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Main Points

e Obsessive — compulsive disorder and AUD are commonly comorbid with each other.

» Obsessive — compulsive disorder usually starts before the onset of alcohol use; however, it can also
start after or at the same time as alcohol use.

e Compulsions and impulsivity are common to both OCD and AUD.

e Patients with comorbid OCD and AUD have a higher risk of self-harm compatred to those with either
condition alone.

e Treatment should focus on the concurrent management of both conditions for a better prognosis.

Abstract

People with psychiatric conditions often have comorbid substance use disorders. Obsessive — compulsive
disorder is frequently comorbid with alcohol use disorder. Both obsessive — compulsive disorder and alco-
hol use disorder share common characteristics like high levels of compulsions and impulsivity. These stem
from common neurobiological mechanisms. In most patients, obsessive — compulsive disorder begins first,
followed by alcohol use; however, the order of onset can vary. Various factors like genetics, gender, sever-
ity of the conditions, and comorbid depression have been known to contribute to the relationship between
obsessive — compulsive disorder and alcohol use disorder. The prevalence rates in clinical studies are low
as compatred to epidemiological studies as the comorbidity is often missed during clinical evaluation due
to a variety of reasons. Patients with this dual diagnosis have a higher risk of self-harm compared to those
with either diagnosis alone. Hence, it becomes vital to routinely screen patients with obsessive — compulsive
disorder or alcohol use disorder for the presence of the other disorder. Management strategies should focus
on the concurrent management of both conditions with pharmacological and non-pharmacological methods
to ensure improved prognosis. Since research in this area is still scarce, more studies are needed to better
understand the mechanisms of this comorbidity.
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Introduction

Substance use disorders (SUDs) are very common
among individuals with mental illnesses (Grant
et al., 2004; Hunt et al., 2018). Patients with dual
diagnosis (co-occurring diagnosis) face more severe
consequences like worsening of psychiatric symp-

toms, poor treatment compliance, a greater number

of hospitalizations, aggressive behavior, and poor
(Buckley, 2006).
patients need highly intensive and specialized care.
Alcohol use disorders (AUD) and anxiety disorders,
in particular have been noted to be a common dual

self-care Consequently, these

diagnosis. The estimated prevalence of AUD among
anxious patients ranges from 20% to 40% (Castillo
Carniglia et al., 2019).
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Patients with obsessive — compulsive symptoms (OCS) have a
higher rate of comorbid use of substances as compared to the
general population (Blom et al., 2011), alcohol being the most
common substance of abuse (Cuzen et al., 2014). The lifetime
comorbidity of AUD in those with obsessive — compulsive disor-
der (OCD) is 24%, about five times the rate in the general popu-
lation (Ruscio et al., 2010) and nearly two times that in patients
diagnosed with other anxiety/mood disorders. This seems to be
largely gender-dependent (Torres et al., 2006; Wu et al., 2010).
A meta-analysis with 2406 participants (RR (Relative Risk) =
10.07 (5.44; 18.33)) indicates that SUDs appear to be a correlate
of OCD (Rowe et al., 2022). Instruments that assess both disor-
ders have been developed, such as the Obsessive — Compulsive
Drinking Scale (Anton et al., 1996), clearly indicating the pres-
ence of similar features between OCD and AUD.

However, there is a discrepancy in the findings between epide-
miological and clinical studies, thereby raising a query regard-
ing this association. While epidemiological surveys have noted a
frequent co-occurrence of OCD with the use of alcohol, tobacco,
and other substances, clinical studies have not substantiated this
increased risk. Epidemiological studies have found that 20 — 40%
of patients with OCD have AUD (Adam et al., 2012; de Bruijn
et al., 2010; Ruscio et al., 2010; Torres et al., 2006), while clinical
samples show a prevalence of less than 10% (Gentil et al., 2009;
Rasmussen and Eisen, 1994). This difference may be partly due
to the fact that some patients with OCD may self-medicate with
alcohol rather than seek medical help and consequently develop
dependence (Karno et al., 1988; Kolada et al., 1994; Torres et al.,
2006). Even experienced clinicians may miss an OCD diagnosis,
especially in individuals with taboo sexual obsessions. Hence, the
actual prevalence rates of the dual diagnosis of OCD and SUD
may be higher than reported clinically.

In patients with SUD, a comorbid OCD diagnosis is often over-
looked as most patients report symptoms only if specifically
enquired about (Fals-Stewart & Schafer, 1992). A study of indi-
viduals with AUD found that 13.5% of the sample also had OCD
(Stevens et al., 2021).

