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OBSESSIVE-COMPULSIVE DISORDER AMONG AFRICAN
AMERICANS AND BLACKS OF CARIBBEAN DESCENT:
RESULTS FROM THE NATIONAL SURVEY
OF AMERICAN LIFE
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Background: There is limited vesearch regarding the nature and prevalence of
obsessive-compulsive disorder (OCD) among various racial and ethnic subpopula-
tions within the United States, including African Americans and blacks of
Caribbean descent. Although beterogeneity within the black population in the
United States bas largely been ignored, notable differences exist between blacks of
Caribbean descent and African Americans with respect to ethnicity, national
beritage, and living circumstances. This is the first comprebensive examination of
OCD among African Americans and blacks of Caribbean descent. Methods: Data
from the National Survey of American Life, a national bousebold probability
sample of African Americans and Caribbean blacks in the United States, were
used to examine rates of OCD among these groups. Results: Lifetime and 12-
month OCD prevalence estimates were very similar for African Americans and
Caribbean blacks. Persistence of OCD and rvates of co-occurring psychiatric
disorders were very bigh and also similar between African American and
Caribbean black respondents. Both groups bad bigh levels of overall mental illness
severity and functional impairment. Use of services was low for both groups,
particularly in specialty mental bealth settings. Use of anti-obsessional medications
was also rare, especially among the Caribbean black OCD population. Conclu-
sions: OCD among African Americans and Caribbean blacks is very persistent,
often accompanied by other psychiatvic disovders, and is associated with bigh
overall mental illness severity and functional impairment. It is also likely that very
few blacks in the United States with OCD are receiving evidence-based treatment

'Department of Psychiatry, University of Michigan, Ann Arbor,
Michigan

2University of Michigan School of Social Work, Ann Arbor,
Michigan

3Boston University School of Social Work, Boston, Massa-
chusetts

“University of Michigan Institute for Social Research, Ann
Arbor, Michigan

SDepartment of Psychology, University of Michigan, Ann
Arbor, Michigan

Published 2008 Wiley-Liss, Inc.

Contract grant sponsor: National Institute of Mental Health;
Contract grant number: U01-MH57716; Contract grant sponsor:
National Institutes of Health.

*Correspondence to: Joseph A. Himle, Ph.D., University of
Michigan Department of Psychiatry, Rachel Upjohn Building,
4250 Plymouth Rd. Ann Arbor, Ml 48109-5763.

E-mail: himlej@umich.edu

Received for publication 20 June 2007; Revised 26 September
2007; Accepted 17 October 2007

DOI 10.1002/da.20434

Published online 2 October 2008 in Wiley InterScience (www.in-
terscience.wiley.

com).

"This article is a US Government work and as such, is in the public
domain in the United States of America.



994 Himle et al.

and thus considerable effort is needed to bring treatment to these groups.
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INTRODUCTION

Obsessive—compulsive disorder (OCD) is an anxiety
disorder characterized by recurrent and persistent
ideas, thoughts, or images that are experienced as
intrusive and inappropriate (obsessions), and/or repe-
titive behaviors or mental acts that a person feels driven
to perform in response to an obsession or discomfort
(Compulsmns) OCD is a chronic illness that persists
in 60-80% of cases.?! Adults with OCD delay an
average of 7.5 years before presenting for treatment.¥
Epidemiologic and clinical samples of adults with
OCD have demonstrated a substantial amount of
psychiatric comorbidity with an average of 50-75%
of adults meeting the criteria for another lifetime
psychiatric disorder.!

OCD is assoc1ated with significant economic and
functional impairment. OCD places tenth in overall
global disease burden (combined measure of deaths,
impact of premature death, and d1sab111ty) as reported by
the World Health Orgamzatlon OCD sufferers often
experience substantial 1mPa1rments in emplo%zment
educational attamment I'social relatlonshlgs ! family
functioning,'*"*! and cognitive abilities." Finally,
U.S. Census data suggest that $8.4 bllhon per year are
spent for the management of OCD.®

Data from the National Comorbldity Replication
Survey (NCS-R) estimates an overall lifetime preva-
lence rate of OCD of 1.6% and 12 month prevalence
of 1.0% in the Unlted States (16l Farly cross-national

epidemiologic studles I found similar rates of OCD
in several countries!"®! but more recent reviews high-
light considerable cross- cultural differences in lifetime
and 12-month OCD rates.'”) Cross-cultural differ-
ences are also observed in OCD symptom pro-
files.?“?) Overall, the nature and rate of OCD
appears to vary rneaningfully across cultures but this
conclusion is tempered by considerable methodological
variations across studies.

There is limited research regarding the nature and
prevalence of OCD among various racial and ethnic
subpopulations within the United States, including
African Americans. Similar relative rates of OCD
between non-Hispanic black and non-Hispanic whites
in the United States were found in both the Epide-
mlologlc Catchment Area Survey [ECA]!Y and NCS—
R?2 samples. Rates of OCD among Hispanics are
variable, with NCS-R lifetime rates for Hispanics
exceedinjg non-Hispanic whites and non-Hispanic
blacks!??" whereas ECA lifetime rates of OCD among
Hispanics are lower than those found for non-Hispanic
whites and non-Hispanic blacks.!!
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Limited sample sizes of blacks and broad racial
coding schemes in previous clinical and epidemiologic
studies have not allowed examination of differences in
psychopathology  between black American sub—
groups.”**# Blacks from the Caribbean make UI[)
largest black ethnic subgroup in the United States.”*> 26
Recent immigration trends resulted in a 67% increase in
Carlbbean black population in the United States during
the 1990s.*”) In some large U.S. cities (e.g. New York,
Boston, Miami) the proportion of blacks of Caribbean
descent meets or exceeds one-quarter of the overall
black population. Although heterogeneity within the
black population in the United States has largely been
ignored, notable differences exist between blacks of
Caribbean descent and African Americans with respect
to ethnlclty, national heritage, and living circum-
stances.”””! One important difference between African
Americans and Caribbean black populations is that
Caribbean blacks in the United States are significantly
more likely to be first- or second-generation immigrants
than is true for other members of the black popula-
tion.1”® Despite the considerable differences between
these groups, the co-categorization of slave-descendent
blacks, blacks of more recent African immigration status,
and U.S.-born and foreign-born Caribbean blacks as
“African Americans” discourages research examining
differences in health status and social circumstances
between these groups.

