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Abstract The present study examines the effect of
concomitant major depressive or bipolar disorder on
clinical symptoms of patients with obsessive-compul-
sive disorder (OCD). Forty-nine patients classified as
OCD without a mood disorder, 26 classified as OCD
with bipolar disorder (OCD-BD) and 42 classified as
OCD with major depressive disorder (OCD-MDD) ac-
cording to DSM-IV diagnostic criteria were included in
the study. The groups were compared with respect to
demographic variables and scores obtained on various
scales. The OCD-BD group had more symmetry/exact-
ness obsessions and ordering/arranging compulsions,
and a more episodic course of illness and had better in-
sight compared to the other two groups. Levels of anx-
iety, depression, disability and obsessive-compulsive
symptom severity were significantly higher in the OCD-
MDD group. The rate of social phobia was higher in
OCD-BD patients, whereas the rates of generalized anx-
iety disorder and simple phobias were higher in OCD-
MDD group. These findings suggest that comorbidity of
major depressive disorder may increase the severity of
OCD symptoms. On the other hand, bipolar disorder
comorbidity may constitute a subgroup which is char-
acterized by a higher rate of episodic course and better
insight.
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Introduction

The comorbidity of obsessive-compulsive disorder
(OCD) with depression has been investigated exten-
sively. Studies on clinical samples have shown that
29.6 %-43 % of OCD patients have comorbid major de-
pressive disorder (Rasmussen and Tsuang 1986; Ras-
mussen and Eisen 1988; Kolada etal. 1994; Okasha etal.
1994; Lensi etal. 1996; Perugi etal. 1997; Tiikel etal.
2002). Coexistence of major depression with OCD was
found to be related to chronicity and severity of obses-
sive-compulsive symptoms, poor response to treatment
and bad prognosis (Angst and Dobler-Mikola 1985;
Stavrakaki and Vargo 1986; Wittchen and Essau 1989;
Hecht etal. 1989). In addition, OCD patients with non-
bipolar major depression comorbidity had a higher
number of suicide attempts and hospitalizations, had
greater comorbidity with generalized anxiety disorder
and caffeine abuse, compared to non-major depressive
OCD patients (Perugi etal. 1997).

Angst etal. (2005) reported that OCD was signifi-
cantly comorbid with bipolar I/II and minor bipolar dis-
orders and anxiety states (generalized anxiety disorder,
repeated panic attacks). Relatively few studies were con-
ducted on bipolar disorder and OCD comorbidity. Vari-
ous studies found bipolar disorder rates ranging from
2.7% to 17.7 % in OCD patients (Kolada et al. 1994; Lensi
etal. 1996; Perugi etal. 1997). Perugi etal. (1997) found
that OCD with bipolar disorder (OCD-BD) patients had
a significantly higher rate of sexual and religious obses-
sions, and a significantly lower rate of checking rituals.
The authors also suggested that bipolarity should take
precedence in diagnosis, course and treatment consid-
erations when bipolar and obsessive-compulsive disor-
ders coexist.

Strong evidence concerning the high prevalence of
OCD among unipolar and bipolar disorder patients was
obtained from the comorbidity studies (Chen and Dil-
saver 1995; Kruger etal. 1995). Chen and Dilsaver (1995)
found that the lifetime rates of suicidality and panic dis-



order were significantly increased in the presence of
concurrent OCD in the bipolar disorder group.

The aim of this study was to assess the impact of co-
morbid major depressive or bipolar disorder on the clin-
ical features of obsessive-compulsive disorder in a clin-
ical sample. It was also aimed to test the hypothesis that
OCD patients with major depression or bipolar disorder
comorbidity would show significant differences with re-
spect to symptomatology and course of the disorder and
that these would constitute clinically distinct subtypes.
The patients with OCD were grouped as OCD with ma-
jor depressive disorder (OCD-MDD), OCD with bipolar
disorder (OCD-BD) and OCD without a mood disorder
(OCD-non-mood disorder) (OCD-NOMD). The three
groups were compared with respect to sociodemog-
raphical features, symptom severity, course of illness, in-
sight, history of OCD in first-degree relatives and other
comorbid axis I disorders.