Patients with a dual diagnosis of OCD and SUD have greater
functional impairment than those with OCD alone (Mancebo
et al. 2009), and an increased risk of self-harm (Gentil et al., 2009;
Torres et al., 2011). Substance use disorder may have started as a
coping mechanism to the OCD in certain patients (Cuzen et al.,
2014; Sbrana, 2005). When both SUD and OCD co-occur, the
management plan must target both conditions as the recovery

and prognosis can differ from each disorder alone.

While OCD and AUD are phenomenologically similar and the
comorbidity is clinically relevant, the research in this area has
several fallacies. Several clinical studies did not have a control
group, and epidemiological surveys often had only a limited num-
ber of cases with OCD, resulting in incotrect values (Virtanen
et al., 2022).

Reviews (Cuzen et al., 2014) on this subject have noted the need
for future research on the prevalence of OCS in SUD patients
to further understand the mechanisms of comorbidity. The
objective of this review was to provide an overview of this dual
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diagnosis using the existing literature, discuss the implications
of the comorbidity, and consider directions for future research.

Material and Methods

The research question aimed at evaluating the prevalence of the
OCD — AUD comorbidity, determining if patients with the dual
diagnosis differ from those with either disorder alone, identify-
ing the associated risk factors for developing the comorbidity,
and the implications for treatment. With a goal to discuss the
OCD - AUD comorbidity in terms of prevalence rates, onset,
phenomenological similarities, and management challenges, as
well as the implications of the diagnoses that may benefit clinical
practice, the investigators searched PubMed and Google Scholar
databases from their conception to date for articles related to
OCD and AUD. English was chosen as the preferred language.
The keywords used were Alcoholism, OCD, dual diagnosis and

craving.

Hundred articles were generated, of which 54 published system-
atic and narrative reviews, meta-analyses as well as original
research articles dealing with OCD/OCS and SUD/AUD were
included. Unpublished work, conference presentations, and arti-
cles where the full text was not accessible were excluded. The ref-
erences and sources were cross-checked.

Results and Discussion

Order of Onset

Studies focused on OCD and SUD in the last four decades have
found evidence of the existence of this dual diagnosis; however,
the “which came first: The chicken or the egg?” debate continues.

Obsessive — compulsive disorder was found to be six times more
common in patients with a primary SUD diagnosis compared
to the general population (Hasin & Grant, 1987), with similar
findings reported by several authors (Eisen & Rasmussen, 1989;
Riemann et al., 1992). Data from the Epidemiological Catchment
Area Program (Karno et al., 1988) found a 24.1% comorbidity
with AUD in patients with a primary OCD diagnosis.

The general view is that of OCD preceding the subsequent onset
of substance use in general, and alcohol use in particular (Blom
et al., 2011; Gentil et al., 2009; Mancebo et al., 2009; de Mathis
et al., 2013), this being partially explained by the use of alcohol
as a medication by OCD patients in an attempt to achieve symp-
tom relief. However, research on the order of onset of OCD and
alcohol-related disorders has presented mixed findings.

One study found that in half of the patients (52.7%) with both
OCD and AUD, OCD began first (Karno, 1988). In another that
had a small sample of 19 patients with alcohol dependence and
varying anxiety disorder diagnoses, the anxiety symptoms were
found to start first in 63% of the sample (Weiss & Rosenberg,
1985). Other authors have reported that in the majority of
patients, OCD and alcohol problems started simultaneously
(Powell et al., 1982). Ross and Anderson (1988) found that OCD
tended to begin either before or along with alcoholism. A review
of various studies concluded that OCD may begin before, after,
or simultaneously with alcohol use (Kushner et al., 1990). To

summarize, studies have shown significant variation in terms
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of onset; however, clinical evidence points to the view that alco-
holism is secondary to OCD (Zohar & Insel, 1986). This debate
about which disorder starts first is not merely of academic inter-
est. Studies have shown that a large percentage of participants
with SUD have reported that their OC symptoms improved
with the use of the substance, leading to the hypothesis that the
temporary anxiolytic relief experienced may contribute to main-
taining the use of the substance (Gentil et al., 2009). Also, some
researchers (Fals-Stewart & Schafer, 1992) feel that treatment of
the underlying OCD could lead to a better outcome for alcohol
dependence in those with primary OCD. Persistent alcohol con-
sumption will in most cases affect the behavioral and psycho-
pharmacological treatment of OCD.