In keeping with the research-limiting effects of
broadly classifying blacks in America, little is known
about the nature of mental illness and associated help
seeking among African Americans and blacks of
Caribbean descent in the United States. The limited
amount of mental health research that does exist
comparing these groups indicates that both first- and
second-generation Caribbean immigrants ex erience
higher-than-expected rates of schizophrenia®”?*% and
mania.*") Additionally, Caribbean blacks report higher
levels of psychological distress compared to African
Americans born in the United States.’?! Conversely,
rates of depression are similar among African Amer-
icans, Caribbean blacks, and non-Hispanic whites in
the United States.?” Although the comparative rates of
OCD among African Americans and Caribbean blacks
living in the United States have not yet been examined,
we hypothesize that higher levels of overall psycholo-
gical distress among Caribbean blacks may yield higher
rates of OCD compared to African Americans.
Predicting rates of OCD across cultures, however, is
clearly an uncertain endeavor given the variability of
prevalence rates found in prev10us cross-national
epidemiologic studies of OCD.!"
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The importance of OCD prevalence rates notwith-
standing, little is known about the nature and impact
of OCD among blacks in the United States. Available
information regarding mental health disorders
among blacks suggests that mental illness is especially
persistent in this group.**** Although OCD is known
to be very persistent in general population samples,!"®!
its relative persistence rates across cultural groups in
the United States is unclear. In the ECA study, blacks
meeting lifetime OCD criteria were more likely
than non-Hispanic whites or Hispanics to also meet
criteria for 12-month OCD, suggesting that OCD
may be particularly persistent among blacks."’!
Mental illness severity is another important variable
of interest related to understanding the nature of
mental illness that has also not been sufficiently
investigated with respect to race/ethnicity.*®! Although
little is known about the severity of mental illness
among blacks with OCD, access barriers to quality
mental health treatment may lead one to hypothesize
that blacks with OCD experience high levels of
illness severity. Similarly, little research is available
regarding help-seeking behavior among black Amer-
icans with OCD, although recent data from an anxiety
disorders screening event suggest that very few blacks
with OCD (6.3%) seek treatment for their condi-
tion.*”! Finally, no information regarding the nature of
OCD and associated help-seeking behavior comparing
African Americans and blacks of Caribbean descent is
available. Overall, gathering information about the
persistence, clinical severity, and service use among
African Americans and blacks of Caribbean descent
with OCD in the United States is imperative in order
to appropriately assess the care needs of these
important groups.

Beyond the need to address these important gaps in
the current literature regarding African American and
Caribbean blacks with OCD in the United States, it is
also important to disseminate the most up-to-date
information about OCD among these groups. Psycho-
pathology is clearly influenced by social and economic
hardships.*®*? Recent economic declines have been
associated with growing disparities in economic status
among black Americans, making contemporary assess-
ment of psychopathology among black Americans
especially relevant.

The purpose of this paper is to examine the
prevalence and impact of OCD on blacks in
America usingi the National Survey of American
Life[NSAL]L™ a recently completed epidemiologic
study of the mental health of black Americans and
non-Hispanic whites in the United States. This is the
first comprehensive examination of OCD among
African Americans and blacks of Caribbean descent.
In this study, the prevalence and persistence of OCD
will be reported along with data on psychiatric
comorbidity, mental illness severity, functional impair-
ment, service use, and the socio-demographic corre-

lates of OCD.

METHODS

SAMPLE

The NSAL is a comprehensive study of the mental health of
African Americans and blacks of Caribbean descent.””) The NSAL
adult study is an integrated national multi-stage household prob-
ability sample of 3,570 African Americans, 1,621 blacks of Caribbean
descent (Caribbean blacks) and 891 non-Hispanic whites. Respon-
dents were drawn from a noninstitutionalized civilian population
from the coterminous 48 states. One adult (18 years or over) per
household was randomly selected to be interviewed. Interviews were
conducted from February 2001 to March 2003. The African-
American participants were selected from geographic segments in
proportion to the African American population; the Caribbean black
sample was selected from the African-American segments and from
metropolitan segments with more than 10% blacks of Caribbean
descent. Respondents were asked to self-identify their race. Those
who declared their race to be black and of West Indian or Caribbean
descent, or reported that they were from a list of Caribbean countries
provided by the interviewer, were coded as Caribbean black. The
response rates for the African-American and Caribbean samples were
70.7% and 77.7%, respectively. Analysis weights were developed for
the NSAL to adjust for potential nonresponse bias, to correct for
disproportionate sampling, and to ensure population representation
across various socio-demographic characteristics.*'! Analyses apply-
ing these weights produce statistics nationally representative of the
populations of interest. In the NSAL, due to time and cost restraints,
OCD was assessed in the African-American and Caribbean black sub-
samples but not among non-Hispanic white participants.

MEASURES

Diagnostic assessment. In the NSAL, diagnostic assess-
ment was conducted using the Diagnostic and Statistical Manual
(DSM-1V) World Mental Health Composite International Diagnos-
tic Interview [WMH-CIDI].*l The WMH-CIDI is a structured, lay
interviewer-administered diagnostic interview. The CIDI short-form
version (CIDI-SF) Obsessive-Compulsive Disorder diagnostic mod-
ule™! was administered rather than the full WMH-CIDI OCD
module. A CIDI-SF OCD diagnosis should be considered a probable
DSM-IV OCD diagnosis, since the section does not fully assess
DSM-1V criteria. Specifically, persons with a positive CIDI-SF OCD
are estimated to have an 84.21% chance of also being a full CIDI
OCD according to the CIDI-SF OCD scoring guidelines. All of the
other 12 adult disorders were assessed using the WMH-CIDI. These
include panic disorder, agoraphobia, social phobia, generalized
anxiety disorder, posttraumatic stress disorder, major depressive
disorder, dysthymia, bipolar I & II disorders, and drug and/or alcohol
abuse/dependence.

