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Abstract
Objective—To explore bidirectional comorbidity between bipolar disorder (BPD) and obsessive-
compulsive disorder (OCD) in youth and to examine the symptom profile and clinical correlates of
both the disorders in the context of reciprocal comorbidity and ascertainment status.

Methods—Two samples of consecutively referred youth (ages 6–17 years) ascertained
contemporaneously for respective studies of BPD and OCD were compared using clinical and
scalar assessment and structured diagnostic interviews.

Results—A total of 21% (17/82) of the BPD subjects and 15% (19/125) of the OCD subjects met
DSM-III-R diagnostic criteria for both disorders. In the presence of BPD, youth with OCD more
frequently experienced hoarding/saving obsessions and compulsions along with a clinical profile
of greater comorbidity, poorer global functioning and higher rate of hospitalization that is
characteristic of BPD. Multiple anxiety disorders (≥3), especially generalized anxiety disorder and
social phobia, were present at a higher frequency when OCD and BPD were comorbid than
otherwise. In subjects with comorbid OCD and BPD, the primary disorder of ascertainment was
associated with an earlier onset and more severe impairment.

Conclusions—An unexpectedly high rate of comorbidity between BPD and OCD was observed
in youth irrespective of primary ascertainment diagnosis. In youth with comorbid OCD and BPD,
the clinical characteristics of each disorder run true and are analogues to their clinical presentation
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in youth without reciprocal comorbidity, with the exception of increased risk for obsessions and
compulsions of hoarding/saving and comorbidity with other anxiety disorders.
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Minimal extant literature and no systematic data exist on the challenging clinical dilemma of
children and adolescents who present with obsessive-compulsive disorder (OCD) that is
comorbid with bipolar disorder (BPD). Individually, each disorder may inflict a significant
burden on children and their families with a prevalence of at least 1% (1–3). Although the
diagnosis of BPD in children has generated some controversy in the child psychiatry
community, recent reports suggest that it is not uncommon in clinical settings, and, when
present, is often accompanied by high levels of anxiety, including OCD (4–11). Despite the
fact that descriptions of OCD symptoms in patients with BPD date back to the 19th century
(12), almost all reports on the comorbidity of BPD and OCD are descriptive rather than
systematic and focus exclusively on adults (13–15). In adults, evidence of a higher than
expected overlap between OCD and BPD first came from the Epidemiological Catchment
Area study, where 23% of those with BPD also met criteria for OCD (16). Subsequent
studies have consistently found a greater than expected overlap between OCD and BPD at
rates as high as 15–35% (17–19).

The unexpectedly frequent concurrence of these two disorders may have both clinical and
scientific implications. OCD and BPD comorbidity in adults may herald an episodic course
of OCD with higher rates of certain obsessions (aggressive/impulsive, sexual, religious, and
obsessional doubts) and compulsions (compulsions of control, hoarding, ordering/
arranging), which require more frequent hospitalizations and complex pharmacological
interventions (17,20–22). Similarly, the presence of OCD comorbidity has been reported to
predict a more chronic course of BPD and greater frequency of major depressive episodes,
with a trend toward poor response to mood stabilizers (17,23). Because pharmacological
treatments of the two illnesses diverge and medications used to manage OCD can exacerbate
BPD symptoms, their co-occurrence is a therapeutic challenge for clinicians.

Despite the frequent juvenile onset of both OCD and BPD, little attention is paid to the
presence of comorbid OCD and BPD in youth. Rates of comorbid OCD in the range of 15–
44% have been reported in pediatric BPD populations (4,8) and, similarly, studies of OCD
have documented comorbidity rates of mania as high as 27–45% (24,25).

The only reports addressing the clinical presentation of comorbid OCD and BPD in a
pediatric population suggest that when BPD and OCD co-occur in young patients, both
clinical syndromes have a substantial and additive impact on clinical presentation and global
functioning (24,26).

If, as the literature suggests, BPD and OCD co-occur in children and adolescents at rates
greater than expected with significant bidirectional overlap, the nature of this relationship
remains underexamined. Identification of BPD and OCD comorbidity based on DSM
nomenclature (27) may represent as an artifact a secondary phenomenon (28), an unusual
manifestation of a more severe form of disorder, a product of the selection bias (referral or
ascertainment), or instead, a marker for a specific subtype of disorder (29). Alternatively,
BPD and OCD could represent valid comorbid ‘nosologically true’ disorders. If
nosologically true, then the syndromatic presentation and associated clinical correlates,
including other comorbidities and functional indices of each disorder, should be readily
recognizable in children who present with both the disorders, and furthermore, neither
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referral nor ascertainment bias should substantially alter the clinical characteristics of each
disorder.

