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OzET:

Obsesif kompilsif bozuklugu olan ve olmayan
iki uclu bozukluk hastalaninin klinik ve sosyo-
demograifk ozelliklerinin karsilastinimasi

Amac: Epidemiyolojik calismalar iki uclu bozuklugu olan
hastalarda obsesif kompilsif bozuklugun hayat boyu
yayginhginin %3.2 ile %35 arasinda oldugunu goster-
mektedir. Bu arada iki uclu bozuklugun obsesif kompiilsif
bozukluk ile birlikte oldugu (iUB-OKB) ve olmadigi (saf
iUB) hastalarla yapilan ve hastalarin demografik ve Klinik
ozelliklerini degerlendiren birkac calismanin yayinlanan
sonuclar tartismalidir. Bu calismanin amaci iki uclu bozuk-
luk hastalarindan OKB ekhastalidi olan ve olmayanlarin
sosyodemografik ve klinik 6zelliklerini karsilastirmaktir.
Yontem: DSM-IV Eksen | Bozukluklar icin Yapilandirilmis
Psikiyatrik Gorisme Formu (SCID-I) ile tani konmus 204
yatan hastanin katildigi kesitsel, basit yapili hastane
kaynakli bir calismadir. Demografik ve klinik degiskenler
Yale-Brown obsesyon kompulsiyon 6lcegi, Bech-Rafaelsen
mania olcegi ve Hamilton depresyon 6lcedinden elde
edildi.

Bulgular: iki uclu bozuklugu (iUB) olan 204 hastadan
saf 1UB'si olan 123 (%60.3) ve iUB-OKB'si olanlar ise 81
(%39.7) idi. iUB-OKB ve saf iUB gruplan arasinda egitim
(p=0.036) ve medeni durumlarinda (p=0.022) énemli fark-
lihklar vardi. Gruplar karsilastinldiginda klinik 6zelliklerden:
intihar distincesi, yatkinligi ve girisimleri (p=0.000); basvuru
sikhidr (p=0.044); madde kétiye kullanim 6ykist (p=0.001),
ailede OKB oykist (p=0.000); ailede duygudurum bozuk-
lugu 6ykast (p=0.036) 6nemli farkliliklar gostermekteydi.
Sonug: {UB ve OKB ekhastaliginin belirgin demografik ve
klinik 6zelliklerinin olmasi tanisal ve tedavi acisindan farkli
yaklasimlara ihtiyaci olabilecek o6zel bir iki uclu bozuk-
luk tipi olabilecegi izlenimini uyandirmaktadir. ilerideki
calismalar bu alandaki bilgilerimizi artirmamiza yardima
olabilir.

Anahtar sozciikler: iki uclu bozukluk, ekhastalik, obsesif
kompiilsif bozukluk
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ABSTRACT:

Comparison of socio-demographic and clinical
features of bipolar patients with and without
obsessive compulsive disorder

Objective: Recent epidemiological studies have shown
that lifetime prevalence of obsessive compulsive disorder
(0CD) in bipolar patients range from 3.2% to 35%.
Meanwhile, few studies have evaluated demographic and
clinical features of bipolar disorder (BD) with 0CD (BD-0CD)
and BD without OCD (pure BD), and the published results
of such studies have been controversial. The aim of the
current study was to compare the socio-demographic and
clinical characteristics of BD patients with and without 0CD
Methods: In a cross-sectional, simple convenient hospital-
based study, 204 bipolar inpatients diagnosed based
on Structured Clinical Interview for DSM-IV (SCID) were
recruited. Demographic and clinical variables were
obtained by using the Yale-Brown obsessive compulsive
scale, Bech-Rafaelsen Mania Scale, and Hamilton
Depression scale.

Results: Out of 204 patients with BD, 123 (60.3%)
patients had pure BD and 81 (39.7%) had BD-0CD.
There were significant differences between BD-0CD and
pure BD group in terms of education (p=0.036) and
marital status (p=0.022). Of clinical features, suicidal
thoughts, tendencies, and attempts (p=0.000), frequency
of admission (p=0.044), history of substance abuse
(p=0.001), family history of OCD (p=0.000), and family
history of mood disorder (p=0.036) were significantly
different between the groups.

Conclusions: Distinct demographic and clinical
characteristics of bipolar patients with 0CD comorbidity
suggest a specific type of bipolar mood disorder which
might need a different diagnostic and therapeutic
management. Further longitudinal studies may assist in
enhancing our knowledge in this field.

