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Abstract
Previous research has indicated that the public’s knowledge on obsessive compulsive disorder (OCD) is poor. Public under-
standing and perception of OCD may be one contributor to this issue. Given that mental health literacy is an important first 
step for those to receive the appropriate care, we sought to understand more about the public’s awareness and perceptions of 
OCD. Data regarding knowledge of OCD were collected through a New York statewide telephone survey (N = 806). Results 
indicated that those who had never heard of OCD were more likely to be ethnic minorities, have a lower income, and less 
education. Most participants described OCD either in terms of compulsions or in terms of perfectionism. Almost half (46.5%) 
of participants did not think there is a difference between someone with OCD and someone who is obsessive–compulsive. 
These findings are consistent with previous literature regarding race and treatment seeking behaviors.
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Obsessive compulsive disorder (OCD) is a serious and costly 
mental health problem, as well as a leading cause of dis-
ability in industrialized countries worldwide (World Health 
Organization 1992). OCD is characterized by obsessions, 
which are persisting intrusive thoughts, and compulsions, 
which are corresponding behaviors aimed to alleviate dis-
tress associated with the thoughts. For example, common 
obsessions include thoughts of contamination and patho-
logical doubt, while common compulsions include washing 
and counting (Pinto et al. 2006). Although many individuals 
engage in some of these behaviors, with OCD, these behav-
iors become excessive and impairing to daily functioning 
(Murray and Lopez 1996). In addition, epidemiological stud-
ies report that 2.3% of adults have a lifetime OCD diagnosis 
(Ruscio et al. 2008), which is a much greater rate than previ-
ously assumed. Despite the significant negative impairment 
in work, social, and family functioning (Coles et al. 2013), it 
takes on average 7.5 years for those with OCD who do seek 
treatment to receive services (Himle et al. 2008).

Research in service utilization indicates that many indi-
viduals living with OCD do not seek treatment for the 

disorder (Johnson and Coles 2013; Shapiro 1984). Separate 
studies have found low rates, with estimates that only 25% 
of those with OCD receive adequate treatment in the United 
States (Hantouche et al. 1995), and rates have been found to 
be even lower in Britain with only 14% in treatment (Tor-
res et al. 2007). It is plausible that individuals are unaware 
that their obsessive–compulsive tendencies are indicators 
of a diagnosable mental disorder until the symptoms are 
severe, as a positive association has been found between 
seeking treatment and obsessive–compulsive symptoms 
(Mayerovitch et al. 2003). In other words, individuals with 
more severe symptoms that have a greater impact on daily 
functioning are also more likely to seek assistance.

A possible contributor to the delay and lack of service uti-
lization is that the public has poor knowledge about mental 
health broadly (Angermeyer and Dietrich 2006; Furnham 
and Buck 2003), including those with OCD. For example, 
in a study examining mental health literacy for OCD, the 
researchers found that only 33% of respondents correctly 
identified symptoms in a vignette as OCD, but 72.3% identi-
fied the problems to be related to mental illness (Coles et al. 
2013). In a similar vignettes study with adolescents, results 
showed that 84.3% of participating adolescents correctly 
identified the ordering symptoms as OCD, but only 23.5% 
correctly identified the aggressive intrusions as OCD (Gar-
cia-Soriano and Roncero 2017). More adolescents viewed 
the individual in the aggression-OCD vignette as having 
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schizophrenia or depression, indicating that the participants 
did not know the various dimensions of OCD. These find-
ings, along with others (Furnham et al. 2011), indicate that 
many individuals can recognize when someone is experi-
encing mental health difficulties, but have difficulty nam-
ing the specific disorder, in this case OCD. The inability to 
identify OCD symptoms may contribute to the lack or delay 
of treatment.