Socio-demographic correlates. Socio-demographic vari-
ables assessed included sex, age, employment status, education,
marital status, region of the,™ U.S. Department of Agriculture.
“Other urban” includes areas with populations greater than or equal
to 2,500 people and “rural” includes persons living in areas with less
than 2,500 people. Region is coded according to The Bureau of
Census’ Department of Labor regional classification method./*]

Functional impairment. Functional impairment was mea-
sured using the World Health Organization’s Disability Assessment
Schedule IT [WHO-DAS-II].*¢! The WHO-DAS-II is based on the
International Classification of Functioning, Disability and Health
and is cross-culturally applicable. The WHO-DAS-II was not
administered to respondents who reported that their overall physical
and mental health was excellent. The WHO-DAS-II measures 30-
day functional impairment (number of days in the preceding 30 with
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impairment) in seven domains: days out of role (unable to carry out
normal activities); self-care (washing, grooming, etc.); mobility
(standing, moving, etc.); cognition (concentration, memory, etc.);
social (conversing, maintaining friendships, etc.); productivity (qual-
ity and quantity of daily activities at home and work); and family
burden (respondent interference with the life and activities of close
friends and family). For days out of role, the score is the number of
days that respondents were completely unable to carry out their
normal activities. For the other domains, the impairment score is the
number of days that the respondents’ symptoms caused difficulty in
the given area of functioning weighted by the level of difficulty.
WHO-DAS-II functional impairment scores are not limited to
impairment resulting from OCD.

Overall mental illness severity. Respondents who met the
12-month criteria for OCD or any other mental disorder were
assigned to one of three severity categories: severe, moderate, or
mild. Severe cases met at least one of the following conditions: was
diagnosed or ever treated for psychosis; met criteria for bipolar I or II
disorder; reported a serious suicide attempt within the past year;
scored 50 or below on the Global Assessment of Functioning! scale;
met current criteria for substance dependence with associated severe
role impairment; or scored in a range from 7 to 10 on the Sheehan
Disability Scale.*”! Cases classified as moderate met at least one of
the following conditions: had suicidal ideation, a gesture, or plan; a
Global Assessment of Functioning score between 51 and 60;
substance dependence without associated severe role impairment;
or moderate role impairment associated with any current mental
disorder. All other cases were classified as mild. OCD-specific
severity was not assessed in the NSAL.

Service use. Service use for emotions, nerves, mental health,
or use of alcohol or drugs within the last 12 months was categorized
into several service sectors. The health services sector includes two
provider sub-groups: specialty mental health (psychiatrists, psychol-
ogists, counselors, social workers, other mental health professionals,
mental health hotlines) and general medical sectors (general
practitioners, family doctors, nurses, occupational therapists, other
health professionals). The nonhealth care sector also includes two
subgroups: human service (religious and spiritual advisors, counselors
and social workers seen in nonmental health settings) and comple-
mentary-alternative sectors (herbalists, chiropractors, spiritualists,
self-help groups, internet support groups). Participants were included
in the “any services” category if they consulted at least one of the
above providers in the past 12 months.

Given that pharmacological treatment of OCD primarily utilizes
serotonin reuptake inhibiting medications [SRIs],™® a service
utilization variable was created that captured the use of any SRI
medication (citalopram, clomipramine, fluoxetine, fluvoxamine,
paroxetine, sertraline) in the past 12 months.

ANALYSIS STRATEGY

All analyses were weighted to be nationally representative of the
populations of interest and were conducted using the SAS 9.1.3
software package.*”! Because the NSAL used a multi-stage sample
design, involving both clustering and stratification, specialized
statistical techniques (Taylor series expansion method) were utilized
to account for the complexity of the design and its associated standard
errors where appropriate. Bivariate cross-tabulations were used to
calculate all proportions. Unweighted frequencies but weighted
percentages are reported. The Rao-Scott %’ statistic, a complex
design-corrected measure of association, was used to test for
associations across categorical variables. Odds ratios were obtained
by exponentiating the coefficients calculated in bivariate logistic
regression models.
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Standard errors adjusted for complex designs are usually larger
than nonadjusted standard errors. Furthermore, the NSAL Carib-
bean black sample is significantly more clustered than the African-
American sample. For this reason, the standard errors for the
Caribbean black sample will usually be higher than those for the
African-American sample when correctly estimated. Therefore, many
comparisons may show large differences, yet are not statistically
significant.

RESULTS

SAMPLE CHARACTERISTICS

Table 1 displays the socio-demographic character-
istics of all African-American and Caribbean black
NSAL participants. Caribbean blacks were more likely
to be married, reside in the Northeast and major
metropolitan areas, and to report higher levels of
education and income compared to African Americans.

PREVALENCE AND PERSISTENCE

The lifetime prevalence rate of OCD for the
combined African-American and Caribbean black
populations was 1.63%. The 12-month rate was
1.49% (see Table 2). There were no significant
differences in the lifetime or 12-month rates of OCD
between the African-American and Caribbean black
groups. Table 2 also reveals very similar lifetime and
12-month rates of OCD among males (1.7%) and
females (1.6%). Nearly 92% of respondents with
lifetime OCD met criteria for 12-month OCD. OCD
was significantly more persistent (x> =4.93; P=.03)
among females (95%) compared to males (88%). There
were no significant differences in OCD persistence
rates between the African-American and Caribbean
black sub-groups.

AGE OF ONSET

Table 3 presents mean age of onset of OCD,
obsessions, and compulsions for the total sample of
respondents with OCD and for the African-American
(OCD onset=31.8 years) and Caribbean black sub-
samples (OCD onset=29.8 years). No significant
differences in OCD, compulsion, or obsession onset
age were observed.