Key words: bipolar disorder, comorbidity, obsessive-
compulsive disorder
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INTRODUCTION

Until the 19 century, it was thought that comorbidity
of bipolar disorder (BD) and obsessive compulsive
disorder (OCD) is rare and few studies had reported the

comorbidity ofbipolar disorder with obsessive compulsive

disorder (BD-OCD) (1). Recent epidemiological studies,
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however, have shown that lifetime prevalence of OCD in
bipolar patients ranges from 3.2% to 35% (2-4).
There is some evidence that comorbidity of anxiety
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disorders with bipolar disorder is associated with certain
demographic and clinical characteristics of patients. It has
been reported that comorbidity of anxiety disorders is
common in male patients with early onset of the BD and
poor educational achievement. Their response to
psychotropic drugs is poor and prevalence of psychotic
episodes, mixed episodes of disorder, suicide attempts and
substance abuse are high. This comorbidity is related to
more hospitalizations and prolonged episodes as well (4-7).

Although a lot of work has been performed on
comorbidity of anxiety disorders and bipolar disorder,
our knowledge of comorbidity of OCD and BD is trivial.
There are limited studies which evaluate the relationship
between BD and OCD. Likewise, few studies have been
conducted to evaluate demographic or clinical features of
BD-OCD and the published results of such studies have
been controversial. Magalhaes et al. showed that BD
patients with lifelong history of OCD reported more
suicide attempts, alcohol abuse, and rapid cycling
episodes than bipolar patients without an anxiety
disorder. Also BD-OCD patients reported a lower quality
of life than pure BD (8). In 2002, Perugi reported higher
rate of substance abuse in BD-OCD patients (9). Tukel et
al. showed that there were no significant differences in
marital status, education, suicide attempts, and rapid
cycling between those patients with pure BD and the ones
with BD-OCD (10). The findings of the earlier studies
revealed a high rate of family history of obsessive
compulsive disorder in BD-OCD’s probands, suggesting
that hereditability plays an important role in the
comorbidity of OCD with bipolar disorder (10). Although
itseems that BD-OCD can be defined as a specific category
of BD, our knowledge of the relation between BD and
OCD is limited and inconsistent. Therefore we designed
this study to evaluate and compare the demographic and
clinical characteristics of pure BD and BD-OCD patients.

METHODS

This cross-sectional, hospital-based study was
conducted for a period of 6 months from March 1, 2011 to
August 30, 2011.Inasimple convenient sampling method,
228 bipolar inpatients were screened. The patients were
included if they were between 18 and 65 years of age. Also
the exclusion criteria included the presence of other
psychiatric comorbidity (such as schizophrenia,
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schizoaffective, post-traumatic stress disorder...), mental
retardation, disabling medical conditions, and cognitive
disorders. All participants signed the informed consent
form prior to study and the study was approved by the
ethics committee of the university.

All of the patients answered the questions in the socio-
demographic questionnaire about age, gender, level of
education, employment, and marital status. Clinical
characteristics such as age of onset of BD, age of onset of
OCD, frequency of hospitalizations, substance use,
history of suicidal thoughts and attempts, and family
history of mood disorders and OCD were obtained from
patients, their relatives, and also from previous medical
records.

A senior psychiatry resident (AH) interviewed all the
subjects based on the Structured Clinical Interview for
DSM-1V (SCID), to confirm the diagnosis. The patients
were divided into two groups: thepatients who did not
have obsessive compulsive disorder (pure BD) and those
who had obsessive compulsive disroder in conjunction
with bipolar disorder (BD-OCD).

The Bech-Rafaelsen Mania Rating Scale (11) and the
Hamilton Depression Rating Scale (12) were used to
assess the type and severity of the current mood episode.
In the BD-OCD patients, severity and type of obsessive
compulsive symptoms were defined using Yale-Brown
Obsessive Compulsive Scale.

Statistical analysis was performed using the Statistical
Package for Social Sciences (SPSS) version 17.0. Chi
square and t test were used for comparison of the data. All
P values were 2 tailed, and statistical significance was set
atP <.05.