Research on the demographic factors of those who are 
more likely to engage in treatment seeking behaviors are 
mixed. One study found that older, European-American 
females were more likely to seek treatment (Williams et al. 
2012) whereas another found that, unmarried, younger indi-
viduals were more likely (Cullen et al. 2008). Race is also 
an important demographic variable to consider in relation 
to treatment seeking-behavior. Previous studies have noted 
that recruitment of ethnic minorities into OCD research and 
clinical studies have often been unsuccessful, and African 
Americans have often been underrepresented (Coles et al. 
2013; Himle et al. 2008; Williams et al. 2010). In a review 
of almost two dozen clinical trials regarding OCD treatment, 
only 5.4% of participants were ethnic minorities (Williams 
et al. 2010), suggesting that ethnic minorities may be less 
likely to seek and attend treatment. When examining differ-
ences in knowledge and beliefs about OCD between four eth-
nic groups: White British, Black African, Black Caribbean, 
and Indian; Fernández de la Cruz et al. (2016) found that 
White British parents had a significantly better understand-
ing of OCD than Black African and Indian parents. Also, 
compared to ethnic minority parents, White British parents 
believed OCD would have a greater negative impact on their 
children and that treatment could be helpful (Fernández de 
la Cruz et al. 2016).

One factor influencing the delay to seek treatment is to 
what extent that individual views his/her own symptoms 
as an exaggeration of ‘normal’ behavior (Furnham and 
Buck 2003). Specifically, one such issue is whether they 
are perceived as part of one’s personality or part of an ill-
ness. Traditionally, obsessive compulsive personality dis-
order (OCPD; APA 2013) symptoms, such as orderliness, 
are valued within society, but other OCPD symptoms, such 
as refusing to delegate and being miserly, can annoy others. 
Even orderliness and perfectionism, two characteristics of 
people with OCPD, can cause problems when too extreme 
(Costa and McCrae 2008). Additionally, describing some-
one as ‘obsessive–compulsive’ can allude to symptoms of 
OCPD. A focus on symmetry and incompleteness may be 
shared features between OCD and OCPD. The obsessions 
and compulsions associated with an OCD diagnosis may 
be viewed more negatively in terms of distress than OCPD 
symptoms (Koutoufa and Furnham 2014a, b). This may be 
due to a lack of mental health literacy regarding OCPD and 
a perceived notion that symptoms of OCPD are beneficial, 

particularly in work environments. For instance, the OCPD 
trait over-attention to detail exists on a spectrum, and could 
be downplayed so the individual would be considered very 
observant, or it could be interpreted in a more extreme man-
ner, that the individual is “obsessive” with minute details. 
The names of OCD and OCPD can inherently lead to confu-
sions, as the only distinguishing term is “personality”. Nam-
ing and labels associated with mental disorders has impor-
tant implications for public understanding and perception 
of the illness (Martin et al. 2000). The similarity between 
OCD and OCPD has often led to incorrect diagnoses, and 
there appear to be mixed results on whether OCD symptoms 
as a child can lead to adult OCPD or vice versa, indicating 
that the two disorders may co-occur (Mancebo et al. 2005). 
Both psychiatric disorders are fairly common, with lifetime 
OCD rates ranging from 1.5 to 3%. One study found a 7.8% 
OCPD community prevalence rate, which would make it 
the most common personality disorder in the United States 
(APA 2013; Grant et al. 2012).

Given that mental health literacy is an important first 
step towards receiving appropriate care, we sought to 
understand more about the public’s awareness and percep-
tions of OCD. We attempt to replicate previous studies and 
extend the methodology by using a free response format in 
our survey, in which we inquired New York State residents 
about their demographic information and what they thought 
“obsessive–compulsive” meant and how that may differ from 
OCD. In line with previous research, we hypothesized that 
ethnic minority, less educated, and low-income individu-
als would have less recognition of OCD and its associated 
symptoms, along with greater difficulty describing OCD and 
distinguishing it from someone is “obsessive–compulsive.”