Parsing out the relationship between comorbid disorders has significant therapeutic
implications, as the decision to treat either one or both the disorders may be dictated by
whether or not one disorder is secondary to the other. Additionally, scientific delineation of
comorbid BPD and OCD from OCD and mood disorders may lead to the identification of a
more homogeneous clinical subtype of disorder with distinct psychopathology, familiality,
and genetic underpinnings.

One avenue for the exploration of the BPD and OCD comorbidity is the examination of the
symptom presentation and other clinical correlates of BPD and OCD in the context of
reciprocal comorbidity and ascertainment status. If the clinical correlates of the comorbid
disorders are indistinguishable from their respective typical presentation and if their
comorbid presentation does not alter with different focus for ascertainment, it would suggest
that the comorbidity is a valid co-occurrence of disorders and not an artifact. We
hypothesized that children and adolescents who fulfill the DSM nosological criteria of both
BPD and OCD suffer from both the disorders. To this end, we analyzed data on children and
adolescents with BPD and OCD ascertained contemporaneously for a study of pediatric
OCD and of pediatric BPD with an aim to compare the clinical characteristics of OCD and
BPD in youth (i) with and without reciprocal comorbidity and (ii) with reciprocal
comorbidity ascertained through an OCD diagnosis versus those ascertained for a BPD
diagnosis.

Methods
Subjects

Subjects were probands participating in a National Institute of Mental Health (NIMH)-
funded family genetic study of pediatric OCD (NIMH K08 MH01481, principal
investigator: DG; N = 125) and a contemporaneous NIMH-funded family genetic study of
pediatric BPD (NIMH K08 MH01503-05; principal investigator: JW; N = 82) using
identical methodology details of which are available in Geller et al. (30) and Wozniak et al.
(31), respectively. These subjects, aged 6–17 years, were primarily ascertained for BPD or
for OCD from the pediatric psychopharmacology program at the Massachusetts General
Hospital, Boston, MA, USA. Each study was approved by the Subcommittee on Human
Studies of the Massachusetts General Hospital.

All children and adolescents were evaluated by the principal investigator of the respective
study by conducting direct clinical interview of the subjects along with their parent(s) and
by administering the Schedule for Affective Disorders and Schizophrenia for School-Age
Children-Epidemiologic Version (K-SADS-E)(32) to the parent(s), usually the mother, and
to the youth aged 12 and older. K-SADS-E interviews were conducted by raters who had
been trained and supervised by the senior investigator (JB). For every diagnosis, information
was gathered regarding the age at onset and offset of symptoms, number of episodes, and
treatment history. All diagnoses were reviewed by a diagnostic sign-off committee chaired
by one of the senior program board-certified child psychiatrists (JB, JW, DG), who reviewed
both the items endorsed during the interview and detailed notes taken by the interviewer.

All diagnoses of mania and OCD were presented for review and were considered positive
only if there was consensus that diagnostic criteria were met to a degree that would be
considered clinically meaningful. By ‘clinically meaningful’ we mean that the data collected
from the structured interview indicated that the diagnosis should be a clinical concern due to
the nature of the symptoms, the associated impairment, and the coherence of the clinical
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picture. Thus, these diagnoses were of clinical concern and not simply research diagnosis
computed by counting symptoms endorsed and applying an algorithm. We computed kappa
(κ) coefficients of diagnostic agreement by having three experienced, board-certified,
blinded child and adolescent psychiatrists diagnose subjects from audio taped interviews of
parent and subject (aged 12 and older) made by the assessment staff. Based on 500
assessments, the median κ was 0.98. We attained a κ of 1.0 for OCD and 0.95 for mania.

To be given the lifetime diagnosis of mania, the child had to meet the full DSM-III-R
criteria for a manic episode with associated impairment. To be given the diagnosis of OCD,
the child had to meet full DSM-III-R diagnostic criteria for OCD. In addressing the course
of mania, we utilized information on subjects’ onset and offset ages, to determine the
duration of the disorder, combined with their reported number of lifetime episodes, to yield
a categorical description of their manic experience as being either chronic or episodic. A
chronic course was defined by more than four reported episodes per year, multiple episodes
each lasting (on average) at least 12 months, or a single episode lasting more than 12
months.