INSTRUMENTS

Bech-Rafaelsen Mania Scale

It is a clinician-rated symptom scale designed to assess
the presence and severity of clinical features of mania and
hypomania and the effectiveness of therapeutic
interventions for bipolar disorder. This questionnaire
assesses 11 items including elevated mood, pressured
speech, increased social contact, increased motor activity,
sleep disturbances, social activities and distractibility,
hostility and irritability, increased sexual activity, increased
self-esteem, flight of thoughts, and noise level of speech and
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other vocal activities. Each item is scored on a scale of 0 to
4. The total score has been standardized so that scores <15
indicate hypomania, scores around 20 indicate moderate
mania, and scores around 28 indicate severe mania (11).

Hamilton Depression Scale (HAM-D)

The 24-item version of HAM-D questionnaire was used
to check depressive symptoms. Items on the HAM-D are
scored from 0 to 2 or from 0 to 4, with the total score ranging
from 0 to 50. Scores of 7 or less may be considered normal;
8to 13, mild; 14 to 18, moderate; 19 to 22, severe; and 23 and
above, very severe. The HAM-D was designed for clinician
raters but has been completed by trained lay administrators
as well. Ratings are completed by the examiner based on the
patient interviews and observations (12).

Yale-Brown Obsessive-Compulsive Scale

The Yale-Brown Obsessive-Compulsive Scale (YBOCS)
was developed in the late 1980s to measure the severity of
symptoms in OCD. It has ten items rated based on a semi-
structured interview. The first five items concern
obsessions including the amount of time that they
consume, the degree to which they interfere with normal
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functioning, the distress that they cause, the patient’s
attempts to resist them, and the patient’s ability to control
them. Theremaining five items ask parallel questions
about compulsions. Each item has a set of item-specific
anchorsscored from 0to 4, so the total scores for obsessions
and compulsions each range from 0 to 20 and the overall
total score ranges from 0 to 40. Before the first use of the
YBOCS, an associated 64-item checklist is administered to
provide a more detailed assessment of the specific content
of the patient’s obsessions and delusions (12). These 64
items are classified into 14 categories. Its score is defined
as follows: 0-7= sub clinical; 8-15= mild; 16-23= moderate;
24-31=severe; 32-40= extreme (13).

RESULTS

Two hundreds and twenty eight inpatients with
bipolar disorder were screened. Twenty four of them were
excluded, as 6 patients did not meet the inclusion criteria
and the remaining 18 patients did not sign the informed
consent forms. Finally 204 BD patients with a mean age of
24.1 years, including 108 female (53%) and 96 male (47%)
left for analyses.

Of 204 bipolar patients, 60.3% had pure BD (n=123)
and 39.7% had BD-OCD (n=81).There was a significant

Table 1: Comparison of demographic features among pure BD and BD-0CD

Demographic data Pure BD BD-0CD P value
n (%) n (%)
Age 0.191
18-30 61 (49.6%) 50 (61.7%)
31-40 38 (30.9%) 18 (22.2%)
41-50 11 (8.9%) 3 (3.7%)
50< 13 (10.6%) 10 (12.3%)
Gender 0.800
Male 57 (46.3%) 39 (48.1%)
Female 66 (53.7%) 42 (51.9%)
Marital status 0.022
Married 81 (65.9%) 38 (46.9%)
Single 38 (30.9%) 37 (45.7%)
Divorced or separated 4 (3.3%) 6 (7.4%)
Education 0.036
Illiterate 4 (3.3%) 3 (3.7%)
Elementary 37 (30.1%) 39 (48.1%)
Diploma 54 (43.9%) 30 (37%)
Academic 28 (22.8%) 9 (11.1%)
Job 0.787
House wife 41 (33.3%) 29 (35.8%)
Employed 51 (41.5%) 29 (35.8%)
Unemployed 25 (20.3%) 20 (24.7%)
Retired 6 (4.9%) 3 (3.7%)

Journal of Mood Disorders Volume: 1, Number: 4, 2011 - www.jmood.org

147



Comparison of socio-demographic and clinical features of bipolar patients with and without obsessive compulsive disorder

Table 2: Comparison of clinical features among pure BD and BD-0CD

Clinical data Pure BD BD-0CD P value
n (%) n (%)
Age of onset mood disorder 0.011
<18 18 (14.6%) 18 (22.2%)
18-30 87 (70.7%) 49 (60.5%)
31-45 17 (13.8%) 7 (8.6%)
45< 1 (0.8%) 7 (8.6%)
Substance abuse 19 (15.4%) 29 (35.8%) 0.001
History of suicide attempt 33 (26.8%) 48 (59.3%) 0.000
Family history of mood disorder 56 (45.5%) 49 (60.5%) 0.036
Family history of 0CD 21 (17.1%) 42 (51.9%) 0.000