Methods

A total of 115 consecutive OCD patients from the Anxiety Disorders
Outpatient Clinic of the Psychiatry Department of Istanbul Faculty of
Medicine were interviewed with the Structured Clinical Interview for
DSM-1V/Clinical Version (SCID-I/CV) (First 1997) between March
2001 and March 2003. From these OCD patients, 5 were diagnosed
with bipolar I, 2 were diagnosed with bipolar II, and 3 patients who
developed a hypomanic episode while taking antidepressants were
diagnosed as bipolar disorder not otherwise specified. Among the 42
patients who had current major depressive disorder, 29 patients were
diagnosed with major depressive disorder, single episode, and 13 pa-
tients were diagnosed with major depressive disorder, recurrent.
Fourteen patients without a current episode had a past history of ma-
jor depressive disorder. Current or past history of mood disorder was
not present in 49 of the 115 OCD patients.

Yale-Brown Obsessive-Compulsive Scale (Y-BOCS) Symptom
Checklist was applied to 208 consecutive bipolar disorder patients
who were followed up by the Mood Disorders Outpatient Clinic of the
Psychiatry Department of Istanbul Faculty of Medicine between
March 2001 and July 2002, to determine OCD comorbidity. Current or
past obsessive-compulsive symptoms were present in 41 patients.
Forty patients were interviewed with SCID-I/CV; one patient who did
not want to participate was excluded from the study. It was found that
16 out of 40 bipolar disorder patients had comorbid OCD diagnosis.
According to SCID-I/CV results, 10 patients were diagnosed with
bipolar I disorder, and 1 patient was diagnosed with bipolar II disor-
der. The diagnosis of bipolar disorder not otherwise specified was
given to 3 patients who developed a manic episode and 2 patients who
developed a hypomanic episode while on antidepressant medication.
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Patients were diagnosed with bipolar disorder not otherwise
specified when hypomanic or manic episodes appeared while taking
antidepressant medication, but there was insufficient evidence to de-
termine whether the mood symptoms were due to a medication or
were primary.

Forty-nine patients grouped as OCD-NOMD, 26 grouped as OCD-
BD and 42 grouped as OCD-MDD were included in the study. The
groups were compared with respect to sociodemographical and clin-
ical features. All patients in the OCD-BD group were assessed in the
interepisodic interval of BD. OCD patients who had a past history of
major depressive disorder, but not a current episode, were not in-
cluded in the study. Patients with schizophrenia or related psychotic
disorders or organic mental syndromes were also excluded from the
study, whereas patients with a lifetime history of comorbid mood dis-
order with psychotic features were included. Written informed con-
sent was obtained from all subjects.

All OCD patients were assessed with Y-BOCS (Goodman etal.
1989a, 1989b), the State Trait Anxiety Inventory (STAI) (Spielberger
etal. 1970), the Hamilton Anxiety Rating Scale (HARS) (Hamilton
1959), the Hamilton Depression Rating Scale (HDRS) (Hamilton
1967), the Beck Depression Inventory (BDI) (Beck etal. 1961), the
Overvalued Ideas Scale (OVIS) (Neziroglu etal. 1999), and the Shee-
han Disability Scale (SDS) (Sheehan 1983). Diagnoses were made at
the first interview and the assessments mentioned above were done at
the second interview. All bipolar disorder patients were assessed and
diagnosed during interepisodic intervals. A semistructured interview
form developed by the investigators was used in order to determine
the demographic and clinical characteristics of the cases.

OCD patients who did not recognize that their obsessions or com-
pulsions were excessive or unreasonable for most of the time during
the current episode were specified as “with poor insight” according to
the DSM-IV (1994). The use of different criteria for “episodic” in var-
ious studies was noticeable (Ravizza etal. 1997; Perugi etal. 1998). In
our study, episodic course is defined as a full remission of obsessive-
compulsive symptoms for at least 6 months, independent from the
systematic antiobsessive treatment (drug therapy with serotonin re-
uptake inhibitors or cognitive-behavioral therapy) with retrospective
evaluation.