COMORBIDITY

Table 4 reveals that a striking majority of African
Americans (93.2%) and Caribbean blacks (95.6%) with
OCD met the diagnostic criteria for at least one other
lifetime psychiatric disorder. Major depressive disorder
(44%), posttraumatic stress disorder (44%), social
phobia (45%), panic disorder (25%), and generalized
anxiety disorder (24%) were highly prevalent in both
groups. Caribbean blacks with OCD were significantly
more likely to meet criteria for panic disorder
compared to African Americans (61versus 21% respec-
tively).
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TABLE 1. Sociodemographic weighted distribution of
the National Survey of American Life sample compared
by race

African
American Caribbean black
(N=3570) (N=1621)

Characteristic n % n %
Age

18-29 807 24.4 434 31.3

30-44 1272 35.4 603 33.7

45-59 860 23.9 360 20.1

>60 631 16.3 224 14.9
Sex

Male 1271 44.1 643 51.1

Female 2299 55.9 978 48.9
Work status

Employed 2333 669 1182 754

Unemployed 366 10.1 158 8.8

Not in labor force 861 23.1 279 15.9
Education

0-11 years 909 24.3 299 21.2

12 1344 37.7 477 29.7

13-15 799 23.9 438 259

>16 471 14.1 388 23.2
Income

0-17,999 1308 31 368 21.1

18,000-31,999 912 25.1 434 254

32,000-54,999 765 23.5 384 21.9

>55,000 541 20.4 421 31.6
Marital status

Married/cohabitating 1220  41.6 690 49.8

Divorced/separated/widowed 1163 26.8 384 18.8

Never married 1170 31.6 542 31.3
Foreign born

Born in the US 3464 97.7 440 35.1

Born outside the US 64 2.3 1166 64.9
Region

Northeast 411 15.7 1135 55.8

Midwest 684 20.6 13 4.2

South 2241 54.5 455 28.7

West 234 9.3 18 11.4
Urbanicity

Major metropolitan 3105 88.9 1621 100

Other urban 312 7.5

Rural 153 3.7

Reported 7 represent the unweighted sample sizes. All reported
percentages are weighted to be nationally representative of the given
population and subpopulations in the coterminous 48 states of the
United States.

NSAL, National Survey of American Life.

SOCIODEMOGRAPHIC CORRELATES

Table 5 presents odds ratios for OCD risk. Analyses
involving the combined OCD sample revealed statis-
tically significant (P<.05) elevations of lifetime and 12-
month OCD among those who were in the younger
three age cohorts compared to those over 60 years of
age. Respondents who were unemployed, reported

lower incomes, or had fewer years of formal schooling
had significantly increased odds of having lifetime and
12-month OCD.

The associations of low income, low employment,
less education, and a younger age with increased risk of
OCD were preserved in the African-American and
Caribbean sub-samples when analyzed separately. Ever
being married (either currently married or divorced)
was associated with reduced lifetime risk of OCD at a
marginal level of significance in the total sample. This
trend was primarily due to a statistically significant
preponderance of Caribbean blacks with OCD who
had never been married.

FUNCTIONAL IMPAIRMENT

The combined 12-month OCD sample reported
significantly greater impairment on the days out of
role, productivity, cognition, mobility, self-care, social,
and family burden subscales of the WHO-DAS-II
compared to a pooled group of NSAL participants
meeting criteria for any of the twelve 12-month adult
DSM disorders other than OCD (African-American
and Caribbean black participants only;see Table 6).
Caribbean blacks with OCD experienced significantly
greater impairment in the cognitive, self-care, and
social dimension of the WHO-DAS-II compared to
African Americans with OCD.

SEVERITY OF MENTAL ILLNESS

The large majority of respondents with 12-month
OCD was found to have either moderate (40%) or
severe (46%) overall mental illness (see Table 7). There
were no significant differences in overall mental illness
severity between the African-American and Caribbean
black groups. As indicated earlier, OCD-specific
severity was not assessed in this study. Table 8 provides
severity data comparing OCD to several other dis-
orders assessed in the NSAL (African-American and
Caribbean black participants only). 3 analysis compar-
ing persons with OCD to a pooled group of NSAL
participants with any of the 12 adult DSM disorders
other than OCD revealed that persons with OCD
experienced significantly more severe overall mental
illness. Table 8 also presents information on mental
illness severity for specific 12-month mood and anxiety
disorders. Although comorbidity and sample size issues
preclude meaningful statistical comparisons between
OCD and other specific anxiety and mood disorders,
persons with OCD experienced more severe overall
mental illness compared to any of the other disorders
presented in Table 8.

USE OF SERVICES

Among all persons with 12-month OCD, only 41%
used any of the assessed services within the previous 12
months (Table 9). Only 20% of persons with OCD
received services from a specialty mental health setting.

Depression and Anxiety
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TABLE 2. Prevalence of DSM-IV/WMH-CIDI for OCD in the NSAL sample by race and gender

Lifetime 12 Months among lifetime
N % SE (%) r P-value N % SE (%) v P-value

Race/ethnicity

African Americans (n = 3,417) 54 1.6 0.3 0.2 0.70 49 1.5 0.3 0.2 0.66

Caribbean blacks (n =1,578) 23 2.0 0.8 21 1.8 0.8

Total (N =4,995) 77 1.6 0.3 70 1.5 0.2
Gender

Male (n = 1,840) 32 1.7 0.4 0.0 0.80 27 1.5 0.4 0.0 0.94

Female (n = 3,155) 45 1.6 0.3 43 1.5 0.3
Total (N =4,995) 77 1.6 0.3 70 1.5 0.2

Reported # represent unweighted frequencies. All prevalence estimates are weighted to be nationally representative of the given population and
subpopulations in the coterminous 48 states of the United States. Standard errors and y? statistics are adjusted for the sampling stratification,
clustering, and weighting of the data.

SE, standard error; WMH-CIDI, World Mental Health Composite International Diagnostic Interview; OCD, obsessive-compulsive disorder;
NSAL, National Survey of American Life.

TABLE 3. Age of onset (years) of lifetime OCD diagnosis, compulsions, and obsessions

Total OCD sample African Americans Caribbean blacks Race differences
Variables n Mean 95% CL formean 7 Mean 95% CL formean # Mean 95% CL for mean  t-value P-value
OCD Diagnosis 75  31.6 27.3 35.9 52 31.8 27.2 36.4 23 298 16.7 42.9 3 .74
Compulsions 60 33.8 29.2 38.4 43 340 29.0 38.9 17 32.0 18.9 45.2 3 77
Obsessions 73 339 29.7 38.1 52 341 29.6 38.6 21 317 19.7 43.6 4 .69

Reported 7 represent unweighted frequencies. All mean estimates are weighted to be nationally representative of the given population and
subpopulations in the coterminous 48 states of the United tates.S Confidence limits and #-statistics are adjusted for the sampling stratification,
clustering, and weighting of the data. All #-tests were two-sided.

