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Abstract
Background: Whereas the phenomenology of obsessive-compulsive personality disorder (OCPD)
shows similarities to that of obsessive compulsive and related disorders (OCRDs) as well as with
autism spectrum disorder (ASD), the relationship between these disorders is poorly understood.
Aims: Within a clinical sample, we aimed to investigate the distribution of OCD, OCPD and ASD
symptoms and traits and their interrelationship, as well as to evaluate insight and treatment
refractoriness.
Method: Consecutive adult OCD outpatients were assessed for OCPD traits (Compulsive Personality
Assessment Scale (CPAS)), OCD symptoms (Yale–Brown Obsessive Compulsive Scale (Y-BOCS)), ASD
traits (Autism Spectrum Quotient (AQ)), insight (Brown Assessment of Beliefs Scale (BABS)) and
treatment resistance (clinical records). Those scoring highly on the AQ underwent a diagnostic
interview for ASD.
Results: 67 consenting individuals completed the CPAS, BABS and AQ, and 65 completed the Y-BOCS.
24 patients (35.8%) were diagnosed with OCPD. Patients with OCPD were less likely to be employed
(p=.04). They demonstrated elevated AQ scores (p=.004) and rates of ASD diagnosis (54.2%) (p
<.001). OCPD traits (CPAS) showed a highly significant correlation with ASD traits (AQ) (p<.001), and
no association with Y-BOCS, BABS or treatment resistance.
Conclusion: In an OCD cohort limited by small size, OCPD associated strongly with unemployment
and ASD, with implications for diagnosis, treatment and outcome.
Keywords: Obsessive Compulsive Personality Disorder, Obsessive Compulsive Disorder, Autism
Spectrum Disorders, Obsessive Compulsive and related disorders, co-morbidity.
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Introduction
Obsessive Compulsive Personality Disorder (OCPD) is characterized by concern with orderliness,
perfectionism, excessive attention to details, mental and interpersonal control and a need for
control over one's environment at the expense of flexibility, openness to experience and efficiency
(American Psychiatric Association, 2013). OCPD represents one of the commonest personality
disorders but it has been the subject of comparatively little research, its nosological relationship with
other disorders that involve obsessive-compulsive behaviour remains unclear and no strongly
evidence-based treatments exist (American Psychiatric Association, 2013). Epidemiological estimates
vary widely and a prevalence ranging from 2.1-8.7% of the population has been cited (APA, 2013;
Grant et al., 2004; Zimmerman et al., 2005). In clinical psychiatry samples, the prevalence of OCPD is
reported to increase to around 25% (Ansell et al., 2004; Pena-Garijo et al., 2013), and in obsessivecompulsive disorder (OCD) services, to over 30% (e.g. Diaferia et al., 1997 ; Bejerot et al., 1998;
Garyfallos et al., 2010; Starcevic et al., 2012).
Some small-sized studies have suggested a relationship exists between OCPD and OCD involving
particular OCD symptoms, such as need for symmetry, hoarding, checking and preoccupation with
details (e.g. Eisen et al., 2006; Garyfallos et al., 2010). OCPD has also been found to be prevalent in
those with early onset OCD (Pinto et al., 2006), suggesting a possible neurodevelopmental aetiology
for this comorbid subgroup. Other signs of an altered neurodevelopmental trajectory, such as traits
or symptoms of tic disorder, autism spectrum disorder (ASD) and attention deficit hyperactivity
disorder (ADHD), may also be observed in patients with OCD and their family members, hinting at
the possibility that heritable neuro-behavioural mechanisms contribute to the expression of at least
some forms of OCD (de Vries et al., 2016; Fineberg et al., 2018). However, other studies have
suggested OCPD co-occurs across a broad range of OCD presentations and may reflect greater
overall OCD severity (Lochner et al., 2011; Gordon et a., 2013). In a follow-up study (Wewetzer et al.,