Statistical analysis was made using SPSS 9.0 for Windows (SPSS
Inc, Chicago, IL). One-way ANOVA was applied for continuous vari-
ables, chi-square test for categoric variables. Post hoc comparisons
were made with Scheffe procedure.

Results

There were no statistically significant differences be-
tween the OCD-NOMD, OCD-BD and OCD-MDD
groups, with respect to age, sex, marital status, and age
of onset of OCD in our study (Table 1). The rate of un-
employment due to the current illness was significantly
different between the groups (p=0.002) (Table 1). Dual
comparisons of the groups revealed that the rate of un-

Table1 Demographic characteristics

Non-mood disorder Bipolar Major depressive

(n=49) (n=26) (n=42)

n (%) n (%) n (%) X p
Sex (female) 28(57.1) 16 (61.5) 26 (61.9) 0.25 NS
Marital status (married) 19(38.8) 7(26.9) 16 (38.1) 1.18 NS
Not working due to the disorder 22(4.1) 9 (34.6) 112(26.2) 12.72 0.002

mean (SD) mean (SD) mean (SD) F p
Age at assessment 28.4(10.9) 32.3(14.3) 29.0(10.7) 1.00 NS
Age at onset 20.2 (9.4) 19.4(7.3) 19.0 (8.7) 0.22 NS
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employment due to the current illness was significantly
higher in the major depressive and OCD-BD groups
when compared to the OCD-NOMD group.

There were significant differences between the
groups on the mean scores of the HARS, HDRS, BDI,
STAI-state, STAI-trait, Y-BOCS-obsession, Y-BOCS-
compulsion, Y-BOCS-total, SDS-work, SDS-social life
and SDS-family life (p=0.0001 for each) (Table2). In
post-hoc evaluation, mean HARS, HDRS, BDI, STAI, Y-
BOCS and SDS scores were found to be significantly
higher in the OCD-MDD group compared to the OCD-
BD and OCD-NOMD groups (Table 2).

As a result of the assessment carried out with the Y-

BOCS Symptom Checklist to determine the distribution
of obsessions and compulsions, the rate of symmetry/
exactness obsessions was found to be higher in the
OCD-BD group compared to the other two groups
(p=0.03) (Table3). Ordering/arranging compulsions
were significantly more frequent in the OCD-BD group,
compared to the other two groups (p =0.004) (Table 3).
There were no significant differences between the
groups regarding obsessions and compulsions other
than symmetry/exactness and ordering/arranging
(Table 3).

When the course of the illness was assessed, the num-
ber of patients who had an episodic course was signifi-

Table2 Mean scores on measures of anxiety, de-

pression, obsessive-compulsive symptomatology and Non-mood disorder  Bipolar Major depressive
disability (n=49) (n=26) (n=42)
mean (SD) mean (SD) mean (SD) F p

HRSD 7.13(5.3) 7.8%(6.8) 19.9b(7.0) 52.53 0.0001
BDI 14.92(9.2) 10.12(8.5) 28.8°(9.9) 38.26 0.0001
HRSA 13.12(9.6) 11.8%(8.7) 27.50(9.7) 33.58  0.0001
STAl-state 47.72(10.1) 4432(11.2)  57.7°(10.2) 16.02  0.0001
STAl-trait 52.43(13.0) 47.6%(12.6)  62.4°(9.7) 13.70  0.0001
Y-BOCS — obsession 11.6% (3.6) 10.22(3.7) 14.8" (3.0) 17.47 0.0001
Y-BOCS — compulsion  10.92 (4.4) 9.22(4.5) 13.7% (4.6) 8.91 0.0001
Y-BOCS - total 22.5%(6.9) 19.32(7.4) 28.5 (6.5) 16.19  0.0001
SDS-work 5.37(2.9) 4.23(2.5) 7.6°(2.3) 14.88  0.0001
SDS-social life 5.43(2.9) 4.33(2.6) 8.1°(1.7) 2129  0.0001
SDS-family life 5.6%(3.0) 4.6%(2.6) 7.6°(2.8) 9.63  0.0001