OCD, obsessive-compulsive disorder; CL, confidence limit.

Similarly, approximately 20% of persons with 12- DISCUSSION
month OCD reported using SRI medications over the
past year. No significant differences were found in the The results of this study document the substantial
use of specialty mental health service or SRI medica- impact of OCD on the black population of the United
tions between the African-American and Caribbean States. In the black community in the United States,
black sub-samples although there was a trend toward OCD is prevalent, is commonly associated with other
African Americans using SRIs at a greater rate than psychiatric disorders, substantially affects vocational
Caribbean blacks. There was one notable difference and social life, and is associated with strikingly high
between Caribbean blacks and African Americans levels of overall mental health impairment.
wherein no Caribbean blacks reported using the human The 12-month and lifetime rates of OCD for the
services sector. combined sample of African Americans and Caribbean
For the combined Caribbean black and African- blacks were almost identical to the rates of OCD
American OCD sample, significantly greater 12-month (1.6%; all races combined) found in the NCS-R.!¢!
service use was observed in almost all sectors as overall Lifetime and 12-month rates of OCD did not
mental illness severity increased (Table 10). Nearly significantly differ between African Americans and
60% of OCD respondents with severe mental illness blacks of Caribbean descent. This result is somewhat
sought services from any sector compared to less than surprising given considerable cross-cultural variations
4% of those with overall mild illness. Nearly 40% of in OCD rates observed in other studies.'”) Overall,
OCD respondents with severe mental illness used these findings strongly indicate that the important
specialty mental health services within the past cultural differences between African Americans and
year compared to 0% of persons with mild mental Caribbean blacks do not significantly influence their
illness. Low statistical power precluded any meaningful risk for developing OCD. A similar concordant rate
analysis of the relationship between mental between African Americans and Caribbean blacks was
illness severity and service use stratified according to also recently observed for major depression using
ethnicity. the NSAL sample.**! The prevalence rates of OCD
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TABLE 4. Comorbidity of CIDI/DSM-IV OCD with other NSAL disorders by race

Total OCD sample

African Americans Caribbean blacks Race differences

Row  Std. error

Row  Std. error Row  Std. error

Freq (%) (%) Freq (%) (%) Freq (%) (%) $ P-value
Lifetime anxiety disorder other than OCD 1.6 0.21
No 17 162 4.5 12 161 4.8 5 174 10.5
Yes 60  83.8 4.5 42 839 4.8 18 826 10.5
Lifetime panic disorder 5.9 0.02
No 57 752 6.2 40 785 5.9 17 39.0 19.0
Yes 20 2438 6.2 14 215 5.9 6 610 19.0
Lifetime agoraphobia without panic 3.0 0.08
No 63 80.9 59 43 79.7 6.3 20 942 44
Yes 14 19.1 5.9 11 203 6.3 3 5.8 44
Lifetime social phobia 0.9 0.30
No 45 549 7.5 31 565 7.8 14 372 18.6
Yes 32 451 7.5 23 435 7.8 9 628 18.6
Lifetime general anxiety 0.3 0.90
No 59 76.0 6.7 43 758 7.2 16 785 13.0
Yes 18 24.0 6.7 11 242 7.2 7 215 13.0
Lifetime posttraumatic stress 2.6 0.11
No 44 564 7.5 33 588 7.8 11 304 15.6
Yes 33 436 7.5 21 412 7.8 12 69.6 15.6
Any lifetime mood disorder 1.6 0.21
No 36 478 7.5 22 458 7.9 14 695 16.3
Yes 41 522 7.5 32 542 7.9 9 305 16.3
DSM-major depression 0.6 0.40
No 44 558 7.5 30 545 7.9 14 695 16.3
Yes 33 442 7.5 24 455 7.9 9 305 16.3
Lifetime eating disorder 0.9 0.30
No 59 739 6.4 39 727 6.9 20 863 10.4
Yes 18 26.1 6.4 15 273 6.9 3 13.7 10.4
Lifetime substance disorder 24 0.13
No 59 717 7.0 41 742 7.0 18 438 21.2
Yes 18 283 7.0 13 258 7.0 5 562 21.2
Lifetime social phobia 0.9 0.30
No 45 549 7.5 31 565 7.8 14 372 18.6
Yes 32 451 7.5 23 435 7.8 9 628 18.6
Lifetime disorder usually diagnosed 1.9 0.20
in infancy, childhood, adolescence
No 17 240 6.9 11 257 7.7 6 105 7.0
Yes 35 76.0 6.9 24 743 7.7 11 895 7.0
Any lifetime disorder other than OCD 0.2 0.60
No 7 6.6 3.0 5 6.8 3.2 2 44 3.7
Yes 70 934 3.0 49 932 3.2 21 956 3.7

Reported frequencies are unweighted. All prevalence estimates are weighted to be nationally representative of the given population and
subpopulations in the coterminous 48 states of the United States. Standard errors and y? statistics are adjusted for the sampling stratification,

clustering, and weighting of the data.
All % significance tests based on one degree of freedom.

CIDI, Composite International Diagnostic Interview; OCD, obsessive-compulsive disorder; NSAL, National Survey of American Life.

in the present study differ from rates of OCD found in
the ECA study [whites (2.62%), African Americans
(2.31%), Hispanics (1.82%)].!"°! The higher prevalence
of OCD in the ECA may be due to several factors
including differing sampling strategies and/or OCD
diagnostic criteria.