Methods

Participants

Data were collected from 806 adults with a mean age of 
48.69 (SD = 17.63) and range from 18 to 93. Almost half 
(47%) of participants were male. Table 1 provides demo-
graphic information regarding race, income, and education.

Procedure

The survey was conducted via phone by The Stony Brook 
University Center for Survey Research. Phone numbers were 
obtained using a list-assisted method of random-digit-dial-
ing. To increase the representativeness of the sample, popu-
lation weights were created based on estimates for six demo-
graphic variables drawn from the 2010 US Census American 
Community Survey (sex, education, race, region, income, 
and age). Participants over 18 and with the nearest birthday 
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in selected households were asked to participate. Up to eight 
calls were made at each household phone number. To ensure 
a representative sample, individuals initially unwilling to 
participate were solicited a second time for their participa-
tion. Out of all eligible participants who were reached by an 
interviewer (N = 2243), 41% completed the interview.

In the present study, responses to three questions related 
to public awareness and perceptions of OCD were examined. 
The questions were as follows: (1) “Sometimes people are 
said to be ‘obsessive–compulsive.’ What do you think this 
means? There is no one perfect answer,” (2) “Have you ever 
heard of obsessive compulsive disorder?”, (3) “As far as 
you know, is a person with obsessive–compulsive disorder 
different from someone who you would describe as obses-
sive–compulsive? In what ways do they differ?”

Data Analysis

Open-ended responses were coded and categorized by the 
survey collection team at Stony Brook University’s Center 
for Survey Research (see Tables 2, 3). Each open-ended 
response received one code to indicate the primary senti-
ment/content of the response. Twenty percent of these coded 
items were then re-coded by our researchers to ensure inter-
rater reliability. The average inter-rater reliability was good 
(Kappa = .71).

Chi squared tests of independence were used to test the 
relation between categorical participant characteristics (sex, 
race, income, and education) and responses. T-tests were 
conducted to test whether responses differed by age of par-
ticipant. Given a wide variety of codes given for the open-
ended questions, binary groups were created and compared 
participants who provided the most frequent response to 
those who did not (i.e. all other responses). Multiple logistic 
regressions were then performed to determine whether each 
demographic characteristic uniquely predicted presence of 
the most frequent response for each question. For each mul-
tiple logistic regression model, all demographic characteris-
tics were entered as predictors of the binary response to one 
question (presence or absence of most frequent response).

Results

Refer to Table 2 for percent of participants who provided the 
most frequent response by demographic category.

Definition of Obsessive–Compulsive

A wide variety of responses were given regarding what 
obsessive–compulsive is with no one answer being given by 
more than 20% of the sample. OCD versus OCPD consist-
ent definitions were determined by the study team based on 
findings from the literature regarding OCD and OCPD traits. 
Interestingly, 20% of the sample described ‘obsessive–com-
pulsive’ in terms that are typically associated with OCPD 
(i.e. perfectionism, eccentric personality, and perseverative, 
see Table 4). Overall, the most frequent replies described 
‘obsessive–compulsive’ based on compulsions (i.e. repeti-
tive, uncontrollable behaviors; 18.7%) or perfectionism 
(12.1%; see Table 4). Regarding potential demographic 
variable related to these responses, individuals with more 
education and higher incomes were found to be significantly 
more likely to define OCD based on the presence of com-
pulsions (education: X2 (1, 805) = 17.24, p < .00; income: 
X2 (1, 733) = 10.04, p < .00). Significant differences based 
on race (X2 (1, 807) = .01, p = .94), age (t (246.31) = − .352, 
p = .72), or sex (X2 (1, 806) = .66, p = .42) in the propor-
tion of respondents describing OCD based on compulsions 

Table 1   Participant demographics

N = 808

Demographics Percentages n

Race
 White 67.4 543
 Black/African American 16.8 136
 Hispanic/Latino 3.9 32
 Asian 0.4 3
 Pacific Islander 2.1 17
 Native American or Alaskan Native 4.5 36
 Don’t know 2.6 21
 Refused 2.5 20