In view of this continuing controversy on the order of onset, sev-
eral researchers have opined that the relationship between OCD
and SUD is closely interlinked, with each disorder influencing the
other, finally leading to an increase in OCS (Back & Brady, 2008).

Similarities in Phenomenology and Neurobiological
Underpinnings

Although OCD and SUDs are construed as clinically distinct
diagnoses, both are associated with high levels of impulsivity and
compulsive behavior (Blom et al., 2011; Figee et al., 2011).

Therefore, it is likely that the two constructs overlap with
each other (Robbins et al., 2012). The nature of the compulsive
behaviots is, however, different in the two disorders. While the
behaviors in OCD and SUD may be a result of common neu-
ral substrates, the pattern in which they are expressed changes
through the distinct etiologies of each disorder. One model that
has been proposed has attempted to explain compulsive behavior
in both AUD and OCD as arising from a move from goal-directed
to habitual behavior (Burchi et al., 2019).

Patients with both diagnoses commonly show heightened stress
levels and shared executive functioning deficits (Everitt &
Robbins, 2005; Olley et al., 2007) as well as similar areas of neu-
rofunctional dysregulation (Klugah-Brown et al., 2021)

Obsessive — compulsive disorder has been considered a form of
“behavioral addiction” due to the repetitive and compulsive nature
of the ritualistic behaviors that can be physically and mentally
detrimental to patients, similar to the pattern seen in SUD (Blom
et al., 2011; Cuzen et al., 2014). Obsessive — compulsive disorder
patients feel the need to perform compulsive rituals to get relief
from the discomfort, which is akin to the symptoms of withdrawal
and the urge to drink in SUD patients (Cuzen et al., 2014).

In patients with AUD, the craving for alcohol has been found to
be similar to an obsession and compulsion, especially in cases of
heavy drinking. Studies have shown that the presence of craving
is dependent on the presence of obsessive thoughts about drink-
ing (Modell et al., 1992). Patients with OCD struggle to suppress
their obsessions, similar to the struggle that heavy drinkers have
with their strong urges to drink. The chief difference is that the
obsessions in OCD are recognized as senseless while the craving
in people with SUD is a need that begs to be satisfied.

Some authors have suggested shared neurobiological mechanisms
that involve alterations in the reward system of the brain and two
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areas in the frontal cortex (orbitofrontal cortex and the ante-
rior cingulate), which exert inhibitory control over maladaptive
behaviors (Lubman et al., 2004). Consequently, a common com-
pulsivity phenotype has been postulated to predict an association
of OCD with SUD and other behavioral addictions (Figee et al.,
2016; Robbins et al., 2012). A “shared etiology,” with common risk
factors contributing to the presentation, is another hypothesis
(Mancebo et al., 2009).

Associated Factors
Various factors have been identified that play a role as risk/asso-
ciated factors in the relationship between OCD and AUD.

Genetic factors have been known to contribute to the occurrence
of this comorbidity. A large Swedish cohort study that used a
general population sample as well as twin cohorts found that
individuals with an OCD diagnosis had a 3.7-times higher risk
of any substance misuse outcome, this association being at least
partially attributable to shared genetics (Virtanen et al., 2022).
Mancebo et al. (2009) showed that OCD starting at a younger
age, as well as comorbid borderline personality disorder, were
risk factors in developing SUD.

On comparing patients with OCD with and without alcohol
abuse, Dimitriou et al. (1993) found a high comorbidity rate of
26.4%. Illness course and family history of OCD were not related
to the development of alcohol abuse. Use of alcohol was asso-
ciated with a longer illness duration and a greater number of
precipitating factors before OCD onset. However, outcomes of
treatment, as well as the present symptomatology and level of
functioning, were not affected by alcohol abuse. An interesting
finding was that mote patients with comorbid alcohol use devel-
oped new OC symptoms after treatment.

Gender seems to have a mediating effect on this association. Data
from the Netherlands Mental Health Survey and Incidence Study
was used to conduct a comparative study (Blom et al., 2011) to
examine the co-occurrence of SUD with OCD and with other psy-
chiatric disorders in a large community sample. The study found
that the odds of achieving a SUD diagnosis were higher in those
with OCD compared to individuals with no psychiatric illness,
both within a year as well as lifetime. In men, the dual diagnosis
was significantly higher in OCD than in those with other psy-
chiatric conditions, while this pattern was not seen in women.
In another study (Riemann et al., 1992) that evaluated the pres-
ence of OCD in 50 males with AUD, the authors found that 12%
met the criteria for OCD. The majority of those with comorbidity
were Black. The authors also assessed patients with OCD (25 of
each gender) for comorbid AUD and found that 16% of the men
and 4% of the women had a lifetime AUD diagnosis. In contrast
to these findings, an epidemiological study that was population-
based and of a cross-sectional design in Singapore (Goh et al.,
2024) with a large sample found that while the lifetime and 1-year
prevalence of AUD was higher in males, the women had more
comorbid OCD. Studies have also found that the comorbidity in
males could lead to a more severe illness course for their OCD
(Gentil et al., 2009).