Lifetime and 12-month prevalence rates of OCD
were strikingly similar, indicating that OCD is an
extraordinarily persistent disorder among blacks in the
United States. The persistence of OCD in the NSAL

sample is substantially greater than that found in the
National Comorbidity Survey!'?! suggesting that once
blacks meet criteria for OCD, they are particularly
unlikely to experience a remission. High levels of
overall mental illness comorbidity and severity, limited
access to state-of-the-art treatments, or reduced
responses to currently available OCD treatments,
which have not been well tested in the African-
American population may all contribute to high
OCD persistence observed in these groups.
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TABLE 5. Bivariate odds ratios for lifetime and 12 month OCD risk by race

Total sample African Americans Caribbean blacks
Lifetime 12 months Lifetime 12 months Lifetime 12 months
Correlates (n=4,995) (n=4,995) (n=3,417) (n=3,417) (n=1,578) (n=1,578)
Age
18-29 6.0 (1.8-20.0) 10.1 2.3-44.7) 5.6 (1.7-18.9) 9.3 (2.4-36.5) NA NA
30-44 4.3 (1.1-16.9) 7.5 (1.7-33.7) 3.8 (.9-15.2) 6.6 (1.3-33.9) NA NA
45-59 5.2 (1.4-19.7) 9.6 (2.1-43.5) 5.0 (1.3-19.1) 9.3 (1.7-49.9) NA NA
>60 1.0 1.0 1.0 1.0 NA NA
v’=9.0,P=.03 y*=9.7, P=.02 y>(3)=84 P=.04 *=10.8, P=.01 NA NA
Sex
Male 1.1 (.6-1.9) 1.0 (.5-1.8) 1.0 (.535-1.783) .9 (.5-1.8) 2.8 (.6-12.1) 2.5 (.5-12.1)
Female 1.0 1.0 1.0 1.0 1.0 1.0

Y¥'=4,P=80 *=.0,P=90 *=.01,P=94 *=.11,P=74 ¥*=18,P=18 y*=13,P=30
Employment status

Employed 1.0 1.0 1.0 1.0 1.0 1.0
Unemployed 2.9 (1.3-6.6) 3.0 (1.3-6.7) 2.8 (1.2-6.7) 2.9 (1.1-7.4) 4.9 (1.6-14.9) 5.2 (1.8-15.2)
Not in labor force 2.3 (1.2-4.4) 2.3 (1.1-4.6) 1.9 (1.0-3.9) 1.9 (1.0-3.9) 17.4 (4.0-76.9) 17.0 (3.5-82.3)
y?=113,P=.04 »*=8.8,P=.01 y*=84,P=.02 ¥*=77,P=.02 y*=20.7,P<0l y>=208, P<.01
Education
Less than HS 10.2 (2.9-36.3)  62.8 (17.6-224.5) 10.3 (2.3-45.0) NA 13.1 (2.2-79.8) 13.1 (2.2-79.8)
HS grad 7.5 (2.2-25.5)  41.6 (11.6-149.0) 8.1 (2.0-33.8) NA 3.9 (0.9-17.3) 3.1 (0.6-15.0)
Some college 2.8 (0.6-12.1)  14.7 (3.2-67.5) 2.9 (0.5-15.8) NA 2.5 (0.7-8.5) 2.3 (0.6-7.9)
College grad 1.0 1.0 1.0 NA 1.0 1.0
or more
2 =20.6,P=.01 ¥*>=443,P<01 y*=16.0, P=.01 NA ¥’ =8.7,P=.03 y*=83, P=.04
Marital status
Married/Partner 5(2-1.2) .5 (:2-1.0) 6 (3-1.1) 5 (3-1.1) .2 (.04-.6) .1 (.03-4)
Divorced/ 0.5 (0.3-1.0) 0.5 (0.2-1.0) 0.6 (0.3-1.4) 0.5 (0.2-1.3) 0.1 (0.01-0.4) 0.1 (0.1-0.5)
separated/widowed
Never married 1.0 1.0 1.0 1.0 1.0 1.0
¥’ =5.7,P=0.06 3x*=6.0,P=0.05 x*= 34, P=020 x> =42, P=0.10 ¥*=10.3, P<0.01 ¥*=12.1, P=0.02
Region
Northeast 1.8 (0.8-3.7) 1.9 (0.8-4.2) 1.8 (0.8-4.3) 2.0 (0.9-4.7) 2.5 (0.3-17.4) 2.1 (0.3-14.9)
Midwest 2.0 (0.9-4.3) 2.3 (1.1-4.8) 1.7 (0.8-3.8) 1.9 (0.9-4.4) 43.0 (3.1-595.3)  43.0 (3.1-595.3)
South 1.0 1.0 1.0 1.0 1.0 1.0
West 1.0 (0.3-3.8) 1.0 (0.2-4.1) 1.1 (0.3-4.1) 1.0 (0.2-4.7) NA NA

¥’=42,P=020 %*=59,P=010 ¢*=29,P=040 y»*=41,P=0.26 x*=838.0, P<0l y*=809.0, P<.01
Income categories

Poverty 4.4 (1.0-18.7)  26.6 (6.1-115.7) 5.6 (0.7-42.3) NA 2.0 (0.4-9.9) 5.1 (0.6-45.7)
line or lower

1x to3x 4.1 (1.0-17.4)  24.7 (5.7-107.0) 5.1 (0.7-36.8) NA 2.5 (0.3-19.6) 5.1 (0.6-45.7)
Poverty line

3x to6x 1.1 (0.2-5.6) 6.5 (1.2-34.1) 1.5 (0.2-12.6) NA 0.4 (0.1-1.9) 0.8 (0.1-4.5)
Poverty line

6 x poverty line 1.0 1.0 1.0 NA 1.0 1.0

¥’ =13.3,P=0.04 x>=26.0, P<01 x*=11.0,P=0.01 NA x> =8.9,P=003 ¥*=98, P=0.02
Urbanicity

Major metro 1.5 (0.3-8.4) 1.4 (0.3-5.9) 1.4 (0.3-8.3) 1.3 (0.2-7.7) All major metro All major metro

Other urban 1.5 (0.4-5.9) 1.2 (0.2-6.7) 1.5 (0.4-5.9) 1.177 (0.2-5.8)

Rural 1.0 1.0 1.0 1.0

=04, P=90 2=02,P=90 »2=04,P=080 %*=0.1,P=090 y2=.NA, P= NA y2=NA, P=NA

NA, not reporting results in instances of extremely high Wald y? (e.g. >1000) or extremely high (>999.99) or low (<.001) odds ratio estimates or
with no response variation. Reported n represent unweighted frequencies. All odds ratio estimates are weighted to be nationally representative of
the given population and subpopulations in the coterminous 48 states of the US 95% confidence limits and x* statistics are adjusted for the
sampling stratification, clustering, and weighting of the data.