Severity and type of obsessive and compulsive symptoms were rated by using the Children’s
Yale-Brown Obsessive Compulsive Scale (CY-BOCS) (33). Psychosocial functioning was
assessed using the Global Assessment of Functioning Scale (GAF) (34). Socioeconomic
status (SES) was measured using the Hollingshead Four-Factor Index, with lower scores
indicating higher SES (35). Treatment history was obtained in a systematic fashion using
standardized questions at the end of each diagnostic module regarding hospitalization,
counseling, and use of medications. Finally, school dysfunction was examined by
documenting repeated grades, placement in special classes, or need for tutoring or extra
help.

Data analysis
Subjects were assigned to four groups according to their diagnostic status and referral status.
The groups were first compared on demographic variables. While controlling for any
demographic confounders, the groups were then compared on clinical features, comorbid
diagnoses, and functional outcomes. Data are expressed as frequencies (percents) or means
± standard deviations. Logistic regression was used for binary outcomes (e.g., lifetime
diagnoses), linear regression for continuous outcomes (e.g., GAF scores), ordinal logistic
regression for ordinal outcomes (e.g., SES), and negative binomial regression for count
variables (e.g., number of symptoms). Omnibus analyses reaching significance were
followed by pair-wise comparisons. Fisher’s exact test was used in lieu of logistic regression
when there were one or more zero frequencies in the two-way table defined by the
categorical predictor and the dichotomous outcome. All tests were two-tailed, with statistical
significance set at the 5% level (p < 0.05).

Results
Eighty-two youth with BPD from the pediatric bipolar family genetic study and 125 youth
with OCD from the pediatric OCD family genetic study were included in the analyses.
Subjects were stratified into four groups based on their primary ascertainment source and
comorbidity status: (i) BPD without comorbid OCD (BPD; n = 65); (ii) OCD without
comorbid BPD (OCD; n = 106); (iii) BPD with comorbid OCD (BPD+OCD; n = 17); and
(iv) OCD with comorbid BPD (OCD+BPD; n = 19). Rates of BPD and OCD comorbidity in
BPD and OCD cohorts were comparable (20.7% versus 15.2%; p = 0.30).

Table 1 shows demographic and clinical features of the four groups. Groups differed in
mean age at evaluation and gender; mean age of subjects ascertained for OCD (OCD+BPD
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and OCD) was older than that of subjects ascertained for BPD (BPD+OCD and BPD). There
were more males with BPD than OCD (p = 0.04). Subsequent analyses were therefore
controlled for both age and gender.

The onset of BPD usually preceded OCD in children ascertained for BPD (53% versus 5%;
p < 0.001), while onset of OCD preceded BPD in children ascertained through the OCD
study (74% versus 12%; p = 0.002). At ascertainment, 50% (18/36) of youth with comorbid
OCD and BPD met full diagnostic criteria for both disorders in the past month, and another
11% (4/36) met full diagnostic criteria for one and subthreshold criteria for the other
disorder in the past month. The number and frequency of mania symptoms in children with
and without OCD were strikingly similar (Fig. 1; Table 1). The number and frequency of
obsessive and compulsive symptoms did not differ between OCD with and without BPD
comorbidity (Figs. 2 and 3; Table 1), except for the obsessive and compulsive symptom of
‘hoarding/saving’, observed at a higher frequency in the OCD+BPD group than in the OCD
group. No differences were observed in other demographic variables, mood episode
sequence, or mood episode polarity (Table 1).

As reflected in Table 2, a higher mean number of comorbid disorders, especially
oppositional defiant disorder (ODD), major depressive disorder (MDD), and psychosis, were
associated with BPD groups (BPD, BPD+OCD, and OCD+BPD) compared to the non-BPD
group (OCD). Rates of multiple anxiety disorders (≥3) were significantly higher in both
comorbid groups (BPD+OCD = 65%, OCD+BPD = 74%) compared to non-comorbid
cohorts (BPD = 35%, OCD = 37%). Among various anxiety disorders, generalized anxiety
disorder (GAD) occurred in greater frequency with the BPD+OCD comorbid group than the
BPD non-comorbid group (77% versus 37%; p = 0.008) and social phobia (SP) co-occurred
at a significantly higher frequency with OCD+BPD subjects than OCD subjects (47% versus
19%; p = 0.01).