3

2001), OCPD was the most frequent personality disorder (25.5 %) in young OCD patients whose
diagnosis of OCD remained 11 years later, suggesting it may predict chronicity.
Whether existing alone or as a comorbid disorder, OCPD is associated with significant deficits in
interpersonal function (Cain et al., 2015) and often predicts a poor response to treatment. For
example, OCPD has been reported to be associated with poor CBT outcomes in OCD patients,
especially when one of the diagnostic criteria, perfectionism, is more pronounced (Pinto et al.,
2011). In a five-year follow-up study of 288 OCD outpatients, comorbid OCPD was associated with an
increased risk of relapse (Eisen et al., 2013). Similarly, in patients with depression, comorbid OCPD is
reported to be associated with poorer CBT outcomes, greater levels of distress, more complicated
management strategies (Starcevic et al., 2013) and leads to a shorter time to relapse (Grilo et al.,
2010). High levels of treatment utilization are reported for individuals with OCPD, even after
controlling for comorbid psychiatric disorders, with notably high rates of primary health care use
(Sansone et al., 2004; Sansone et al., 2003), suggesting OCPD carries a significant burden and cost for
health services. For example, patients with OCPD were estimated to be three times as likely to
receive psychotherapy compared with patients with major depressive disorder (Bender et al., 2001;
2006).
The nosological status of OCPD has been recently subjected to review by international diagnostic
classificatory bodies such as the American Psychiatric Association DSM-5 and the World Health
Organisation ICD-11 committees (Fineberg et al., 2014), alongside other obsessive-compulsive and
related disorders (OCRDs). However, the relative lack of epidemiological or psychobiological data has
prevented firm conclusions from being drawn. While still classified within the personality disorder
grouping, OCPD has been noted to share aspects of phenomenology (preoccupation with detail,
need for completeness, perfection or interpersonal control and hoarding) and neuro-psychology
(behavioural or cognitive rigidity) with certain DSM-5 OCRDs, such as OCD, body dysmorphic
disorder (BDD) (Jefferies –Sewell et al., 2017 ) and hoarding disorder (Eisen et al., 2013; Fineberg et
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al., 2007; Fineberg et al., 2014; Mancebo et al., 2005). Unlike the OCRDs, OCPD is not usually
characterised by the performance of motor compulsions. Nevertheless, OCPD is associated with a
similarly restricted repertoire of rigid, stereotyped and disabling compulsive thinking patterns and
behaviours, such as doubting, checking, hoarding, that are characteristically related to achieving
completeness and intra-and inter-personal control, and that are experienced as ego-syntonic i.e.
valued and believed to be rational (Fineberg et al., 2014). Absence of insight in relation to the
performance of compulsive behaviours is recognised to be found in a significant proportion of
patients with OCRDs (Lochner et al., 2011; Phillips et al., 2012; Toh et al., 2017) and acts as a
diagnostic specifier of certain OCRDs in the DSM-5.
Alternatively, OCPD traits may be viewed as similar to those of neurodevelopmental disorders such
as ASD (Fineberg et al., 2014; Hrdlicka & Dudova, 2013; Hofvander et al., 2009), though the
relationship with ASD has been barely studied. In ASD, the narrow, restricted repertoire of interests
and compulsive behaviours are also characteristically ego-syntonic, appearing to be designed to
modulate emotional arousal e.g. by making the environment ‘feel safe’, to the extent that the risk of
misdiagnosis between ASD and OCPD is considered to be high (Fitzgerald, 2002). Of note, in the
DSM-III (APA, 1980), constrained emotional expression, reminiscent of autistic disorders, was classed
as one of the diagnostic markers of OCPD (Samuel & Widiger, 2010). However, these traits were
downplayed in later DSM versions. Nonetheless, Gillberg and Billstedt (2000), building on previous
research into OCPD in eating disorders (Gillberg & Rastam, 1992; Nilsson et al., 1999), suggested
“the symptomatology of OCPD, as outlined in the DSM-IV, is strikingly similar to that of autistic
psychopathy as portrayed by Asperger”. Similarly, more recent work by Zucker and Losh (2008) and
Lugnegård et al., (2011) has highlighted symptom-overlap between OCPD and ASD, especially in the
area of restricted and repetitive behaviours and interests.
ASD is a common though often overlooked comorbidity in treatment-seeking OCD patients
(Wikramanayake et al., 2017). Studies have reported a high prevalence of ASD in young people with
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OCD with a negative effect on psychosocial functioning (e.g. Griffiths et al., 2017). However, the
extent to which ASD and OCPD traits overlap - and, by inference, the extent to which these
separately classified DSM-5 disorders (OCPD, personality disorder; ASD, neurodevelopmental
disorder) may share a nosological relationship - has not so far been systematically investigated in
clinical samples.

Aims and Objectives:
We extend this work by applying cross sectional survey methodology to investigate the
phenomenological overlap in a treatment-seeking sample of OCD patients, in which we expected to
find a high level of OCPD and ASD, to shed further light on the complex clinical relationship between
OCPD, OCRD (in this case OCD) and ASD. As far as we are aware, this is the first study to specifically
explore the association between OCPD and ASD traits in this clinical population.
Based on the existing literature, we explored the hypotheses that the presence and strength of
OCPD traits would correlate positively with 1) OCD severity, 2) the presence of specific OCD
symptoms recognized to overlap with traits known to be associated with a diagnosis of OCPD such as
symmetry and hoarding obsessions and checking, ordering and hoarding compulsions, 3) ASDseverity, 4) impaired insight (based on the ego-syntonic nature of OCPD psychopathology) and 5)
treatment resistance.