OCD, obsessive-compulsive disorder.

The rate of co-occurring disorders among respon- stantially exceeds typical rates observed (50-75%) in
dents with OCD in this sample is striking. The other adult OCD samples.”*! The extraordinarily high
comorbidity rate in the present study (93.4%) sub- rate of comorbidity may indicate that when African
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TABLE 6. Impairment scores of those with 12-month OCD and no history of OCD

Mean difference between

Total OCD Any DSM disorder total OCD and any DSM
sample Caribbean blacks African Americans Race difference other than OCD  disorder other than OCD
95% CL 95% CL 95% CL for 95% CL
Variables Mean for mean Mean for mean Mean mean t-value P-value Mean for mean t-value P-value
Days out of Role 11.7 83 15.1 11.1 69 154 174 41 30.7 —-1.15 0.25 62 54 69 —4.30 <.01
Productivity 80 62 99 79 57 101 95 3.5 154 =05 0.59 48 43 52 —4.31 <.01
Cognition 37 1.5 60 32 13 52 90 -12 193 -2.12 0.04 1.2 1.0 1.5 -5.50 <.01
Mobility 61 36 86 56 31 81 11.1 -10 232 -1.6 0.12 24 20 28 —5.29 <.01
Self-care 26 07 46 22 04 41 72 -11 154 -2.12 0.04 05 03 06 —6.94 <.01
Social 30 1.5 46 26 12 39 78 02 155 =25 0.02 08 0.6 0.9 —6.38 <.01
Family burden 66 35 96 60 31 89 123 14 233 -1.63 0.11 4.1 3.6 4.6 —2.55 .01

CL, confidence limit. All mean estimates are weighted to be nationally representative of the given population and subpopulations in the
coterminous 48 states of the US Confidence limits and t-statistics are adjusted for the sampling stratification, clustering, and weighting of the data.
All # tests were two-sided.

OCD, obsessive-compulsive disorder.

TABLE 7. Severity of mental illness for 12-month OCD

Total OCD sample African Americans Caribbean blacks Race differences
Severity of mental illness Freq %  Std. error of % Freq %  Std. error of % Freq %  Std.errorof % ¥’ P-value
Mild 16 145 3.5 8§ 142 3.7 8 18.0 8.0 2 0.92
Moderate 29 398 4.8 18 405 4.7 11 32.6 22.1
Severe, serious 25 456 5.9 23 453 5.8 2 494 28.7

Reported frequencies are unweighted. All prevalence estimates are weighted to be nationally representative of the given population and
subpopulations in the coterminous 48 states of the US Standard errors and y? statistic are adjusted for the sampling stratification, clustering, and
weighting of the data.

%” significance test is based on 2 degrees of freedom.

OCD, obsessive-compulsive disorder.

TABLE 8. Severity of mental illness for OCD & selected NSAL psychiatric disorders among African Americans and
Caribbean blacks

Mild Moderate Severe, serious
Disorder Freq % Std. error of % Freq % Std. error of % Freq % Std. error of % y* P-value
OCD? 16 14.1 5.1 29 36.7. 7.0 25 492 8.1 28.7 <.01
Any 12-month disorder other than OCD 330 39.9 2.0 358 43.9 22 121 16.2 1.9
Major depression® 62 16.1 3.2 168 53.4 3.7 90 30.5 3.3
Dysthymia® 16 16.4 4.7 47 441 5.0 38 39.5 4.9
Panic disorder” 30 24.2 4.5 66 48.6 3.9 25 272 4.7
Agoraphobia with panic® 19 364 5.9 23 362 5.9 15 274 3.9
Social anxiety disorder® 67 253 3.9 108 49.4 4.1 50 253 4.1
Generalized anxiety disorder” 20 16.1 1.8 57 48.8 4.0 36 35.1 4.8
Post traumatic stress disorder® 49 27.8 3.3 87 432 43 40 29.0 43

*All comorbid disorders included.

Reported frequencies are unweighted. All prevalence estimates are weighted to be nationally representative of the given population and
subpopulations in the coterminous 48 states of the US Standard errors and y” statistic are adjusted for the sampling stratification, clustering, and
weighting of the data.

The 7 value has 2 degrees of freedom and indexes the differences between OCD versus any 12-month disorder other than OCD across the
severity categories.
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TABLE 9. 12 month OCD and 12 month service use®

Himle et al.

Total OCD sample (z = 70)

African Americans (n = 49)

Caribbean blacks (z = 21) Race differences

Freq %  Std.error of % Freq %  Std. error of % Freq %  Std. error of % %> P-value
Any treatment 26 408 7.8 18 384 8.1 8 66.9 18.0 2.1 0.20
Health services 19 326 7.7 13 303 7.8 6 575 22.0 1.6 0.20
Mental health specialist 14 196 6.0 10 20.7 6.5 4 8.2 5.8 1.7 0.20
Gen med professional 13 271 7.4 11 2238 7.4 2 493 253 1.1 0.30
Non-healthcare specialist 13 251 7.1 11 266 7.7 2 9.4 7.7 1.9 0.16
Human services 8 19.6 6.8 8 215 7.3 0 0 0 n/a n/a
Complementary alternative 5 5.5 3.2 3 5.1 34 2 9.4 7.7 3 0.60
SRI medication 11 186 6.3 9 199 6.8 2 44 4.1 32 0.07

*Sought services for emotions, nerves, mental health, and/or drug problems.
Reported frequencies are unweighted. All prevalence estimates are weighted to be nationally representative of the given population and
subpopulations in the coterminous 48 states of the US Standard errors and y” statistics are adjusted for the sampling stratification, clustering, and

weighting of the data.
SRI, serotonin reuptake inhibiting.

