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Abstract
Purpose of Review This review highlights recent research regarding gender differences in OCD, with a focus on prevalence,
course of illness, symptom presentation, comorbidity, and treatment response.
Recent Findings Overall, findings remain mixed. OCD may be more common among males in childhood, but is more common
among females in adolescence and adulthood. Males tend to report an earlier age of onset and present with symptoms related to
blasphemous thoughts. Females often describe symptom onset as occurring during or after puberty or pregnancy and present with
symptoms related to contamination and/or aggressive obsessions. Females also tend to report significantly higher depression and
anxiety. There are no reported gender differences in treatment outcome.
Summary Gender may play a role in the onset, presentation, and impact of OCD symptoms. However, more work is needed to
account for differences across studies, with one promising future direction being the study of reproductive hormones.
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Introduction

Obsessive-compulsive disorder (OCD) is characterized by
anxiety-provoking intrusive thoughts, images, or urges (i.e.,
obsessions), coupled with behavioral efforts aimed at reducing
the anxiety (i.e., compulsions). OCD is notably heterogenous,
and previous research has identified four common symptom
dimensions: (1) concerns about germs and contamination; (2)
responsibility for harm; (3) blasphemous thoughts; and (4)
symmetry, completeness, and the need for things to be “just
right” [1]. Contamination symptoms are often characterized
by obsessions about dirt or illness, coupled with washing or
cleaning compulsions. The responsibility for harm dimension
represents obsessions related to unintentional harm, such as
car accidents or injury, typically coupled with checking be-
haviors, reassurance seeking, and mental review of past
events. Blasphemous thoughts are intrusive obsessions about
immoral themes, such as sex or violence, which are often

accompanied by mental actions to eliminate the thought or
avoidance of triggers related to the obsessions. Finally, the
symmetry, completeness, and need for things to be “just right”
dimension is characterized by sensory-perceptual disturbances
regarding the appearance or feeling of internal or external
stimuli, often coupled with repeating, arranging, or counting
compulsions to resolve the discomfort.

Obsessive-compulsive symptoms (OCS) occur along a se-
verity continuum that includes non-clinical, sub-clinical, and
clinical symptoms [1]. It is thought that sub-clinical OCS may
be a precursor to the development of the disorder, and can
cause even some distress and impairment [2]. For example,
individuals with subclinical contamination symptoms may
feel a need to wash their hands for 5 min every time they
use the restroom, thereby resulting in increased impairment
at work and home. Therefore, both OCS and OCD can signif-
icantly impact quality of life by disrupting one’s ability to
work or go to school, interact with friends and family, and/or
easily engage in activities of daily living [3]. Further, the so-
cietal cost of OCD is estimated at over $8 billion per year,
making it a severely disabling and burdensome disorder [4].

Taken together, OCD is a distressing disorder that causes
significant functional impairment across varied degrees of
symptom severity. Importantly, though OCD was previously
thought to be rare, research over the past three decades has
elucidated the impact of the disorder, thereby pointing to a
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need for continued work in order to treat and prevent symp-
toms. The purpose of this review is to summarize recent epi-
demiological and clinical studies on OCD and OCS with a
focus on gender differences (see Table 1). Importantly,
existing work regarding the prevalence of OCD among males
and females has been largely mixed, with some work indicat-
ing an equal distribution [5–7], and other work indicating a
greater proportion of males [8] or females [9••]. As such, this
review aims to summarize recent empirical work and provide
areas for future direction that may help to reconcile disparate
findings. We have organized the following review by describ-
ing recent work regarding prevalence estimates, course of ill-
ness, symptom presentation, comorbidity patterns, and treat-
ment outcome across the general population and among males
and females. We conclude by providing conclusions and rec-
ommendations for future research.

Prevalence Estimates

OCD is estimated to affect approximately 1–3% of the popu-
lation [10, 11]. Indeed, in one of the largest studies to system-
atically assess the impact of mental illness in the USA, life-
time and past year OCD prevalence estimates among adults
(n = 2073) were 2.3% and 1.2%, respectively [11]. Further,
more recent studies have produced complimentary results
across adult and adolescent samples (see Table 1). In a 30-
year longitudinal cohort study conducted among a community
sample of adults in Switzerland (n = 591), Fineberg and col-
leagues [9••] found a weighted cumulative prevalence rate of
3.5%. Similarly, in samples of adolescents from Greece and
Brazil, there were past-month prevalence estimates of 1.39%
[12•] and 3.3% [13•], respectively.