Table 3: Distribution of obsessive and compulsive symptoms in

BMD-0CD subjects

Type %
Contamination Obsessions 42
Aggressive Obsessions 30.9
Somatic Obsessions 22.2
Religious Obsessions 16
Miscellaneous Obsessions 14.8
Sexual Obsessions 11.1
Obsession with Need for Symmetry or Exactness 7.4
Hoarding / Collecting Obsessions 4.9
Cleaning / Washing Compulsions 56.8
Checking Compulsions 48.1
Repeating Compulsions 19.8
Counting Compulsions 18.5
Ordering / Arranging Compulsions 16
Miscellaneous Compulsions 13.6
Hoarding / Collecting Compulsions 1.2

difference between both groups in terms of marital status
(P=0.022) and education (P=0.036). Pure BD patients were
two times more likely to be married and more educated as
compared to BD-OCD individuals. There was no
statistically significant difference between BD-OCD and
pure BD patients in terms of age (0.191), gender (0.800),
and employment (0.787), (see Table 1).

The severity of BD is evaluated by frequency of
admissions and severity of manic and depressive
symptoms in current episode of bipolar disorder. There
was no statistically significant difference between
BD-OCD and pure BD regarding severity of current mood
episode. The mean of number of hospitalizations in
BD-OCD patients was significantly higher than that in the
pure BD (2.4 and 1.86, respectively), (p=0.036).

The mean of age of onset of first mood episode in pure
BD and BD-OCD patients was similar (34.36 and 34.33,
respectively). There was a significant difference between
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both groups in terms of substance abuse (P=0.001) and
history of suicidal attempts (P=0.000). Substance abuse
and suicide attempts were higher in BD-OCD patients
than pure BD ones.

The rate of family history for mood disorders (P=0.036)
and obsessive compulsive disorder (P=0.000) was higher
in BD-OCD patient’s relatives than pure BD. Table 2
presents clinical variables of both groups. In BD-OCD
patients, 80.2% reported the onset of obsessive compulsive
symptoms prior to the first mood disorder episode. Also
27.2%, 46.9%, and 25.9% had mild, moderate, and severe
or very severe OCD symptoms, respectively.

Fifteen domains of obsessive and compulsive
symptoms were detected in BD-OCD patients. Among the
obsessions, contamination type (42%) and aggressive
thoughts (30.9%) were the most common. Washing
compulsion (56.8%) and checking (48.1%) were also the
most common compulsions. Hoarding thoughts were the
least common type of obsession (4.9%). Among
compulsions, the least common type was related to the
acts of hoarding (1.2%), (See Table 3).

DISCUSSION

Our objective in this study was to compare the
demographic and clinical characteristics of pure bipolar
patients and bipolar patients with obsessive compulsive
disorder. The socio-demographic characteristics
contained information about age, gender, marital status,
and socioeconomic factors, which were based on income,
education, occupation, and wealth; and the clinical
characteristics included information about age of onset
of BD, severity of current episode of mood disorder,
history of substance use, history of suicidal thoughts and
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attempts, comorbid medical disorders, and family history
for BD and OCD.

In the present study, lifetime prevalence of OCD
among inpatients with bipolar disorder was 39.7%. In
previous studies, the rate of co-morbidity has ranged
from 3.2% to 35% (14,15). This discrepancy in results
could be due to different methodological approaches
such as involvement of inpatients or outpatients,
utilization of epidemiological or clinical data, assessment
method used in the diagnosis, and evaluation of the
presence of lifetime or current comorbidity.

Data from the current study revealed no significant
difference between the two groups in terms of age and
gender, which is in line with the findings of the earlier
studies that showed no significant differences between
BD-OCD and pure BD in terms of age and gender (10,14).

In the present research, fewer of BD-OCD subjects
were married in comparison with pure bipolar group
which is inconsistent with the findings of previous studies
(8,14). This difference could be related to various sampling
of these studies or impact of social and cultural factors.

Our data for evaluation and comparison of
socioeconomic status were limited to the patients’
education and employment. In contrast to previous
studies that showed no significant difference between
BD-OCD and pure BD groups in terms of education
(8,10,14), in our study pure BD patients were more
educated than BD-OCD.