Method
The study was approved by the East of England NHS Research Ethics Committee.
We approached 106 consecutive patients attending a UK Specialised OCD Service, including a
subgroup of highly treatment resistant cases (n=31), over a period from March 2013 to September
6

2014, of whom 73 consented to be interviewed for the study. All patients fulfilled DSM-5 criteria for
OCD based on extensive interviews with experienced clinicians.
A separate analysis derived from a similar cohort that investigated the prevalence and distribution of
ASD traits is now published (Wikramanayake et al., 2017). In that study, approximately one third of
the OCD sample demonstrated clinically relevant ASD psychopathology. However, the analysis by
Wikramanayake et al. 2017, did not investigate the overlap between ASD and OCPD traits, the latter
being the focus of this study. In addition, the number of study participants included in this analysis
differs from that of Wikramanayake et al. 2017.
We evaluated the presence and severity of OCPD traits using the observer-rated Compulsive
Personality Assessment Scale (CPAS) (Fineberg et al., 2007) that evaluates each of the eight DSM-5
diagnostic criteria on an ordinal scale of 0-4 (maximum total CPAS =32) based on a semi-structured
interview with a clinician experienced in the treatment of OCRDs. The CPAS has not been validated
systematically in a clinical sample of patients with OCPD. However, it has face validity, mapping
directly on each of the diagnostic criteria of OCPD, and has been used to quantify OCPD traits in
other work e.g. in a non-clinical sample where CPAS scores were found to correlate with various
neurocognitive features of OCPD (Fineberg et al., 2015), and in patients with mood and anxiety
disorders where CPAS scores correlated with clinical factors including fatigue (Burkauskas et al.,
2018). Consistent with the DSM-5, we operationally (and arguably conservatively) defined a
diagnosis of OCPD as a score of 3 (severe) or 4 (very severe) on at least 4 CPAS items.
We administered the clinician-rated Yale–Brown Obsessive Compulsive Scale (Y-BOCS) and checklist
to measure respectively the OCD symptom severity and profile (Goodman et al., 1989a, 1989b;
Woody et al., 1995). This scale is considered to be the pivotal rating scale for measuring symptomseverity in OCD (Reghunandanan & Fineberg, 2012) and is recognized to have good psychometric
properties (Rapp et al., 2016). Completed by the clinician in a semi-structured interview, it is a 10-
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item questionnaire, 5 looking into obsessions and 5 into compulsion over the past week; each item is
rated on a scale from 0 to 4 with a maximum total score of 40.
The 50-item self-reported questionnaire, Autism Spectrum Quotient (AQ) was completed to screen
for ASD traits (Baron-Cohen et al., 2001), with each domain represented by 10 categorical
statements. A score of 26 or more on the AQ is considered to indicate a high likelihood of ASD
(Wikramanayake et al., 2017). It has been demonstrated that the AQ can correctly identify patients
who fulfil a diagnosis of ASD, with a specificity of 0.52 and sensitivity of 0.95 (Woodbury-Smith et al.,
2005).
All the above scales were administered by the treating clinician.
Patients scoring 26 or more on the AQ were further interviewed by experienced psychiatrists
working as clinicians within our OCD service, for the presence of ‘clinical estimate ASD’ using a semistructured interview, lasting between 30 and 45 minutes each. This involved systematic questioning
relating to each of the core diagnostic symptoms of ASD, according to the DSM-IV-TR. The interview
was audio-taped and evaluated collectively by four clinicians with expertise in the assessment of ASD
and OCD who were not necessarily involved in the patient’s treatment. A clinical estimate diagnosis
of ASD, approximating to DSM-IV, was reached based on a predetermined consensus principle (see
Wikramanyake et al., 2017). To ensure agreement between the four clinicians, independent intraclass correlation coefficients were calculated for diagnosis: .90 [95% CI .78, .95], as well as the three
types of symptoms; Social reciprocity: .93 [.85, .97], Communication: .92 [.82, .96], Repetitive
behaviour: .83 [.65, .92] suggesting a strong degree of inter-rater reliability.
The Brown Assessment of Beliefs Scale (BABS), a reliable and valid instrument for assessing
delusionality in a number of psychiatric disorders including OCD (Eisen et al., 1998), was used to
measure the degree of impairment of insight. The BABS is a clinician-rated scale scored on a fourpoint Likert scale from 0-4 for each of the points covered. The seven dimensions measured include

8

levels of conviction, perception of others’ views of beliefs, explanation of differing views, fixity of
ideas, attempts to disprove ideas, insight and ideas or delusions of reference over the past week.
We also reviewed the clinical case notes to obtain further information on clinical diagnosis and
treatment history. Treatment resistance was judged according to the patient’s treatment history
with regards to previous pharmacological treatment and psychological therapies. (see
Wikramanyake et al., 2017). This staging was designed for the purpose of this study based on current
evidence-based treatment algorithms for OCD (Reghunandanan et al., 2015). Patients were grouped
into 7 different stages of treatment-resistance, according to prior usage of evidence-based
pharmacological treatment and psychological therapies for OCD. We defined ‘highly resistant OCD
‘as those cases falling within stage 6 and 7 i.e. failed at least two courses of cognitive behaviour
therapy (CBT) including home-based therapy or evidence-based pharmacological therapy
augmented with antipsychotic or high dose SSRI or novel compounds.

