Other possible diagnostic criteria

might be compared to the present criteria. As in other

psychiatric disorders, also in OCD a dimensional view

of diagnoses might be more appropriate. Furthermore,

the subthreshold subjects could be studied in other

settings (clinical settings, general practitioners) and

other measures of disability might be investigated.

Finally it would be interesting to examine the follow-

up of the subthreshold cases : should they be viewed

as a pre-stage of OCD, do they stay ‘subthreshold’

or do the subthreshold symptoms go in remission?

Nevertheless, our data show that these subthreshold

subjects display generally comparable health and

functional status, co-morbidity rates and psychologi-

cal vulnerability as subjects with OCD. The current

diagnostic criteria do not diagnose these subthreshold

subjects, which carries the risk of withholding
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adequate treatment or reimbursement of treatment-

related expenses. These findings are in accordance

with other findings evaluating the relevance of other

subthreshold disorders in psychiatry (Cuijpers et al.

2004 ; Batelaan et al. 2007). We recommend that these

subthreshold cases and the diagnostic threshold re-

ceive special attention in the development of DSM-V.
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