The relationship between OCD and SUD has also been found to
vary depending on OCD severity. The risk of SUD has been found

to increase with an increase in OCD severity until a certain level,



followed by a dip in the curve, prompting some authots to suggest
that severe OCD, in fact, becomes a protective armor against
developing SUD (Cuzen et al., 2014). In an epidemiological study
with a prospective design (Fineberg et al., 2013), the prevalence
of alcohol misuse was found to be lower among individuals with
OCD as compared to those with subclinical OCS (6.7% vs. 14.9%),
suggesting that the progression to the disorder may indeed pro-
vide some protection from developing SUD. Several authots have
found a strong relation between the severity of alcohol use and
the OCS severity (Campos et al., 2015; Mancebo et al., 2009),
chiefly in the symptom dimension of religious, aggressive, and
sexual obsessions (Brakoulias et al., 2013; Torres et al., 2006). A
narrative review (Tan, 2021) on this dual diagnosis found that
mild OCD is associated with a high prevalence of AUD/SUD and
that comorbidity rates reduce as OCD grows more distressing up
to a certain degree of illness severity, above which there is a rise
again, forming a U-shaped curve. The authors postulated that
this pattern may be explained by the interplay between impul-
siveness and compulsiveness, the different obsession patterns in
OCD that have different predispositions to AUD, as well as the
different rates of treatment-seeking behavior.

Other psychiatric symptomatology, like anxiety and depressive
symptoms, has been found to have a role in the OCD - SUD rela-
tionship. A study on 178 university students found that physi-
cal as well as social concerns, as measured using the Anxiety
Sensitivity Index, and depressive symptoms increased the rela-
tionship between total OCD symptoms, obsessive dimensions,
and risky alcohol consumption, albeit with a small to medium
effect size (Randazza et al., 2022). A study conducted in Brazil
(Gentil et al., 2009) to compare OCD patients with and without
AUD comorbidity found that 7.5% of the sample (n = 630) had
a comorbid AUD diagnosis. The dual diagnosis group had more
males, a past history of having received psychiatric treatment,
higher scores on the hoarding dimension, and higher lifetime
suicidal thoughts and attempts. The other comorbidities seen in
this group were somatization disorders, compulsive sexual behav-
ior, and generalized anxiety. A study (Campos et al., 2015) that
assessed patients with AUD undergoing outpatient treatment
found probable OCD in 20.4% of the sample. These patients had
more severe dependence, a lower income, comorbid depressive
symptoms, and a higher risk of self-harm. The severity of the OC
symptoms was directly related to the rates of hospitalization.
Hoarding and washing compulsions had a robust relation with

suicidal ideation.

Treatment Challenges and Prognosis

Most patients with OCD approach health care services only
when there is a symptom exacerbation or when secondary prob-
lems like depression or SUD emerge (Garcia-Soriano et al., 2014;
Torres et al., 2006).

Even with a SUD comorbidity, only 50% of OCD patients actively
seek treatment (Mayerovitch et al., 2003), the compliance with
prescribed treatment regimens is poor in this group (Cuzen et al.,
2014).

Alcohol use disorder is often missed in OCD patients due to an
unhealthy combination of reluctance by the patients to admit
the extent of their symptoms and the lack of persistence by
the treating specialists in looking for comorbidities (Turner &
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Coopet, 1996). Also, clinicians who specialize in a particular area
of mental health may focus primarily on disorders pertaining to
that area only. Deaddiction specialists may underestimate the
obsessions, brushing them aside as part of the substance use and
mistakenly infer that treating the substance use would automat-
ically lead to relief from OC symptoms as well. Those dealing
specifically with OCD may operate under the false notion that
remission of OC symptoms will lead to the automatic cessation

of alcohol use.

In patients with AUD, OC symptoms often go unnoticed (Eisen &
Rasmussen, 1989; Mancebo et al., 2009). This delay in identifica-
tion and failure to initiate specific therapeutic approaches can
lead to a poor prognosis, with higher chances of relapse. Another
deterring factor is that patients with SUDs tend to be referred
to exclusively substance deaddiction/rehabilitation centers irre-
spective of comorbid OCD (Cuzen et al., 2014; Fals-Stewart &
Schafer, 1992; Mancebo et al., 2009; Sbrana et al., 2005).