Income
 < $20,000 24.2 195
 $20,000–$34,999 11.6 94
 $35,000–$59,999 16.0 129
 $60,000–$79,999 11.5 92
 $80,000–$99,999 10.8 87
 $100,000–$119,000 11.3 91
 $120,000–$149,999 1.9 15
 ≥ $150,000 3.8 31
 Don’t know 1.9 15
 Refused 7.2 58

Education
 < High school graduate 11.8 95
 High school graduate 24.9 200
 Some college, no degree 17.7 143
 Associate degree (occupational/academic) 9.2 74
 Bachelor’s degree (BA, AB, BS) 20.0 161
 Master’s degree 11.8 95
 Professional school degree (J.D., M.D.) 1.1 9
 Doctorate (Ph.D., Ed.D., Sc.D) 1.3 10
 Something else 1.4 11
 Don’t know 0 0
 Refused 0.8 7
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were not found. A logistic regression with all demographic 
variables found that education, but not income uniquely 
predicted whether respondents described obsessive–compul-
sive based on compulsions (see Table 6). Ethnic minorities 
were also more likely to describe OCD as perfectionistic 
tendencies than Caucasian participants (X2 (1, 806) = 4.66, 
p = .03). There was a nonsignificant trend of sex suggesting 
that a higher proportion of males may describe OCD based 

Table 2   Demographic categories based on participants’ responses regarding awareness and perceptions of OCD

The above represents percentages of those who endorsed the items. The category Minorities includes participants who identified as African-
American, Hispanic/Latino, Asian, Pacific Islander, and Native American/Alaskan native
*p < .05

Group Definition of obsessive–compulsive Recognition Distinction How they differ

Don’t know what 
obsessive–com-
pulsive means

Obsessive–com-
pulsive = compul-
sions

Obsessive- com-
pulsive = perfec-
tionism

Heard of OCD A person with 
OCD ≠ a person 
who is obses-
sive–compulsive

OCD is more 
severe than 
obsessive–com-
pulsive

Race Caucasian 
(n = 543)

14.2 18.8 10.3 88.9* 38.3 13.6*

Other (n = 263) 19T 18.6 15.6* 81 40.2 7.6
Income < $60,000 

(n = 418)
8.2* 14.4 13.6 80.6 39.8 9.3

> $60,000 
(n = 316)

22 23.5* 9.8 94.4* 39.4 16.1*

Education ≤ HS (n = 530) 20.9* 14.5 10.8 81.5 38.1 9.2
≥ College 

(n = 276)
5.8 26.5* 14.5 95.6* 40.3 16.4*

Sex Male (n = 379) 16.1 19.8 14.2T 86.2 34.3 12.9
Female (n = 427) 15.3 17.6 10.1 86.4 42.8* 10.8

Table 3   Income and education by race

Demographic Race

Caucasian (%) Ethnic 
minority 
(%)

Income $60,000 + 44.4 40.2
Obtained college education 35.1 32.2

Table 4   The meaning of 
“obsessive–compulsive”

N = 806. Survey responses were open-ended, and individual responses were categorized

Response Percent

OCD consistent definitions
 Repetitive, uncontrollable behaviors, compulsions 18.7
 ‘Obsessive’; ‘compulsive’ 8.7
 Anxiety; compulsions relieve anxiety 4.4
 Uncontrollable thoughts; obsessions 3.5

OCPD consistent definitions
 Perfectionism; demanding that everything be just so; must be in control 12.1
 Fixated; focused; perseverates 6.1
 Eccentric personality; not a disease; an overblown diagnosis 1.8

OCD and OCPD consistent definitions
 A mental illness that causes dysfunction 8.0
 Obsessive cleaning, hand-washing 3.0
 Extreme emotion; lack of control 2.6
 Someone who needs treatment 1.7

Other 10.2
Don’t know 15.7
Refused 3.5
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on perfectionism than females (X2 (1, 806) = 3.31, p = .07). 
There were no age (t (752) = − .48, p = .63), education (X2 (1, 
806) = 2.39, p = .12), or income (X2 (1, 734) = 2.50, p = .11) 
differences in the description of OCD as perfectionism. 
Refer to Table 6 for odds ratios of these variables.