As shown in Table 3, all BPD groups (BPD, BPD+OCD, and OCD+BPD) were associated
with significantly lower lifetime and current level of functioning on the GAF scale
compared to the non-BPD group (OCD). Significantly higher rates of severe impairment of
OCD were noted in subjects ascertained via an OCD diagnosis compared to those
ascertained for BPD (68% versus 6%; p = 0.003). Compared to the non-BPD group (OCD),
rates of psychiatric hospitalization were significantly higher in subjects ascertained for BPD
(BPD and BPD+OCD groups).

In subjects with BPD and OCD, the disorder that emerged first was associated with worse
impairment (p = 0.047; Table 4). When BPD emerged first, it was more impairing than OCD
in 80% of cases (versus 19% when BPD did not emerge first). When OCD emerged first, it
was more impairing than BPD in 31% of cases (versus 10% when OCD did not emerge
first).

Discussion
Our systematic evaluation of structured interview-derived data from two large samples of
consecutive clinically referred children and adolescents ascertained for BPD and for OCD
show substantial and symmetrical overlap between BPD and OCD. Both OCD and BPD
presented with clinical correlates typical of clinical populations reported in the literature.
Barring few differences, examination of the clinical characteristics of OCD and BPD in
youth reveals similar correlates irrespective of the reciprocal comorbidity or primary
disorder of ascertainment. In the presence of BPD, youth with OCD experienced greater
morbidity (poorer functioning and more frequent hospitalization), increased prevalence of
other comorbid disorders, and frequent expression with obsessive and compulsive symptom
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of hoarding/saving. On the other hand, in the presence of OCD, youth with BPD more often
experienced comorbidity with GAD. Comorbidity with multiple anxiety disorders was
higher in youth with comorbid BPD and OCD than with either disorder without reciprocal
comorbidity. Furthermore, in the comorbid state, the primary disorder of ascertainment was
associated with earlier onset and greater impairment.

In our sample the overlap between BPD and OCD was bidirectional and symmetrical, with
reciprocal comorbidity present in 21% of the youth with BPD and 15% of those diagnosed
with OCD, suggesting that the observed comorbidity is not an effect of referral and/or
ascertainment bias (29). This substantial overlap between BPD and OCD is consistent with
an emerging body of literature documenting significant prevalence of comorbid OCD and
BPD as high as 44% (8,24) in BPD populations, similar to the comorbidity—as high as 45%
(24)—reported in the OCD populations.

Clinical features of comorbid OCD and BPD
In this study, the age at onset of BPD and OCD did not vary by the presence of reciprocal
comorbidity. Our results are consistent with the previous findings by Masi et al. (24,26),
who report no change in the age at onset of BPD, but are in contrast to their finding of
earlier age at onset of OCD in the presence of BPD comorbidity.

More than half (61%) of the youth with the comorbidity were concurrently experiencing
symptoms of both mania and OCD at ascertainment. This overlap of symptoms suggests that
more often than not, when comorbid, the clinical presentation of BPD and OCD symptoms
occurs concurrently. In general, symptom profile (number and frequency) of OCD and BPD
in youth was strikingly homologous, with the sole exception of hoarding/saving obsessions
and compulsions that were significantly more frequent in the presence of BPD comorbidity.
Irrespective of the comorbidity with OCD, mania often presented with chronic course with
predominant symptoms (> 90%) of irritable mood, psychomotor agitation, distractibility,
and poor judgment (Fig. 1). OCD with and without BPD were similar in course and
presented with predominant (> 65%) symptoms of aggressive and contamination obsessions
and with compulsions of checking and washing/cleaning (Figs. 2 and 3). Our study failed to
show difference based on comorbidity with BPD in the frequency of superstitious
obsessions and ordering compulsions as reported in youth (24), or in the rates of sexual and
religious obsessions or checking compulsions as documented in adult populations (17,22).

Higher rates of obsessions and compulsion of hoarding/saving associated with BPD
comorbidity is noteworthy, as a putative hoarding/saving subtype of OCD has been
described with distinct clinical correlates, treatment outcome, neuroimaging and
neurocognitive findings, and a link with a chromosomal region that differ from typical
features of OCD (36). Our findings of significant association of hoarding/saving OCD with
BPD comorbidity are replicated by a recent naturalistic study where high comorbidity with
BPD was reported in OCD youth with the symptom of hoarding (26). Whether this observed
association between the hoarding/saving subtype of OCD and BPD is suggestive of higher
risk for BPD in youth with the hoarding/saving subtype of OCD needs to be further
examined through familial risk analysis and prospective longitudinal risk analysis of BPD in
this population.