Analysis
The data was analyzed with Stata 13.1. When comparing groups on continuous dependent variables,
independent samples t-tests were used. Chi squared analysis was performed to compare groups on
categorical variables. Non parametric analysis using Spearman’s rho correlation was conservatively
used to explore the relationship between OCPD, OCD and ASD severity scores in case the
assumption of linearity was violated. Missing data was defined as insufficient data recorded in the
database to enable estimation of a scale score. As such, if any one of the rating scale scores could
not be estimated for a particular participant, the sample size for that analysis would be adjusted
accordingly, but the participant would not be totally excluded from the study.
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Results
67 consenting individuals (52.2 % female; mean age 44.5 years, SD+/- 11.47) completed the CPAS,
BABS and AQ, and 65 completed the Y-BOCS. Their demographic and clinical details are depicted in
table 1. Twenty-four patients (35.8%; 10 males, 14 females) met the operational diagnostic criteria
for OCPD, based on the CPAS. Sixteen (66.7%) of these patients either had previously received an
established diagnosis of OCPD written in the clinical case notes (n=10), or there was mention of
“obsessional personality traits” or “possible” or “probable OCPD” (n=6).
Patients with OCPD showed significantly greater scores on the AQ (with OCPD M = 28.04, SD 7.15;
without OCPD M=22, SD=7.92; t (65) = 3.1, p = .003), with a large effect size (.78) (see table 1). In
contrast, there was no significant difference between the groups in terms of OCD symptom severity
(Y-BOCS) or insight (BABS). Also, there was no between-group difference in gender ratio, age, age of
onset of OCD or age of diagnosis of OCD. Regarding employment status, 27 were employed, 34
registered unemployed, two were not working owing to illness, two were retired and there was
missing data for two cases. Those with OCPD had significantly lower rates of employment (17 (74%)
unemployed; p=.04).
[Table 1 about here]

Distribution of OCPD traits.
The frequency of total CPAS scores, representing the number of OCPD traits and their severity, in the
total sample resembled a normal distribution (figure 1) with a mean score of 13.79, SD+/- 7.75.
[Figure 1 about here]
Certain OCPD traits were more commonly endorsed than others within the OCD sample i.e. severe
or very severe (CPAS score >=3 out of 4) over-conscientiousness (55.22% cases), perfectionism
10

(53.7% cases), preoccupation with detail (40.2% cases), rigidity (37.3% cases), and need for control
(34.3% cases) (figure 2). Severe or very severe hoarding behaviour was endorsed by 29.8% of the
sample. As with other studies, miserliness was endorsed the least (13.4%).
[Figure 2 about here]

Association between OCPD traits and OCD symptoms.
Analysis of the relationship between the severity of OCPD traits (as measured by CPAS) and OCD (as
measured by Y-BOCS) scores, using Spearman's Rho, demonstrated a weak positive correlation that
was statistically insignificant (rs = .2168, n = 65, p = .08). Similarly, analysis of the relationship
between OCPD and the Y-BOCS obsessions and compulsions subscales produced only weak positive
correlations (respectively r = .2137, n = 64, p = .09, r = .2294, n = 64, p = .07) that were also
statistically insignificant.

We additionally explored the relationship between the presence of OCPD and specific OCD symptom
domains as defined in the Y-BOCS checklist (Table 2). We found a significant increase in the presence
of OCPD in those with hoarding obsessions only (X2 = 4.16, p =.04).
[Table 2 about here]

Association between OCPD and ASD traits.
Analysis of the relationship between the severity of OCPD traits (as measured by CPAS) and ASD
traits (as measured by AQ) using Spearman’s Rho demonstrated a moderate and highly significant
positive correlation between the two variables, rs = .40, n= 67, p < .001, as well as between the CPAS
scores and the scores falling within three individual AQ domains, namely attention-switching (rs =
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.44, p<.01), attention to detail (rs = .39, p = <.01 ) and social communication (rs = .28, p =.02). The
correlation between CPAS scores and the social skills AQ domain was more modest and statistically
insignificant (rs = .21, p =.08). There was no correlation between CPAS scores and the fifth AQ
domain (imagination).