Only a small proportion of respondents reported 
that they did not know what obsessive–compulsive 
meant (15.8%). Those who did not attend college (X2 (1, 
807) = 31.25, p < .00) and those with a lower income (X2 (1, 
734) = 25.33, p < .00) were more likely to report not know-
ing what obsessive–compulsive meant. There were no age (t 
(148.68) = − .37, p = .71) or sex (X2 (1, 805) = .11, p = .74) 
differences in responding “I don’t know”; however there was 
a trend towards a greater proportion of ethnic minorities 
reporting that they did not know what obsessive–compulsive 
meant (X2 (1, 806) = 3.12, p = .08) compared to Caucasians. 
A logistic regression controlling for all demographic vari-
ables found that income and education uniquely predicted 
whether respondents described obsessive–compulsive based 
on compulsions (see Table 6).

Recognizing the Term OCD

The majority of participants reported having heard of OCD, 
with only 13.6% stating that they had never heard of OCD. 
Chi square tests indicated that Caucasians responded “yes” 
to the question of “Have you heard of OCD?” more fre-
quently than ethnic minorities (i.e. African-American, His-
panic/Latino, Asian, Pacific Islander, Native American/Alas-
kan native; X2 (1, 804) = 9.40, p < .00). Additionally, those 
who were college educated (X2 (1, 804) = 30.45, p < .00) and 
those with a higher income (i.e. greater than $60,000; X2 
(1, 731) = 31.96, p < .00) were more likely to have heard of 
OCD than those without a college education and those with 
an income less than $60,000. For a distribution of income 
and education by race refer to Table 3. Additionally, par-
ticipants who were older (M = 55.35, SD = 21.05) were less 
likely to have heard of OCD than participants who were 
younger (M = 47.57, SD = 16.78; t(126.25) = 3.60, p < .00). 
Finally, no significant differences in the recognition of OCD 
based on sex (X2 (1, 804) = .003, p = .95) were observed. A 
logistic regression controlling for all demographic variables 
confirmed that race, income, and education each uniquely 
predicted whether a participant had heard of OCD (see 
Table 6). Therefore, racial differences were not an artifact 
solely driven by income and education.

Distinction from ‘Obsessive–Compulsive’

In regards to whether or not respondents believed there 
was a difference between OCD and ‘obsessive–compul-
sive’, respondents were relatively split. Specifically, 43.8% 
responded ‘yes’, 46.5% responded ‘no’, and 9.7% reported 

being unsure if there is a difference. Regarding potential 
variables of differentiating OCD versus ‘obsessive compul-
sive’, females were more likely than males to believe that 
there was a difference between someone with OCD and 
someone who is obsessive–compulsive (X2 (1, 613) = 4.69, 
p = .03, 42.8% females, 34.3% males). No significant differ-
ences were observed according to race (X2 (1, 612) = .20, 
p = .65), age (t (414.49) = .05, p = .96), education (X2 (1, 
614) = .270, p = .60), or income (X2 (1, 568) = .01, p = .92) 
regarding the distinction between OCD and obsessive–com-
pulsive. A logistic regression controlling for all demographic 
variables did not find that any variables uniquely predicted 
whether respondents thought OCD was different than being 
“obsessive–compulsive” (see Table 6).

In What Ways do OCD and ‘Obsessive Compulsive’ 
Differ?