When considering the role of gender, past studies utilizing
samples of children have largely identified a greater propor-
tion of males presenting with OCD [8, 14, 15], whereas sam-
ples of adults either find equal distributions [6] or a greater
proportion of females [16]. More recent work provides further
evidence of such differences in adults and adolescents (see
Table 1). In the aforementioned longitudinal cohort study,
the weighted cumulative OCD prevalence rates were 5.3%
for females and 1.7% for males [9••]. Similarly, past-month
OCD prevalence estimates were higher in girls (4.9%) than in
boys (1.4%) in a sample of adolescents [13•].

Importantly, though prevalence estimates of OCD have
remained largely consistent across cultures and sample types,
estimates of sub-clinical OCS have ranged significantly from
two to 19% of the population [10, 17, 18]. Such variation has
continued to be seen in recent work and may reflect differ-
ences in age of the sample and country of origin (see Table 1).
Among a community sample of adults in Switzerland, the
weighted cumulative prevalence rate of subclinical OCS was
9.7% [9••]. In Greece, subclinical OCS were estimated to

impact approximately 2.7% of a sample of adolescents in the
past month [12•]. Finally, in Brazil, past-month prevalence
was 18.3% in adolescents [13•] and 19.4% in children ages
six to 12 [19••]. Moreover, prevalence estimates of gender
differences of subclinical OCS also significantly vary.
Fineberg and colleagues [9] found that rates of OCS were
comparable among females (9.3%) and males (10.1%). In
contrast, two studies utilizing samples of adolescents found
significantly higher rates of OCS among females than males
[12•, 13•], and one study of children found that males were
more likely to endorse at least one symptom of OCD than
were females [19••]. Therefore, though prevalence rates and
gender differences in OCD are mostly consistent, rates and
differences of subclinical OCS are less clear.

Course of Illness

In general, non-clinical or sub-clinical OCS are often present
in childhood, though OCDmay not onset until adolescence or
early adulthood, with the majority of cases exhibiting a chron-
ic and fluctuating course [10, 20]. Indeed, the recent adult
cohort study in Switzerland indicated that age of onset for
subclinical OCS and OCD were 16 and 19, respectively,
though mean age of any symptom onset was 9.76 years
[9••]. Further, of the sample, 36.7% of OCD cases and
28.6% of OCS cases had emerged by ages 19–20 years, and
relatively few new cases emerged after age 30, further
supporting that onset typically occurs by early adulthood.

In regard to gender differences, prior work has suggested
that males have a younger age of onset, which in turn, is
associated with greater severity and chronicity of symptoms
[21]. However, recent findings have been somewhat mixed
(see Table 1). One study found that males, as compared to
females, reported a younger age at which symptoms were
the most severe and age at which one sought treatment, though
no gender differences in age of onset [22••]. Similarly, there
was a significant, albeit small, difference in age of onset of any
symptoms among an adult cohort in Switzerland, with males
reporting an average age of onset at 19 years as compared to
21 years for females [9••]. In contrast, two studies utilizing
samples of children with OCD found no gender differences in
age of onset [13•, 23], nor differences in symptom severity
[23]. Therefore, while no studies to our knowledge have re-
ported that females have a younger age of onset, it is unclear
whether there are consistent gender differences.

OCD Symptom Dimension

Overall, there appear to be differences in prevalence and se-
verity of OCD symptom dimensions across gender, though
this may not be present in younger populations (see
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Table 1). Indeed, recent studies have found no gender differ-
ences in OCD symptom dimensions among school-aged chil-
dren and adolescents in Brazil [13•, 19••]. However, among
adults in Brazil, females were more likely to endorse symp-
toms related to contamination concerns and/or aggressive
thoughts, whereas males were more likely to report blasphe-
mous thoughts [22••], which is consistent with prior work [24,
25]. Interestingly and consistent with this difference, postpar-
tum OCD symptoms are often characterized by obsessions
regarding contamination and aggression toward the child,
such as unintentionally harming or causing the child to be-
come sick [26]. Given that OCD may be more common
among adult females, it is theoretically plausible that the prev-
alence of specific symptom dimensions is driven by gender
differences, though no study to our knowledge has systemat-
ically explored this hypothesis.

It should be noted that in contrast to prior work, a recent
study found no gender differences in OCD symptom dimen-
sions in an adult community sample [27]. However, there
were differences in the relation between OCD symptom di-
mensions, such that the relation between OCD symptom di-
mensions was significantly stronger in males than in females.
The authors suggest that males may tend to report symptoms
across a wide range of symptom types, whereas females may
present with only one or two symptoms. However, these find-
ings should be replicated, particularly in a clinical sample,
before further conclusions can be drawn.