Association between OCPD and ASD
Thirty-four of the original sample of 67 OCD patients (50.75%) exceeded the total AQ threshold score
of 26, representing a high overall frequency of ASD traits. Of these high scoring cases, 21 (61.77%;
31.34% of the full sample) were given an estimate ASD diagnosis (12 Asperger’s syndrome, 2 Autism,
7 pervasive developmental disorder not otherwise specified (PDD NOS)) on the Autism Spectrum
Diagnostic Assessment. None of these patients had received a documented diagnosis of ASD in the
clinical notes.
In the [OCPD+OCD] sub-group, as many as 16 (66.66%) scored ≥26 on the AQ. Compared to the OCD
patients without OCPD, this represents a significantly increased rate of those exceeding the AQ
threshold score (X2(1) = 8.3, p = .004). In addition, thirteen patients (54.2%) in the [OCPD+OCD]

sub-group received a clinical estimate diagnosis of ASD (9 Asperger’s syndrome, 1 Autism, 3
PDD NOS). This finding represents a highly significant overrepresentation of ASD in the
OCPD subgroup (X2 (1) = 12.26, P<.001).
We additionally analysed the subgroups with and without a clinical estimate diagnosis of ASD in
relation to each of the CPAS items. We found that those with ASD (n=19, two missing cases) were
significantly more likely to endorse a need for control (X² (1) 8.62 (p=.003)), over-conscientiousness
(X² (1) 6.03 (p=.01)), workaholism (X² (1) 8.96 (p=.003)), preoccupation with detail (X² (1) 4.97
(p=.03)), perfectionism (X² (1) 4.25 (p=.04)), and rigidity (X² (1) 3.41 (p=.07) borderline), suggesting
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that these are the OCPD traits most closely linked to a diagnosis of ASD, at least in the OCD
population.

Association between OCPD and insight
The total CPAS scores were not associated with measures of insight on the BABS (rs = .07, p = .57).
Association between OCPD and treatment-resistance
Psychological treatment was received by all but four patients. In addition, all but one received
treatment with SSRI, three were prescribed clomipramine, 11 received adjunctive antipsychotic, four
anxiolytics and one hypnotic medication. 31 patients (46% of the whole sample) were operationally
classified as highly resistant OCD according to our staging criteria (treatment stages 6, 7). OCPD was
not over-represented in the highly resistant OCD subgroup (X2 (1) = 0.3615, p = .55).

Discussion
As expected, we found a high level of OCPD and ASD traits in the OCD sample. Moreover, we
confirmed one of our a priori hypotheses i.e. of a moderate and highly significant positive
correlation between OCPD and ASD-severity. However, against expectation, we did not confirm the
remaining hypotheses. Specifically, we did not find that the strength of OCPD traits correlated
positively with either overall OCD severity, or with the presence of many specific OCD symptoms
recognized to overlap with traits known to be associated with a diagnosis of OCPD, apart from
hoarding obsessions, or with impaired insight, or with treatment resistance.
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OCPD traits in the OCD sample
In our OCD sample, as many as 35.8% of individuals fulfilled diagnostic criteria for OCPD. We have
confidence in the diagnosis as two thirds of those fulfilling our operational criteria were coincidentally noted by their treating clinicians to have OCPD traits in the clinical case notes. These
findings also suggest the OCPD traits were thought to be of clinical significance to the patient by the
treating teams. The frequency of OCPD in our study is comparable with that seen in previous studies
(Bejerot et al., 1998; Starcevic et al., 2013), and exceeds the population rate of OCPD (up to 8.7%), in
line with a theoretical association between OCD and OCPD. No previous study, to the best of our
knowledge, has commented on the distribution of OCPD severity in an OCD sample, which in our
study resembled a normal distribution, with the majority of patients scoring approximately midway
on the total CPAS (mean total CPAS=13.75; SD 7.79). There was no obvious ‘cut-off’ between those
with low and high levels of OCPD traits.
Impact of presence of OCPD traits
In our study, patients with OCPD were significantly less likely to be employed, suggesting a possible
relevant impact of the diagnosis on occupational function (discussed further below). However, as
this was not an a priori hypothesis, this result needs to be interpreted with caution as the risk of
type one error is elevated. There were, however, no statistically significant differences between
those with and without OCPD in regard to their gender, reported age of onset of OCD (unlike
Garyfallos et al., 2010), or age at diagnosis. Moreover, unlike other studies showing a specific
association between OCPD and certain OCD symptoms (Garyfallos et al., 2010; Starcevic et al., 2013),
and rather more like the results of studies by Lochner et al., (2011) and Gordon et al., (2013), the
presence of OCPD was only significantly linked with one specific OCD domain, that of hoarding
obsessions, which may represent an artefact as hoarding behaviour is also used to define OCPD. It is
possible that the relatively small sample size obscured other significant correlations in our study.
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However, taken together, these findings suggest that all OCD patients, as opposed to a restricted
phenotypic subgroup, are susceptible to OCPD to a greater or lesser degree.
OCPD traits
The most frequently endorsed OCPD traits in our sample were over-conscientiousness,
perfectionism, preoccupation with detail, rigidity and need for control, whereas miserliness was the
least endorsed as mentioned in other studies (such as Hummelen et al., 2008; McGlashan et al.,
2005; Sanislow et al., 2002).
The above mentioned most frequently endorsed OCPD traits, together with workaholism, were also
strongly associated with a diagnosis of ASD (see below). Perfectionism, rigidity, need for control and
workaholism may be viewed as detrimental with respect to interpersonal relationships. These traits
may also lead to conflict at work and thereby explain the elevated rates of unemployment seen in
our patients with this comorbidity. The impact of OCPD on employment is not well understood and
merits further qualitative study. Our findings, however, also endorse the high prevalence of overconscientiousness in this group that, as a domain, is not usually viewed by others as being
detrimental and may even be viewed as adaptive e.g. for occupational roles requiring high levels of
scrupulosity (reviewed in Chamberlain et al., 2017), but which can have damaging consequences on
the individual themselves associated with the intrapersonal effort of sustaining high standards of
moral behaviour and may be linked to the development of depression. Unfortunately, we did not
measure depressive symptoms in this study, which would be another fruitful next research step.
Impact of OCPD on OCD severity and treatment resistance
As regards the effect of OCPD on OCD severity or treatment-resistance, the evidence supporting a
positive correlation has, to date, been equivocal. For example, Gordon et al. (2013) found greater
self-reported OCD symptom severity in patients with OCPD that was limited to certain OCD
symptoms only i.e. doubting, ordering, and hoarding. Lochner et al. (2011) suggested that OCPD may
15