Individuals who reported there was a difference between 
OCD and “obsessive–compulsive” were asked to elaborate 
on those differences, and 39.5% referenced the magnitude 
of symptoms/degree of dysfunction as being the delineating 
factor (see Table 5). No other specific criteria for distinguish-
ing OCD versus ‘obsessive compulsive’ were given by more 
than 10% of the sample. Of the remaining criteria reported, 
distinctions were made between OCD being a ‘real’ illness 
compared to a personality trait and between whether or not 
the symptoms are diagnosable/warrant treatment.

Potential differences in variables were examined for indi-
viduals who reported differentiating the two conditions based 
on severity. Those who were Caucasian (X2 (1, 806) = 6.24, 
p = .01), college educated (X2 (1, 806) = 8.95, p < .00), and 
with a higher income (X2 (1, 734) = 7.76, p < .00) were more 
likely to report severity as the differentiating characteristic 

Table 5   The difference between an individual with OCD and an indi-
vidual who is obsessive–compulsive for those who thought there was 
a difference

N = 239. Survey responses were open-ended, and individual 
responses were categorized

Responses Percent

Magnitude of symptoms, degree of dysfunction 39.5
Clinical versus information definition 5.3
Illness versus personality trait; OCD is a ‘real’ illness 6.2
For one, the person is diagnosed/seeking treatment 6.7
OCD is too broadly, inappropriately used; everyone has 

OCD
1.7

Mentions specific symptoms that characterize the difference 
(e.g., anxiety)

4.6

Vague statements; no clear difference; ‘it depends’ 16.5
Other 6.3
Don’t know; refused 13.2
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compared to all other responses. Additionally those who 
responded this way were younger than those who did not (t 
(752) = 2.49, p = .01). There were no significant sex (X2 (1, 
807) = .87, p = .35) differences among those who referenced 
symptom severity in their response. Potential distinguishing 
variables were not tested for the remaining criteria due to the 
limited sample sizes. A logistic regression controlling for all 
demographic variables found that race and age uniquely pre-
dicted whether respondents thought OCD was more severe 
than being “obsessive–compulsive” (see Table 6).

Discussion

The results of this study support our initial hypotheses. 
About 20% of the sample described “obsessive–compul-
sive” in terms of OCPD traits (e.g. perfectionism, eccentric 
personality, and perseverates). Regarding the description 
of OCD, the three most frequent types of responses were 
those where the participant described OCD as repetitive 
and uncontrollable compulsions, described OCD as perfec-
tionism, or answered “I don’t know”. The participants who 
described OCD in terms of compulsions were most likely to 
be college educated and have higher incomes; however, after 
controlling for all demographic variables, education level 

remained as the only significant predictor of this response 
type. Ethnic minorities and males were more likely to define 
OCD as a tendency to have everything perfect, and after 
controlling for all demographic variables, lower incomes 
and higher levels of education emerged as additional sig-
nificant predictors of this response. Also corresponding with 
our hypotheses, ethnic minority participants were less likely 
to know what it meant to be obsessive–compulsive, along 
with those with low income and who did not attend college. 
Additionally, of the 13.6% of respondents who had not heard 
of OCD, they were more likely to be ethnic minorities, have 
a lower income, and less education. These results remained 
even after controlling for all other demographic variables. 
Almost half (46.5%) of participants did not think there is a 
difference between someone with OCD and someone who is 
‘obsessive–compulsive’, and females were more likely than 
males to respond that there is a difference. In making the dis-
tinction, the most common response (39.5%) referenced the 
magnitude of symptoms and degree of dysfunction, infer-
ring that those with more severe obsessions and compulsions 
would be those more likely to be diagnosed with OCD.