Comorbidity

Individuals with OCD often present with at least one comor-
bid condition. Indeed, in one study utilizing a sample of 382
participants with OCD, approximately 55% of individuals met
diagnostic criteria for a current comorbid condition, and ap-
proximately 78% met diagnostic criteria for a lifetime condi-
tion [28]. The most common comorbid conditions were anx-
iety, mood, and other OC-spectrum disorders [28], a finding
that was replicated in a separate sample of patients with OCD
[29]. Interestingly, Hofmeier-Sevink and colleagues [28] also
found that individuals with two or more comorbid conditions
reported OCD symptoms that were more severe and chronic
than those with only one comorbid condition, and that having
any comorbid condition was associated with a longer course
of illness. Importantly, such findings are also present in child
populations, such that recent work has indicated that most
children with OCD also meet diagnostic criteria for at least
one other comorbid condition (56%), with the most common
comorbidities being depression and anxiety disorders [13•].

Importantly, gender may play a role in the specific comor-
bid disorders present. In a sample of adults with primary
OCD, Torresan and colleagues [22••] found no gender differ-
ences in the presence of any comorbid conditions. However,

males were more likely to endorse symptoms of social phobia,
tic disorders, alcohol use disorders, compulsive internet use,
and sexual disorders, whereas females were more likely to
endorse specific phobias, anorexia nervosa, bulimia nervosa,
trichotillomania, skin picking, and compulsive buying [22••].
Further, when considering self-report measures, females had
significantly higher scores onmeasures of depression, anxiety,
and OCD than did males. Somewhat in contrast to the afore-
mentioned findings, Fineberg and colleagues [30] found that
among an adult community sample, being female was statis-
tically associated with greater alcohol use, depression, gener-
alized anxiety, social phobia, agoraphobia, and simple phobia.
Notably, these disparate findings may reflect the populations
used (i.e., clinical versus community) and associated degree of
symptom severity reflected in each sample. Therefore, it may
be that males and females exhibit different patterns of comor-
bid symptoms at varying degrees of OCD symptom severity.

Interestingly, recent research regarding comorbidity pat-
terns in adolescents and children somewhat parallels that in
adults. Vivan and colleagues [13•] found that in a sample of
high school students with OCD, females scored significantly
higher on a self-report measure of depression than did males,
whereas males were more likely to have a tic disorder.
Additionally, in a large sample of children and adolescents
with primary OCD, males were twice as likely as females to
have an externalizing disorder [31]. Overall, consistent with
known gender differences in the prevalence of internalizing
and externalizing disorders [32], females with OCD may be
likely to experience comorbid internalizing symptoms, where-
as males may be more prone to externalizing.

Treatment Response The gold-standard treatment for OCD is
cognitive behavioral therapy (CBT) with an emphasis on ex-
posure and response prevention (ERP) and often, but not al-
ways, coupled with pharmacological treatment [33]. CBTwith
ERP consists of individuals exposing themselves to feared
thoughts and subsequently resisting urges to engage in typical
compulsive behaviors [34]. Serotonin reuptake inhibitors
(SRIs) and serotonin-norepinephrine reuptake inhibitors
(SNRIs) are typically used as pharmacological treatment, of-
ten to augment the effects of behavioral treatment, though
studies investigating the efficacy of both CBT and medication
have shown mixed effects [35, 36].

Importantly, gender has not been shown to be associated
with any differences in treatment response for behavioral
treatment or pharmacology. Indeed, recent work has indicated
no associations between gender and treatment response in
both outpatient and intensive residential treatment settings
[37, 38]. Further, gender is not associated with response to
pharmacological treatment [39]. Interestingly, a recent long-
term follow-up treatment study indicated that being male was
associated with greater symptom remission over the course of
two, but not five, years [40, 41]. The authors noted that a
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closer examination of their data indicated that females report-
ed a faster decrease and subsequent remission of symptoms,
thereby explaining the differences across time. Nonetheless,
the extant literature suggests males and females respond sim-
ilarly to treatment for OCD.

Conclusions and Future Directions Taken together, OCD is a
heterogeneous and disabling disorder that may affect up to 3%
of the population, with higher estimates when considering
subclinical OCS. It has been hypothesized that gender may
be one reason why symptoms differ, as gender is associated
with differential symptom presentation, course of illness, and
comorbidity patterns.