It has been shown that when patients with SUD and OCD receive
specific treatment for OCD as well, they tend to be more com-
pliant, show a reduction in symptoms, and maintain abstinence
for longer periods of time compared to patients who receive only
relaxation therapy or treatment for only substance use (Fals-
Stewart & Schafer, 1992).

Hence, screening patients with either disorder for the presence of
the other disorder becomes an integral part of the management
process. For patients with OCD, screening instruments for alco-
hol use like the Michigan Alcohol Screening Test (MAST) (Selzer,
1971) can be used, while the Yale — Brown Obsessive Compulsive
Scale checklist (YBOCS) (Goodman et al., 1989) can be used to
screen for OC symptoms in patients with AUD.

In treatment-seeking OCD patients with comorbid AUD, there is
an increased risk of poor treatment outcomes, higher distress and
impairment (Fineberg et al., 2013), as well as increased suicidal-
ity (Gentil et al., 2009). There has been some evidence that, when
controlling for depression, there is only a marginal association
between OCD and frequent or heavy drinking (Wu et al., 2010);

however, more studies are required to confirm this finding.

In addition to pharmacological treatment that includes anti-
obsessional and anti-craving agents, a comprehensive plan of
treatment that incorporates behavioral and social learning tech-
niques for OCD as well as social learning, cognitive, behavioral,
and self-help techniques for alcoholism should be employed con-
currently. Helping the patients learn techniques to accept the
anxiety associated with both OCD and AUD should also be a
main component of the treatment. Coping skills training and
abstinence-based treatment are recommended for both disorders.

Newer treatment strategies like neuromodulation techniques
have also been proposed. In a meta-analysis of case — control
studies that investigated Gray Matter (GM) volume in OCD and
SUD and then compared the two, the AUD group showed less
GM in the limbic, cerebellar, temporal, and frontal regions. The
OCD group had decreased GM in the insular and frontal areas;
however, it was higher in the brainstem and hypothalamic areas.
The overlapping areas in both groups, which showed reduced
GM, were the anterior cingulate cortex and insula, suggesting

that interventions targeting these areas specifically could prove
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beneficial in treating the compulsivity in both disorders, espe-
cially when they occur comorbid with each other (Stevens, 2021).

The findings of this study emphasize the need for screening
patients with OCD/AUD for the presence of the other disor-
der, both as part of the clinical interview and using appropriate
screening tools. In patients with a dual diagnosis, an individual-
ized management plan that comprises medications, psychological
intervention, and possible neuromodulation techniques needs to
be formulated that targets both disorders simultaneously.

The strengths of this review are that the authors have tried
to include most of the recent research on the topic as well as
looked at the different facets of the association between OCD
and AUD. The authors have also touched upon the prognosis
and implications for the same for better clinical management of
these patients. The review has its limitations, chiefly that no new
analysis was done as part of this study and the findings reported

are purely descriptive.
Conclusion

Patients with AUDs generally like to term themselves as “com-
pulsive drinkers” and as being “obsessed with drinking,” while
patients with OCD often consume alcohol in large quantities in
an attempt to relieve their anxiety. Obsessive — compulsive dis-
order and AUD share similar cognitive and affective character-
istics and have some common neurobiological basis. Regardless
of which begins first, there is a definite link between OCD and
AUD, making it a common dual diagnosis. A multitude of factors
from both the patients” and the treating doctor’s viewpoints may
have contributed to the low prevalence rates of this dual diagno-

sis in clinical settings.

Patients with OCD and AUD have been found to have poorer
functioning and a higher risk of self-harm than those with either
condition alone. These findings make it vital that patients who
present with OC symptoms or with SUD must be compulsorily
screened for the presence of the other disorder. Treatment strat-
egies must include pharmacological and non-pharmacological
methods that target both disorders. Improving awareness of the
presence of this comorbidity amongst practitioners would help in
early detection and prompt intervention and thus has implica-

tions for prevention as well as improved outcomes.

There is a definite need for future research in this area for
improved understanding of the mechanisms of comorbidity.
Future studies focusing on heterogeneous sub-groups of OCD,
gender-related associations, use of neuromodulation techniques
in treating this comorbidity, and evaluation of genetic markers
may help in better comprehension and management of this co-

occurring diagnosis.
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