A significant motivator for this study was the imperative 
to get a large, diverse group of participants in order to gain a 
better understanding of what the general public thinks of the 
term “obsessive compulsive.” This study randomly selected 

Table 6   Logistic regression results and odds ratios of demographic characteristics and participant awareness and perceptions of OCD

The table represents unique effect of each demographic variable on a “yes” response for the corresponding response category
B unstandardized beta, SE B standard error of beta, OR odds ratio for a “yes” response. Other African-American, Hispanic/Latino, Asian, Pacific 
Islander, and Native American/Alaskan native
*p < .05; **p < .01; ***p < .00

Statistic Definition of obsessive–compulsive Recognition Distinction How they differ

Don’t know what 
“obsessive–com-
pulsive” means

Obsessive–com-
pulsive = compul-
sions

Obsessive- com-
pulsive = perfec-
tionism

Heard of OCD A person with 
OCD ≠ a person 
who is obsessive–
compulsive

OCD is more 
severe than 
obsessive–com-
pulsive

Race (white or 
other)

B − .19 − .00 − .68** .87*** .10 .59*
SE B .23 .21 .24 .25 .20 .28
OR .83 1.00 .51 2.39 1.10 1.80

Income (< or > 
$60,000)

B − .96** .36 − .71* .78*** .13 .35
SE B .28 .23 .29 .32 .20 .27
OR .38 1.43 .49 2.18 1.14 1.42

Education (< HS 
or > College)

B − 1.06** .55* .72* 1.36*** − .11 .41
SE B .33 .23 .28 .39 .21 .27
OR .35 1.72 2.05 3.88 .90 1.51

Sex (male or 
female)

B .27 .11 .57* − .16 .22 .24
SE B .21 .20 .24 .24 .18 .24
OR 1.31 1.11 1.76 .86 1.24 1.27

Age B − .00 .00 .01 − .03*** − .00 − .02*
SE B .01 .01 .01 .01 .01 .01
OR 1.00 1.00 1.01 .97 1.00 .98
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participants from NYS, whereas prior studies on the mental 
health literacy of OCD were limited to specific groups of 
individuals (Coles et al. 2013; Fernández de la Cruz, et al. 
2016). Likewise, we decided that open-ended responses for 
defining obsessive–compulsive would provide us with the 
respondents’ perspective, as providing response options 
could sway what the participants really think of when hear-
ing “obsessive–compulsive”. Open-ended responses allow 
us to learn what people think of OCD, the specific words 
they choose to describe it, and what misconceptions may 
exist, so we can do a better job at teaching others about the 
disorder and refuting any common misconceptions.

Our findings are consistent with previous literature on 
public knowledge related to mental health. A follow up to 
our study could be related to treatment engagement spe-
cifically, regarding race, as race consistently emerged as an 
important variable in our study. For example, Williams et al. 
(2012) noted that, compared to European Americans, Afri-
can Americans have less knowledge about where they can 
seek help, which could be related to the stigma associated 
with discussing mental illness. In a review of clinical trials 
for OCD treatment, only 1.3% of individuals in treatment 
were African American (Williams et al. 2010). There are 
various postulations as to why ethnic minority groups do 
not frequently access OCD treatment, and research is scarce 
in attempting to understand why this occurs. Williams et al. 
(2010) investigated some of these reasons, finding that dis-
trust of a larger mental health system was a major factor. 
Other factors included financial and language barriers, inac-
cessibility to clinics, and cultural beliefs. Others cited differ-
ences in perception of symptoms and poor mental health lit-
eracy as reasons for the lack of ethnic minority participation 
in OCD treatment (Fernández de la Cruz et al. 2016; Coles 
et al. 2013), as well as wanting to handle it on their own, 
being unaware of where to find help, or being afraid of the 
stigma related to receiving treatment (Simonds and Thorpe 
2003; Williams et al. 2012). These factors may be associ-
ated with the postponement of treatment, and subsequent 
consequences of greater symptom severity and impairment 
(Williams et al. 2012).