Note. Means in a row with different superscripts are significantly different at the 0.05 level using a Scheffe pro-
cedure. HRSD Hamilton Rating Scale for Depression; BD/ Beck Depression Inventory; HRSA Hamilton Rating Scale
for Anxiety; STAI State-Trait Anxiety Inventory; YBOCS Yale-Brown Obsessive Compulsive Scale; SDS Sheehan Dis-

ability Scale
Tablg3 Obsessive-compulsive symptoms assessed Non-mood disorder Binolar Maior depressive
by using the Y-BOCS symptom checklist (n = 49) (np= %) n J=42) P
n (%) n (%) n (%) X p
Obsessions
Aggressive 19(38.8) 14 (53.8) 22(52.4) 2.31 NS
Contamination 37 (75.5) 16 (61.5) 31(73.8) 1.77 NS
Sexual 9(18.4) 5(19.2) 15(35.7) 4.20 NS
Hoarding/saving 5(10.2) 3(11.5) 4(9.5) 0.07 NS
Religious 13 (26.5) 7(26.9) 16 (38.1) 1.65 NS
Symmetry/exactness 202 (40.8) 19 (73.1) 20° (47.6) 7.28 0.03
Somatic 7%°(14.3) 22(7.7) 12°(28.6) 5.52 0.06
Miscellaneous 27 (55.1) 10 (38.5) 18 (42.9) 2.34 NS
Compulsions

Cleaning/washing 35(71.4) 16 (61.5) 26 (61.9) 1.18 NS
Checking 27 (55.1) 18(69.2) 25(59.5) 1.41 NS
Repeating 21(42.9) 12(46.2) 18 (42.9) 0.09 NS
Counting 14 (28.6) 8(30.8) 13(31.0) 0.07 NS
Ordering/arranging 182 (36.7) 16 (61.5) 92(21.4) 11.11 0.004
Hoarding/collecting 5(10.2) 4(15.4) 4(9.5) 0.63 NS
Miscellaneous 21 (42.9) 14 (53.8) 23 (54.8) 1.53 NS

Note. Means in a row with different superscripts are significantly different at the 0.05 level by using chi-square

test



cantly higher in the OCD-BD group compared to the
other two groups (p=0.001) (Table4). The number of
OCD patients with poor insight was found to be signifi-
cantly different between the groups. It was lowest in the
OCD-BD group, and highest in the OCD-MDD group
(p=0.001) (Table4). The lifetime rate of suicidal
ideation was found to be significantly lower in the OCD-
NOMD group compared to the other two groups
(p=0.0001).

When the rates of the comorbidity of Axis I disorders
other than mood disorders were examined by using
SCID-I/CV, the rates of specific phobia and generalized
anxiety disorder were found to be higher in the OCD-
MDD group compared to the other two groups (p=0.01
and p=0.005, respectively) (Table4). The rate of social
phobia was found to be higher in the OCD-BD group
compared to the other two groups (p=0.01).

Discussion

Although the relation between depression and OCD has
been known and studied for a long time, the relation be-
tween bipolar disorder and OCD has started to gain at-
tention in recent years. There are few studies investigat-
ing the effects of bipolar disorder on the clinical features
and the course of OCD.

In our study, the number of patients who could not
work due to a psychiatric illness was found to be higher
in OCD-MDD and OCD-BD groups compared to the
OCD-NOMD group. It is not surprising to find the rate
of unemployment to be higher in OCD patients with a
comorbid mood disorder.

Perugi etal. (1997) reported religious and sexual ob-
sessions to be significantly more frequent, and checking
compulsions to be significantly less frequent in the bipo-
lar OCD group compared to non-bipolar OCD group.
They found aggressive obsessions significantly more
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frequent in the major depressive group compared to the
non-major depressive group. The authors finally com-
pared the bipolar OCD group with the major depressive
OCD group and reported that the rate of sexual and
symmetry/order obsessions was significantly higher in
the bipolar OCD group. In our study, the rates of sym-
metry/exactness obsessions and ordering/arranging
compulsions in the OCD-BD group were found to be sig-
nificantly higher compared to the other two groups.