represent a marker of OCD severity based on its association with a broad range of OCD symptoms.
This study found a statistically insignificant correlation between the magnitude of CPAS and Y-BOCS,
providing no support for the hypothesis that OCPD reflects more severe OCD. Moreover, we did not
find OCPD traits to be associated with greater treatment resistance. However, our sample size was
not large; a larger study would provide more conclusive results.
OCPD and ASD
In contrast to the limited evidence of association between OCPD and OCD severity or subtype, there
was a strong overlap between OCPD and the co-occurrence of traits and diagnosis of ASD, to the
extent that approximately half (54.2%) of those diagnosed with OCPD were also found to meet
diagnostic criteria for ASD. Unlike the diagnosis of ASD, which had been overlooked prior to this
study, OCPD had been noted in the main by the treating clinicians. Thus, our findings only partially
support the proposal that OCPD and ASD may be commonly mistaken for each other (Fitzgerald,
2002), at least in the OCD population as the presence of OCPD seemingly overshadowed the clinical
recognition of ASD. Our findings do, however, suggest that the presence of OCPD and in particular
those OCPD traits that were most significantly over-represented in those with an estimate diagnosis
of ASD i.e. need for control, over-conscientiousness, workaholism, preoccupation with detail,
perfectionism and rigidity - should alert the clinician to the possible co-occurrence of ASD. They
additionally raise the question as to the extent to which the two early-onset disorders may share
aetiology and neuropsychological mechanisms.
Alongside phenomenological similarities, there is emerging evidence of shared neurobiology among
OCPD and ASD. Research on twins suggest that OCPD is highly heritable (Torgersen et al., 2000;
Gjerde et al., 2015) and there is evidence that OCPD, OCRDs and ASD cluster not only in the same
patients (Hofvander et al., 2009) but also in their family members (Nestadt et al., 2000; Samuels et
al., 2000; Serpell et al., 2002; Anderluh et al., 2003, Hollander et al., 2003; Calvo et al., 2009;
Bienvenu et al., 2012; Özyurt & Beşiroğlu, 2018), suggesting that these disorders may share genetic
16