Relatedly, our findings further support the link between 
higher education, income, and OCD identification. In the 
present study, those with higher education and income lev-
els were more likely to have awareness OCD. Similarly, 
Coles and colleagues found that those with higher edu-
cation and income were more likely to correctly identify 
OCD (Coles et al. 2013). Additionally, results from the 
present study align with evidence that those with lower 
education have significantly lower odds of recogniz-
ing OCD than those with higher education (Chong et al. 
2016). Given that insight and poor mental health liter-
acy is thought to predict health care service utilization 
(Beşiroğlu et al. 2004; Fernández de la Cruz et al. 2016; 

García-Soriano et al. 2014), our results also correspond 
with prior findings that those with higher SES may be 
more likely to seek treatment for OCD than those with 
moderate to low SES (Demet et al. 2010; Goodwin et al. 
2002). Our study was able to investigate the impact of both 
education and income and found that education was more 
associated with the recognition of OCD than income (i.e. 
2.73 vs. 3.46 Odds Ratios).

The ability to properly identify and analyze symptoms 
plays a critical role when seeking appropriate treatment, so 
one can receive an accurate diagnosis. Trying to distinguish 
OCD from features of OCPD or subclinical OCD can be one 
such challenge for the public, as suggested by our results. 
When inquiring about the meaning of ‘obsessive–compul-
sive’, respondents may have been referencing features of 
OCD or OCPD. Almost half of our sample (46.5%) reported 
that they thought there was no difference between someone 
with OCD and someone who is ‘obsessive–compulsive’. 
This may be a result of poor knowledge of the differenti-
ating characteristics between OCD, subclinical OCD, and 
OCPD, as previous studies have suggested low identifica-
tion rates for OCD (Coles et al. 2013; Garcia-Soriano and; 
Roncero 2017; McCarty et al. 2017) and OCPD (Furnham 
et al. 2011; Furnham and Winceslaus 2012). Additionally, of 
those who thought there was a difference between someone 
with OCD versus someone who is ‘obsessive–compulsive’, 
the primary difference was in the magnitude of symptoms 
and degree of dysfunction (39.5%), yet severity and dysfunc-
tion are included in the diagnostic criteria for both OCD and 
OCPD. Interestingly, when we asked to define OCD, the 
third most endorsed answer was perfectionism, and when 
Koutoufa and Furnham (2014a) asked participants to iden-
tify the problem in a vignette of an individual with OCPD, 
the most frequently endorsed response was perfectionism 
and the third most endorsed response was OCD. These find-
ings support the notion that the public is generally unsure of 
the differences between these two disorders. Although some 
may deem the differences between these disorders subtle, it 
is important to identify these differences in order to receive 
an appropriate treatment plan. Those with OCD have phar-
macological treatment options, such as certain selective ser-
otonin reuptake inhibitors (SSRIs), including fluoxetine, and 
behavioral therapies, including exposure therapy. Research 
in OCPD treatments suggests that supportive-expressive 
psychodynamic therapy and cognitive therapy may allevi-
ate distress (Mancebo et al. 2005), and a community sample 
of adults significantly preferred cognitive-behavioral therapy 
(CBT) to other treatment options (Koutoufa and Furnham 
2014b). In contrast to OCD, there currently are no pharma-
cological treatments for OCPD (Mancebo et al. 2005). We 
believe that better education into these two disorders will 
prevent misdiagnoses, and therefore, provide more effective 
treatments.
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This study is not without limitations. The current study 
was limited geographically, in that it only surveyed individu-
als from New York State, which is a more highly educated 
and wealthier state than many others (Bureau 2011). It would 
be beneficial to investigate the awareness and perceptions of 
those across the United States, and even on an international 
scale. Additionally, self-selection in participants’ choice 
of responding could have factored into the results. Fur-
thermore, we understand that having participants describe 
‘obsessive–compulsive’ can allude to symptoms of OCD or 
OCPD. Unfortunately, we were unable to ascertain a specific 
disorder the participants were envisioning, and future stud-
ies may be able to investigate and differentiate perceptions 
of OCD and OCPD. Future research should focus on pub-
lic interventions in order to increase mental health literacy, 
perhaps starting with youth in the school systems. Clearly 
more work is necessary to increase the public’s knowledge 
and awareness of OCD.
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