Anxiety, depression, obsessive-compulsive symptom
severity, and disabilities in work, social life and family
life were found to be significantly higher in the OCD-
MDD group, compared to the OCD-BD and OCD-
NOMD groups, in our study. The differences between
the groups should be interpreted cautiously because of
the fact that OCD-BD patients were currently in between
episodes, whereas OCD-MDD patients were currently
depressed. The results should be better interpreted as
comorbidity of major depression and OCD increases
obsessive-compulsive symptom severity and the disabil-
ity in OCD patients, as well as the levels of anxiety and
depression, as was expected.

Chen and Dilsaver (1995) reported that comorbidity
for OCD was associated with increased rates of suicidal-
ity in bipolar and unipolar patients. Angst etal. (2005)
showed that the rate of suicide attempts was signifi-
cantly higher in OCD patients who had comorbid anxi-
ety disorders or bipolar disorder compared to the pa-
tients with pure OCD. In our study, the rate of lifetime
suicidal ideation was found to be significantly higher in
the OCD-MDD and OCD-BD groups, compared to the
OCD-NOMD group, as was expected. This finding is
worth emphasizing as it shows that suicidality is an im-
portant parameter that has to be considered in OCD pa-
tients, especially when a comorbid mood disorder is
present.

Tiirksoy etal. (2002) investigated the relation be-
tween insight and obsessive-compulsive symptom

Table4 Clinical features and comorbidity with axis |

. Non-mood disorder Bipolar Major depressive
disorders (n = 49) no2%)  (ne4d)
n (%) n (%) n (%) X2 p
Clinical features
Episodic course 52(10.9) 11 (42.3) 42(10.5) 1332 0.001
Poor insight 122(24.5) 10 (3.8) 18¢(43.9) 13.25 0.001
Suicidal ideation 102 (20.4) 130 (50.0) 28" (66.7) 20.24 0.0001
Suicide attempts 3(6.1) 6(23.1) 18(19.0) 5.01 NS
First-degree relatives
0D 17 (38.6) 12 (48.0) 8(22.2) 468 NS
Comorbidity
Specific phobia 33(6.1) 12(3.8) 10°(23.8) 8.81 0.01
Social phobia 42(8.2) 9 (34.6) 62(14.3) 8.92 0.01
GAD 32(6.1) 22(7.7) 12°(28.6) 10.44 0.005
Panic disorder 2(4.7) 2(7.7) 3(7.7) 0.55 NS

Note. Means in a row with different superscripts are significantly different at the 0.05 level by using chi-square
test. Axis | disorders, in which minimum expected count is less than 1, were excluded from the table
0CD Obsessive-Compulsive Disorder; GAD Generalized Anxiety Disorder
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severity in OCD, and found that symptom severity was
higher in the group with poor insight. Supporting these
results, the OCD-BD group was found to be the group
with the lowest level of obsessive-compulsive symptom
severity and the highest level of insight; and the OCD-
MDD group was found to be the group with the highest
level of obsessive-compulsive symptom severity, and the
lowest level of insight, in our study.

Reports by Perugi etal. (1998) and Shwartz and Shen
(1998) have suggested that there might have been a rela-
tion between bipolar disorder and episodic OCD. Perugi
etal. (1997) found the rate of episodic course to be
42.6 % in OCD with bipolar disorder, and reported that
the rate of episodic course was significantly higher in
bipolar OCD, compared to non-bipolar OCD. Likewise,
we found that episodic course was 42.3 % in the OCD
with bipolar disorder group, and that this rate was sig-
nificantly higher compared to the other two groups. We
think that this finding supports the view that there
might be a relation between bipolar disorder and
episodic OCD.