factors in their aetiology. Hollander et al. (2003) reported that the occurrence of obsessivecompulsive traits or disorder in the parents of autistic children is significantly more likely if autistic
children have a high occurrence of repetitive behaviours, additionally indicating a possible role for
‘compulsivity’ as a neuropsychological factor mediating familial risk across OCD, OCPD and ASD
diagnoses.
Endophenotypes, representing intermediate markers of psychopathology, are particularly helpful for
identifying the brain-based determinants of disorders such as OCPD, as they are less susceptible to
variation than are phenotypic markers, and may be relatively easily accessed. Cognitive inflexibility,
as demonstrated by abnormal performance on the extra dimensional domain of the intraextradimensional set-shift task (IED) (Fineberg et al., 2015), shows ecological validity for disorders
characterised by compulsive behaviour and been reported in people with OCPD (Fineberg et al.,
2015) as well as OCRDs such as OCD, body dysmorphic disorder (Jefferies-Sewell et al., 2017),
hoarding disorder (Morein-Zamir et al., 2014) and ASD (Brady et al., 2013; De Vries & Geurts, 2012),
suggesting that these disorders share common neuropsychological processes (Fineberg et al., 2018).
Carlisi and colleagues (2017 a,b,c), in a series of studies comparing patients with ASD and OCD,
recently found disorder-specific and shared structural and functional brain abnormalities associated
with vigilance processing, neuro-computational mechanisms of decision-making and inhibitory
control. No such studies directly comparing ASD with OCPD have so far been performed.
Our study identified particularly strong correlations between specific ASD domains and OCPD scores,
including problems in attention-switching, representing a measure of cognitive rigidity (De Vries &
Geurts, 2012), which may reflect similar attentional set-shift changes as previously reported in OCPD
using the intra-extradimensional set-shift task (Jefferies-Sewell et al., 2014), and excessive attention
to detail, thought to reflect poor ‘central coherence’, which has so far been little researched in
OCPD. These domains may reflect shared trans-diagnostic neuropsychological endo-phenotypes
exerting a pathoplastic effect across OCPD and ASD (as well as potentially other OCRDs).
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The additional findings of an association between the presence of OCPD and poor social
communication and to a lesser extent poor social skills, were unexpected and novel. Communication
problems are not traditionally emphasised in the descriptions of OCPD (though many clinicians
would endorse this as a cardinal feature). Indeed, the finding of a significant correlation between
poor social communication and OCPD argues against the proposal that the relationship between
OCPD and ASD is attributable to shared similarities on the measures assessing these traits (see
Limitations) because the CPAS does not include measures of social communication. Poor social
communication may explain why people with OCPD find interpersonal relationships so difficult (Cain
et al., 2015) and the high rates of marital disharmony reported for this group (Reddy & Maitri, 2015;
Reddy et al., 2016) with reports of explosive aggressive outbursts. (e.g. Villemarette-Pittman et al.,
2004). They may also explain the high rates of unemployment seen in this study. A better
understanding of the nature of communication problems in OCPD is required to determine how
closely these resemble ASD and may additionally serve as a new and fruitful target for treatment in
this group, including a potential role for occupational therapy. Such therapy may involve groupbased or individual-based social learning programmes focused on improving social interaction, and
include interventions such as modelling, peer feedback (for group-based programmes) or individual
feedback (for individually delivered programmes), discussion and decision-making, and suggested
strategies for dealing with socially difficult situations, as recommended by the UK National Institute
for Health and Clinical Excellence for adults with ASD (National Collaborating Centre for Mental
Health, 2012). If further validated in cases of OCPD using larger studies in which the confounding
effect of ASD can be controlled for, consideration should also be given to re-introducing poor social
communication as a criterion in any future diagnostic revision of OCPD.
OCPD and insight
Unexpectedly, insight was not seemingly impaired in the presence of OCPD traits. This finding is
interesting and conflicts with the clinical experience of compulsive behaviours associated with OCPD
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being valued or justified (egosyntonic). Possibly this finding reflects the difficulties inherent in
adequately evaluating insight in the context of OCRDs. This has been recently discussed in work by
Brakoulias and colleagues (Brakoulias et al., 2017; Starcevic & Brakoulias, 2018), who suggest that
existing scales, such as the BABS, that are designed for evaluating insight in psychosis may not
capture the more subtle changes in insight seen in OCRDs (such as the ‘disconnect’ between
knowing and believing) and who have proposed new rating scales for this purpose that future
research in this field may benefit from.

Implications
OCPD is common in OCD and is associated with occupational disability. OCPD traits overlap strongly
with ASD traits and indicate a high likelihood of comorbid ASD that is usually missed by clinicians.
However, ASD is also common in OCD even in the absence of OCPD.
Poor social communication, as well as cognitive inflexibility and poor central coherence are found in
the presence of OCPD, further highlighting the close relationship with ASD.
These exploratory results hint at shared aetiological factors of relevance for further clinical study to
advance diagnostic classification and potential new avenues for therapeutic intervention. Further
neurosciences research e.g. neuropsychological tests or brain imaging analysis is indicated to clarify
the extent of the neurobiological relationship between OCPD and ASD.

Key points
•

Clinicians should exercise a high level of vigilance for OCPD and ASD in patients presenting
with obsessive compulsive symptoms.
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•

The presence of OCPD may indicate a likelihood of disabling ASD traits, including cognitive
inflexibility, poor central coherence and poor social communication.

•

These neuropsychological factors may require separate clinical intervention strategies.