TABLE 10. 12-Month treatment seeking by severity combined African American & Caribbean black sample with OCD

Total Mild Moderate Severe
Std. error Row  Std. error Row Std. error Row  Std. error
Treatment seeking Freq % of % Freq % ofrow% Freq % ofrow% Freq % ofrow% y’ P-value
Any treatment 26 408 7.8 2 3.9 3.2 10 33.0 12.2 14 595 11.4 10.6 <0.01
Health services 19 326 7.7 1 1.1 1.1 6 18.0 10.6 12 554 11.6 146 <0.01
Specialty mental health 14 19.6 6.0 0 NA NA 4 4.9 3.7 10 388 113 NA NA
General medical 13 271 7.4 1 1.1 1.1 3166 10.6 9 444 11.8 9.0 0.01
Non-healthcare specialist 13 25.1 7.1 1 2.8 2.9 5 26.0 12.0 7 315 11.1 3.0 0.23
Human services 8 19.6 6.8 0 NA NA 2 156 10.7 6 294 11.0 NA NA
Complementary/ 5 5.5 3.2 1 2.8 2.9 3 10.4 7.4 1 2.1 2.1 34 0.20
Alternative medicine
SRI medication 11 18.6 6.3 1 0.5 0.5 6 259 11.8 4 18.0 8.7 3.5 0.18

Reported frequencies are unweighted. All prevalence estimates are weighted to be nationally representative of the given population and
subpopulations in the coterminous 48 states of the US Standard errors and y” statistic are adjusted for the sampling stratification, clustering, and

weighting of the data.
x* significance test is based on 2 degrees of freedom.
SRI, serotonin reuptake inhibiting.

Americans and Caribbean blacks meet criteria for
OCD, they experience more severe overall psycho-
pathology. Additional studies are needed to further
investigate this issue. Significantly higher-than-ex-
pected rates of panic disorder were found among
Caribbean blacks with OCD compared to the African-
American respondents.”®! also found higher rates of
panic disorder among a pooled group of treatment-
seeking African and Caribbean Americans with OCD
compared to Caucasian patients. Unfortunately, it is
impossible to discern if Caribbean Americans were
primarily responsible for this elevated rate. The
elevated prevalence of panic disorder among Caribbean
blacks reported in the present study and by Friedman
and associates may reflect an actual rate increase or it
may reveal yet-to-be determined ethnicity/cultural

Depression and Anxiety

issues that blur the distinctions between OCD and
panic disorder.

Both overall mental illness severity and WHO-DAS-
I disability ratings were very high among African
Americans and Caribbean blacks with OCD. Respon-
dents with OCD experienced significantly greater
overall mental illness severity and greater disability
on several WHO-DAS-II dimensions compared to
pooled groups of persons with adult disorders other
than OCD. Caribbean blacks with 12-month OCD
were especially impaired on the cognition, self-care,
and social WHO-DAS-II disability dimensions.
Although OCD-specific severity and impairment were
not assessed in this study, NSAL participants with
OCD were substantially affected by mental health
problems. This finding further supports the conclusion
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that OCD is a significant problem for blacks in
America. Future studies using OCD-specific measures
of severity and impairment are needed to better
understand the severity and functional influences of
OCD among these groups.

Socio-demographic correlates of OCD also reveal
several interesting ﬁndin%s. Consistent with other
studies of OCD sufferers,’!! lifetime and 12-month
OCD risk was high among respondents who were
unemployed or not in the labor force. Although the
temporal relationship of OCD onset and employment
difficulties is not possible to ascertain in this sample, it
is likely that employment problems among persons
with OCD primarily occur as a consequence of
impairing OCD symptoms. Further, it is also likely
that OCD symptoms are largely responsible for
reduced educational attainment among persons with
OCD found in the present and other studies./*~'!)
These findings provide further evidence of the
substantial impact of OCD among American blacks.

The mean age of onset of OCD was later than
expected for both the African American (32 years) and
Caribbean black (30 years) sample. The average age of
onset for the combined group in the present study is
nearly 10 years later than rates found in previous
studies of OCD.’?7 % The reasons for this discordant
rate are unclear but one may speculate that the later
reported age of onset is indicative of a greater
likelihood that environmental factors contributed to
the etiology of OCD in this sample, given that the early
onset subtype is known to be more familial®>’% and is
possibly associated more often with specific genetic
variants.®’] Future family studies of African Americans
and Caribbean blacks with OCD will help shed light on
this issue.

Finally, despite the prevalence and marked impact of
OCD in the present sample, service use over the past
year among respondents meeting the 12-month OCD
criteria was very limited. Although service use was
substantially greater among those with more severe
mental illness, the majority of persons with 12-month
OCD were not using services. Service use in specialty
mental health settings was very low (20% of those with
OCD), which is especially troubling since these
settings are likely the only places where appropriate
psychosocial treatment for OCD (cognitive-behavioral
therapy) may be available.*®! Additionally, only 20% of
participants with OCD were taking recommended
medications (SRIs) for OCD.* In sum, it is likely
that very few blacks in the United States with OCD are
receiving evidence-based treatment and thus consider-
able efforts are needed to bring appropriate treatment
to these groups.

The present study has limitations. First, although
this is the largest study of Caribbean blacks and African
Americans with OCD conducted to date, the relatively
small number of African Americans and Caribbean
blacks with OCD limits statistical power when
attempting to compare these groups along OCD-

related dimensions. These power limitations did not
allow for the use of multivariate methods when
calculating odds ratios for lifetime and 12-month
OCD risk by race. Second, the cross-sectional nature
of this study does not allow for ongoing assessment of
temporal relationships between disorders or investiga-
tion of causative factors over time. Third, the NSAL
did not assess OCD among whites, which obviously
does not allow for comparison of rates and correlates of
OCD between whites and blacks in the United States.
Fourth, although the NSAL has a screening section for
psychotic disorders, it did not fully assess schizophrenia
or other nonaffective psychotic disorders. Finally, the
use of the CIDI-SF for determining OCD diagnoses
may not provide identical rates of OCD compared to
rates observed using the full CIDI OCD diagnostic
criteria.

Overall, the present report provides the most
comprehensive and up-to-date information about
OCD among African Americans and Caribbean blacks
in the United States. It is clear that OCD is a
significant public health problem in the American
black community. Despite the high prevalence and
substantial impairments associated with OCD among
blacks, very little research has been conducted about
the nature and treatment of OCD in this population.
Future research is needed to further delineate differ-
ences in the heterogeneous black population with
respect to OCD prevalence, symptom profiles, comor-
bidity, impairment, service utilization, and response to
treatment.
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