In our study, the rate of generalized anxiety disorder
was found to be significantly higher in the OCD-MDD
group compared to the OCD-BD and OCD-NOMD
groups, supporting the study of Perugi etal. (1997).
Wittchen etal. (1994) reported a strong association of
generalized anxiety disorder not only with dysthymia
and major depression but also with bipolar disorder.
Roy etal. (1995) found a high genetic correlation be-
tween generalized anxiety disorder and unipolar de-
pression, but not with bipolar disorder. A continuum of
generalized anxiety disorder, OCD and depression, as
supposed by Perugi etal. (1997), might be considered at
least in some cases. The rate of specific phobia was
found to be significantly higher in the group with major
depression, compared to the other two groups. Another
finding obtained from the comorbidity rates in our
study was that the rate of social phobia in the OCD-BD
group was significantly higher compared to the other
two groups.

In various family studies (Lenane etal. 1990; Bellodi
etal. 1992; Pauls etal. 1995; Nestadt etal. 2000), OCD
symptoms were detected in the biological relatives of the
patients, at a rate which was too high to be coincidental.
This was suggested to be evidence of the familial trans-
mission of OCD. Perugi et al. (1997) found no significant
difference for the family history of OCD among the
bipolar and non-bipolar OCD, and major depressive and
non-major depressive OCD groups. In our study, al-
though the groups did not differ in the rates of OCD in
the first-degree relatives of the patients, the rate of OCD
in the first-degree relatives of OCD-NOMD, OCD-BD
and OCD-MDD groups was relatively high (38.6 %, 48 %
and 22.2%, respectively), which supports the familial
nature of OCD. On the other hand, these data were not
obtained from interviews with the families, but from the
patients, which limits the reliability of the results.

The following limitations must be considered when
evaluating the results of our study. Firstly, as a limitation

of the design, the OCD-BD group included patients from
two different sources (Anxiety Disorders Outpatient
Clinic and Mood Disorders Outpatient Clinic), while the
OCD-MDD group fully consisted of patients from one
source (Anxiety Disorders Outpatient Clinic). Secondly,
in the bipolar disorder group, we classified the patients
who had a hypomanic/manic episode while on antide-
pressant medication as bipolar disorder not otherwise
specified, which is a diagnosis still under debate. As
Akiskal (2002) has mentioned, DSM-IV has denied
bipolar legitimacy to these patients, despite the contrary
evidence in a more extensive literature. However, pro-
gressive studies showed that nearly all of the patients
with antidepressant-associated hypomanic episodes de-
veloped bipolar episodes with spontaneous hypomania
or mania in the following months or years (Strober and
Carlson 1982; Akiskal et al. 1983). Thirdly, the number of
patients in each group, especially the bipolar group, was
relatively small. Another possible limitation in our study
was that the data to assess episodic OCD were derived
from the retrospective information from the patients.
Finally, it must be noted that all BD patients in the OCD-
BD group were interepisodic.

Conclusion

The features that distinguish OCD-BD group from the
other two groups were the higher rates of symmetry/ex-
actness obsessions and ordering/arranging compul-
sions, the higher rate of patients with good insight, and
the higher rate of episodic course. In the OCD-MDD
group, however, the levels of anxiety, depression, obses-
sive-compulsive symptom severity, and disability were
significantly higher compared to the other two groups.
OCD with comorbid bipolar disorder was associated
with a higher rate of social phobia, whereas OCD with
comorbid major depression was associated with higher
rates of generalized anxiety disorder and specific pho-
bia.

The most important effect of comorbid major de-
pression on OCD might be a more severe course of OCD,
compatible with the results of earlier studies (Angst and
Dobler-Mikola 1985; Stavrakaki and Vargo 1986;
Wittchen and Essau 1989; Hecht etal. 1989; Perugi etal.
1997). Based on the opinions of Chen and Dilsaver
(1995) who wrote that the clinical features defining
bipolar disorder and OCD in subjects with bipolar dis-
order were the manifestation of a single underlying
diathesis, the following conclusions can be made: OCD
with bipolar disorder might be considered as a different
subtype depending on features like the relatively high
rate of episodic course, and an intact insight for the ob-
sessive-compulsive symptoms. Treatment strategies that
will be developed for OCD with bipolar disorder are an
important area of research. Studies on larger samples
are needed on this subject.
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