Limitations
We acknowledge that the study has a small sample size rendering it susceptible to statistical
weakness such as the high probability of both type 1 and type 2 errors. As an exploratory study, it
was aimed at generating hypotheses for onwards testing in larger well powered studies including
community-based surveys. Moreover, our use of several comparisons with relationship to
unemployment, age of onset, specific OCPD traits, AQ domains may lead to a risk of inflated Type 1
errors.
Our sample was derived from a specialist clinic and therefore may not be representative of all OCD
patients. However, there was no obvious increase of OCPD in the more severely ill and resistant
patients in the sample, suggesting that the findings do apply broadly to OCD. Testing the association
in community-based surveys of OCD would be a rational next step.
Owing to the considerable overlap between OCPD and ASD traits, it is difficult to attribute associated
factors, such as unemployment rates to one or other specific diagnosis.
The overlap between OCPD and ASD traits observed in this study might stem from overlapping
symptom endorsements on the respective scales, for reasons other than being due to common
psychopathological mechanisms and thereby might have led to an over-inflation of the perceived
inter-relationship between the disorders.
Compared with the positive correlations found between the AQ and CPAS, which scales measure
longstanding ASD and OCPD traits, we found low correlations with measures assessing state
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symptoms e.g. Y- BOCS and BABS, which may at least in part be explained by the fact that state
measures are inherently less stable.
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Figure 1. Distribution of OCPD traits in the total OCD sample, measured as scores on the
Compulsive Personality Assessment Scale (CPAS).
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Figure 2. Distribution of OCPD domains within the OCD sample, measured using the
Compulsive Personality Assessment Scale (CPAS)
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Table 1. OCD with or without OCPD: Demographic and clinical variables
OCPD +
n = 24
Mean (SD)

OCPD n = 43
Mean (SD)

P

22:21

Effect size
Cohens d
{95% Cls}
or [X2]
[.56]

Gender (M:F)

10:14

*Employed: Unemployed

6:17

21:19

[4.1]

.04

Age in years

45.67(11.076)

44.25 (12.15)

.11{-0.38, 0.62}

.39

Age of OCD Onset

13.75 (7.64)

14.55 (8.76)

-.10 {-.60, .40}

.50

Age OCD diagnosed

28 (9.72)

27.72 (11.79)

.03 {-.47, .52}

.80

CPAS

22.55 (3.79)

9.51 (5.10)

.00

*Y-BOCS Total

21.29 (6.64)

18.85 (8.51)

2.76 {2.06,
3.45}
.31 {-.19, .81}

.46

.23

*Y-BOCS Obsessions

10.21 (4.09)

9.45 (4.06)

.18 {-.32, .69}

.47

*Y-BOCS Compulsions

11.08 (3.45)

10.23 (4.91)

.19 {-.31, .70}

.46

AQ total

28.04 (7.15)

22.10 (7.92)

.78 {.29, 1.30}

.003

BABS

6.83 (5.81)

5.93 (4.99)

.17 {-.33, .67}

.51

* Some individual’s data missing
Significance is reported to 2 decimal places; significant values are depicted in bold type.
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Table 2. OCD domains in the presence or absence of OCPD.

Y- BOCS
Checklist
domain

OCD + OCPD (n = 24)
35.8%

OCD – OCPD (n = 43)
64.2%

X² (p value)

12

26

.32(.57)

Contamination 15

29

.005 (.94)

Sexual

3

10

.51 (.34)

Hoarding

12

12

4.16 (.04)

Religious

3

12

0.23 (.18)

Symmetry

9

15

.23 (.63)

Miscellaneous

16

23

2.24 (.13)

Somatic

7

17

.37 (.54)

Cleaning

16

28

.39 (.54)

Checking

16

30

.06 (.80)

Repeating

16

23

2.24 (.13)

Counting

13

18

1.73 (.19)

Ordering

11

13

2.44 (.12)

Hoarding

10

10

2.93 (.087)

Obsessions
Aggression

Compulsions

Significant values (P ≤ .05) are denoted in bold
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Table 3. OCPD Domains in the Presence or Absence of ASD.
The presence of each OCPD domain was defined by a score of 3 or more on the CPAS.
OCPD Domain

ASD (n=19)
28.3%

Preoccupation with details
12
Perfectionism
14
Workaholism
10
Over-conscientiousness
15
Hoarding
8
Need for control
12
Miserliness
4
Rigidity
11
Significant values (P ≤ .05) are denoted in bold.
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No ASD (n=48)
71.6%
16
22
8
22
12
12
5
16

X²
(p value)
4.97 (.03)
4.25 (.04)
8.96 <.01)
6.03 (.01)
1.90 (.17)
8.62 <.01)
1.32 (.25)
3.41 (.07)