Inconsistent with other studies, employment status
was not significantly different between 2 groups
suggesting that the presence of obsessive symptoms did
not affect the job performance of patients (10,14). In our
study, the difference in the age of the onset of BD was
significant between the two groups although the age of
the onset of BD in majority of the patients in both groups
was between 18 to 30 years. This is in contrast to the
findings of Koyuncu’s study (10), in which there were no
statistically significant differences between BD-OCD and
pure BD groups in terms of the age of BD onset. Bias in
recalling of the first episode of mood disorder might be an
explanation of this difference as subjects in this study rely
on their subjective memory to report the definite time of
the onset of the symptoms.

In the present study, positive family history for OCD in
BD-OCD patients was higher than pure BD patients. Only
one earlier investigation supports our results (10). The
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finding of these studies is still not conclusive enough to
consider the role of genetic factors in classification of BD
with obsessive symptoms and BD without obsessive
compulsive disorder.

Zutshi et al. comparing pure BD, BD-OCD, and non-
bipolar OCD noted a higher rate of mood disorder in
relatives of BD-OCD subjects than the obsessive compulsive
disorder group (15). The findings of the current study
showed that the rate of substance abuse is higher in
BD-OCD patients than those with pure BD. This is in line
with Perugi‘s study (9). On the other hand, in a research
conducted by Koyuncu et al., there was not significant
difference between both groups for alcohol use (10). In
Magalhaes’ study, while the rate of alcohol dependence
was significantly different between both groups, there was
no significant differences for other substances (8). This can
be related to the patients’ affinity in reporting substance
abuse in different cultures; also, it depends on the
evaluation of alcohol and substance abuse in 1 or 2 separate
fields. In sum, the findings of these studies are not
conclusive; further studies are recommended.

In a recent study, BD-OCD patients reported more
suicidal thoughts and attempts than pure BD patients.
The data from studies conducted by Chen, Kriiger and
Magalhaes also reported a higher incidence of prior
suicide attempts in BD-OCD than pure bipolarpatients
(7,8,17). This may be due to more suffering of obsessive
compulsive symptoms seen in BD-OCD patients.

Severity of BD is evaluated by the frequency of
admissions and severity of manic and depressive scale. In
this study, BD-OCD patients had a higher rate of
hospitalization than pure BD cases. Darby et al. in their
study described that compared with pure BD, patients
with comorbid bipolar affective disorder required a
greater number of outpatient appointments, had a greater
number of hospital admissions, were more likely to have
been allocated a care coordinator and to have received
psychological support (18).

The present study showed that in BD-OCD patients the
onset of OCD was prior to BD. In a study by Issler on a
sample of women with bipolar disorder, a significant
proportion of subjects reported onset of their OCD
symptoms from their childhood (19). The results of Masi et
al.’s study replicated this finding (20). The high rate of early-
onset OCD among BD patients suggests a distinct subtype.

The most common types of obsessions among
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BD-OCD patients were contamination and aggressive
thoughts, and the most common compulsions were
washing and checking. Hoarding thoughts and acts were
the least common types of obsession and compulsion,
respectively. The findings of Issler et al.’s study showed
that aggressive thoughts, symmetry, and contamination
were the most common forms of obsessions, and washing
and checking were the most common of compulsions,
while hoarding was the least common obsession (18).
Zutshi et al. in their study reported that the most common
types of obsessions in BD-OCD patients were pathological
doubt (50%), other obsessions (43%), contamination
(36%), and sexual obsession (32%) and among
compulsions, checking (46%), other types (43%), and
cleaning (32%) were the most common types. Hoarding
thoughts were the least type among obsessions (1%). In
compulsions hoarding acts beside ordering were the least
common types (1%)(15). Our data are not in agreement
with Masi et al.’s findings reporting more philosophical,
existential, bizarre, and superstitious obsessions with less
ordering compulsions among children and adolescents
with this comorbidity (20). Moreover the findings of
present study differ from Perugi et al’s study, which
described predominance of religious and sexual
obsessions with less checking rituals among OCD and
BMD patients (21). Maaroofi’s findings are also different
from our research. Although no definite cause can be
described for the difference, these disagreements may be
due to different methods of reporting.

There was no statistically significant difference
between BD-OCD and pure BD groups in terms of age
and gender. These similarities can be considered as
significant with respect to the validity of our study.

When clinical features of BD patients with or without
comorbid OCD were compared, there were statistically
significant differences in terms of the mean of age of BD
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