Our review of recent literature indicates some consistencies
and discrepancies when examining gender differences in
OCD. In general, it appears that when gender differences are
present, findings indicate a higher proportion of females with
OCD in adolescent and adult samples [9••, 13•], and a youn-
ger age of onset or symptom worsening for males [9••, 22••].
Further, among adults, females are more likely to endorse
symptoms related to contamination and/or responsibility for
harm, and men are more likely to endorse blasphemous
thoughts [22••]. Additionally, there are no reported gender
differences in treatment outcome [37, 38] nor prevalence of
comorbid conditions [22••], though gender may impact the
presence of specific comorbid conditions [13•, 22••, 30].
Importantly, however, in contrast to the aforementioned find-
ings, some studies have found no gender differences in prev-
alence rate, age of onset, and/or symptom dimension [9••, 13•,
19••, 22••, 23, 27]. Therefore, there is a need for more work to
reconcile the aforementioned discrepancies.

There may be many reasons for the disparate findings
across studies. To start, they may be, in part, due to cultural
and/or developmental differences. Much of the reviewed lit-
erature occurred in different countries utilizing samples of
adults, adolescents, and children. There is indeed a growing
body of literature suggesting that culture may be an
understudied area of research within OCD [42, 43]. Further,
as noted above, though OCD is considered a chronic disorder
with an early onset, there are significant differences in presen-
tation across children and adults. Therefore, more work is
needed to elucidate the impact of culture and/or lifespan de-
velopment on the onset and exacerbation of symptoms.

One hypothesis for the presence of differences over the
lifespan is that ovarian hormones may play a significant role
in the pathogenesis of the disorder, thereby placing females at
greater risk for developing OCD during and after menarche
and/or pregnancy [44, 45]. Indeed, approximately one-quarter
of females with OCD report symptom onset at menarche [45].
Additionally, in a meta-analysis regarding the prevalence of
postpartum OCD among women, Russell, Fawcett, and
Mazmanian [46] found a prevalence estimate of 1.08% among
women in the general population, as compared to 2.07% of

women during pregnancy and 2.43% of women during the
postpartum period. Further, a risk analysis revealed that wom-
en who are pregnant or in the postpartum period are 1.5 to 2
times more likely to develop OCD as compared to the general
population. Finally, a recent animal study found that female
rates who were in phases of their estrous cycle in which ovar-
ian hormones were low exhibited blunted responses to fear
extinction [47••]. Taken together, these findings suggest that
ovarian hormones may indeed interact with known neurobio-
logical mechanisms to confer risk for OCD, thereby helping to
explain gender differences over time.

Moreover, given the aforementioned work regarding the
role of female hormones in the development of OCD, future
work should examine associations between biological sex,
gender identity, and OCD symptom expression. It should be
noted that all work included in the current review measured
gender using self-identified demographic questionnaires.
However, there is growing awareness that gender expression
is distinct from biological sex. Therefore, more research re-
garding biological mechanisms may prove promising in un-
derstanding observed sex and gender differences.

Another reason for differing findings may be due to a lack
of standardized definition of subclinical OCS. For example,
Politis and colleagues [12•] identified individuals with sub-
clinical OCS as those who endorsed obsessions and/or com-
pulsions without any significant distress or impairment. In
contrast, Fineberg and colleagues [9••] defined OCS as having
obsessions and/or compulsions, with either distress or impair-
ment. This lack of consistency may help to explain why prev-
alence estimates of subclinical OCS vary significantly more
than do estimates of OCD. Given that OCS may confer risk
for the development of OCD, future work should focus on
standardizing the definition of subclinical OCS in order to
clarify prevalence rates, gender differences, and risk for OCD.

Finally, the disparate findings may also be due to differ-
ences in methods of measurement. Though recent work sug-
gests that OCD symptoms are best measured using dimen-
sional scales of each symptom dimension [1], existing re-
search continues to use a variety of measures that assess the
presence of discrete symptoms using a categorical approach.
Further, much of the extant literature regarding gender differ-
ences in OCD may not be accounting for more contemporary
conceptualizations of the disorder. For example, much of the
literature in this review used measures of OCD that include
symptoms of hoarding [13•, 19••, 22••], despite hoarding dis-
order now being considered a distinct diagnosis [32]. As such,
prevalence estimates and gender differences may be con-
founded by the presence of hoarding symptoms.

In sum, gender may play a role in the onset, presentation,
and impact of OCD symptoms. Though the extant literature
remains largely mixed, there is some evidence that there may
be a higher proportion of adult females with OCD, males may
have a younger age of onset, and males and females may
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experience different types of OCD symptoms. Further, there
appear to be no gender differences in likelihood of comorbid-
ity and treatment outcome. Importantly, in light of the afore-
mentioned inconsistencies, further work is needed to reconcile
and account for the differences, with one promising area being
the study of biological differences that may clarify the neuro-
biological risk for OCD among both males and females.
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