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   







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   

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Comorbidity is known to occur among various 
psychiatric disorders. About one third of  the patients 
with OCD have major depressive disorder and anxiety 
disorders.1,2 Previous studies on the comorbidity of  
OCD have largely focused on the coexistence with 

depression, phobias, panic disorder, eating disorders, 
Tourette’s syndrome and alcohol abuse, but the co-
occurrence of  OCD with BD has been little studied. 
DSM-IV-TR does not mention BD among the disorders 
typically associated with OCD. The relationship 
between OCD and BD is at present a debated subject. 
The lifetime rate of  OCD among subjects with BD 
is 21% and among subjects with unipolar disorder 
is 12.2%.3 16% of  OCD patients have an additional 
diagnosis of  BD.4 Some data suggest that the episodic 
course of  OCD is more likely to be related to BD 
(27.4% of  OCD patients had an episodic course and 
72.6% had a chronic course).5 When BD and OCD co-
exist, bipolarity should take precedence in diagnosis, 
course and treatment considerations.6 A trend towards 
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

a lower level of  insight was observed in BD-OCD 
patients in comparison with “pure” OCD patients.7 
Awareness of  illness is poorer when BD-OCD patients 
show panic attacks, tics or hoarding.8-10 The present 
study was aimed at exploring the clinical features of  
OCD-BD comorbidity. 

The study included 28 patients (16 females and 
12 males) admitted in the Alba Iulia Psychiatric 
Department with comorbid BD and OCD during a 
2-year period (May 2002-April 2004). DSM-IV-TR 
diagnostic criteria were used. The exclusion criteria 
were: age under 16, lifetime comorbidity with Axis 
II diagnosis, with organic mental disorder or with 
substance abuse/dependence. The subjects were 
assessed with the following instruments: Structured 
Clinical Interview for DSM-IV (SCID-IV) and Yale-
Brown Obsessive-Compulsive Scale (Y-BOCS). The 
Y-BOCS is a semistructured interview designed to 
assess symptom severity and response to treatment for 
patients diagnosed with OCD.11,12 It consists of  three 
sections. 

The third section of  the Y-BOCS consists of  
10 core items and 11 investigational items. Item 
11 provides information that has bearing on the 
“insight into obsessions and compulsions” (0-
excellent insight, 1-good insight, 2-fair insight,       
3-poor insight, 4-lacks insight).



Twenty two patients (78.57%) had BD type II (13 
females and 9 males) and 6 patients (21.42%) had BD 
type I (3 females and 3 males). The mean current age 
of  patients was 36.5 years. The mean age of  onset of  
BD was 20.2 years and of  OCD was 12.6 years. BD 
preceded OCD in 8 patients – 28.57% (6 females and 
2 males).

The mean total score in the Y-BOCS was 27.15 at 
the time of  the interview (severe OCD). 

The content of  the obsessions and compulsions 
seems to differ between the patients with “pure” OCD 
and the OCD-BD patients. (Table 1)

The level of  insight into obsessions and 
compulsions is poorer in the sample which comprised 
OCD-BD patients in comparison with the patients 
with “pure” OCD. (Table 2)
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The BD-OCD patients reported a frequent current 
comorbidity with panic disorder (with or without 
agoraphobia) and with tic disorder. In this study, the 



This study investigates the clinical characteristics 
of  “bipolar obsessive-compulsive disorder”. The 
results are concordant with the ones published by 
Kruger et al., Perugi et al., Issler et al., Masi et al.13-17 
The finding of  greater risk of  OCD comorbidity in BD 
type II, the greater association with panic disorder and 
with tic disorder, the high rate of  sexual and religious 
obsessions and the low rate of  checking and ordering 
rituals, are all supported by reports of  previous 

rate of  panic disorder was 25% (7 patients: 5 females 
and 2 males) and the percent of  tic disorders was 21.42 
(6 patients: 3 females and 3 males). 

OCD tended to persist during the (hypo) manic 
episodes, when it was frequently accompanied by panic 
attacks (in 6 patients with BD type II – 21.42% and in 
1 patient with BD type I – 3.57%). 

The OCD-BD patients revealed a positive family 
history for mood disorders (19 patients - 67.85% 
had mood disorders in their family history).

Other characteristics seemed common to these 
patients: high rates of  suicide attempts (15 patients  
– 53.57%), clear-cut onset of  symptoms (15 patients  
– 53.57%), impulsivity (10 patients – 35.71%).
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research. Our findings suggest that BD patients should 
hence be more closely screened for comorbid OCD. 
We found that BD-OCD patients have a high rate of  
hoarding compulsions. These patients tend to have a 
high educational level and a high socioeconomic status. 
One speculation regarding the educational difference 
is that hoarders are more likely to read, because many 
hoarded items included newspapers and books, and 
that hoarding of  those items may facilitate academic 
performance. The socioeconomic relationship may 
be due to the fact that many hoarded items must be 
purchased. 

The BD-OCD patients who present a high rate 
of  hoarding were associated with significant morbidity 
like tics, counting, fear of  not saying the right thing, 
fear of  doing something embarrassing, intrusive sexual 
images and magical thinking and were characterised by 
a poor insight. This poor insight was also observed in 
BD-OCD patients with a positive history of  repeated 
manic episodes, with frequent panic attacks and 
with a high rate of  tics. Poor insight was associated 
with medication non-compliance, poor prognosis, 
suicide, and decrease of  the patients’ quality of  life. 
These observations are in concordance with the ones 
published by Ghaemi et al., McEvoy & Wilkinson and 
Catapano.18-20

This current study suggests that having an untreated 
OCD in BD patients has negative implications. 
Identification and treatment of  OCD in patients with 
BD are likely to have important beneficial effects. 



Patients with concurrent OCD and BD constitute 
a very intriguing group of  individuals. OCD appears 
to be common in people with BD as well, yet OCD 
is rarely discussed in the medical literature on bipolar 
illness. People with BD also commonly have OCD. 
The co-occurrence of  BD and OCD regularly leads to 
a poorer outcome of  both disorders, contributing to 
greater illness severity and impairment. 

It is important to assess OCD in patients with BD 
and vice versa, and it is crucial to initiate early, rigorous 
and broad-spectrum interventions in patients with this 
comorbidity. In patients with single disorder, this kind 
of  treatment is potentially important in reducing the 
risk of  later comorbidity. 

This study suggested that “bipolar obsessive-
compulsive disorder” could represent a distinct form 
of  OCD. More vigilance is needed toward this entity, 
which is largely under-recognized in clinical practice. 
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