Pattern of psychiatric comorbidity in youth with comorbid OCD and BPD
Barring few exceptions, the comorbidity profile of BPD and OCD was strikingly similar
irrespective of the reciprocal comorbidity. Compared to OCD youth without comorbid BPD,
significantly larger number of comorbidities, including ODD, MDD, and psychosis, were
associated with BPD youth irrespective of ascertainment and comorbidity status with OCD
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(BPD, BPD+OCD, OCD+BPD); this suggests that in the presence of BPD, youth with OCD
are at a higher risk for certain comorbidities that are characteristically associated with BPD.

Contrary to the expected greater association of other anxiety disorders with OCD rather than
BPD (24), in this study rates of anxiety disorders are equally high in youth with either BPD
or OCD. However, multiple anxiety disorders (≥3), especially GAD and SP, occur at a
notably higher frequency in the comorbid presence of BPD and OCD than otherwise,
suggesting that the lifetime risk of comorbid multiple anxiety disorders is significantly
higher in youth with comorbid BPD and OCD than in youth with either disorder without
reciprocal comorbidity.

Lack of meaningful association between OCD and BPD comorbidity with panic disorder
and agoraphobia is discrepant with patterns of comorbidity observed in previous clinical
(17,37) and epidemiological (18,38) studies in adults, where OCD comorbidity with BPD
was associated with increased risk of lifetime comorbidity with panic disorder and
agoraphobia, a finding which led Birmaher et al. (39) to suggest that the association between
BPD and panic disorder in children and adolescents might be unique and specific. On the
contrary, our findings are consistent with the recent emerging literature indicating high
prevalence of various anxiety disorders—including but not limited to panic disorder—in
pediatric (4,8,9) and adult (40–43) populations with BPD, challenging the specific link
between BPD and panic disorder.

Level of functioning and treatment history in youth with comorbid OCD and BPD
Youth with BPD (with or without comorbid OCD) had significantly worse past and present
level of global functioning and higher rate of hospitalization than OCD youth without
comorbid BPD. Consistent with the findings reported by Masi and colleagues (24), it
appears that in the presence of BPD comorbidity, youth with OCD also experience other
correlates of poorer level of functioning and higher rate of hospitalizations that are
characteristic of BPD.

In brief, our findings suggest that BPD and OCD in the comorbid state present with a
clinical profile that is typical of these disorders, along with certain clinical features that
emerge exclusively in the presence of comorbidity than otherwise. Higher prevalence of
symptoms of hoarding/saving and multiple anxiety disorders, especially GAD and SP, are
observed when OCD and BPD are comorbid than when either disorder occurs without
reciprocal comorbidity. On the other hand, greater prevalence of comorbidities with ODD,
MDD, and psychosis and higher level of morbidity (poorer functioning and more frequent
hospitalization) recorded in the context of comorbidity with BPD in youth ascertained for
OCD is reflective of the morbidity that is characteristically associated with BPD.

Clinical correlates of comorbid OCD and BPD in the context of ascertainment status
When comorbid presentation of BPD and OCD is compared based on the ascertainment
status, youth with comorbid BPD and OCD, regardless of whether ascertained for BPD or
OCD, share to a significant extent similar clinical correlates. Ascertainment status in the
comorbid cases correlates strongly with the sequence of onset, duration, and severity of BPD
and OCD. Onset of OCD precedes the onset of BPD at a higher rate in probands ascertained
for OCD, and similarly, onset of BPD precedes the onset of OCD in probands ascertained
for BPD. The association of primary disorder of ascertainment with worse severity—which
is suggestive of referral bias—and longer duration is more evident with OCD (statistically
significant) than BPD (numerically but not statistically significant).

To further understand this relationship between relative onset and severity of these disorders
in the comorbid state, we examined the severity of BPD and OCD in the context of the
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sequence of onset of these disorders in the combined comorbid groups (Table 4). In youth
with the onset of BPD earlier than OCD, the level of impairment of BPD was more often
severe (70%) and worse than comorbid OCD (80%). On the other hand, earlier onset of
OCD was more often associated with severe impairment (63%) and was equally impairing in
severity as the comorbid BPD (63%). This suggests that when onset of BPD precedes OCD
there is high probability of presentation of BPD to be severe and worse than comorbid OCD,
and that when onset of OCD precedes BPD, the presentation of OCD is often severe and
equally impairing as comorbid BPD, though this observed association may be related to the
duration of illness. Besides the noted difference in sequence of onset, level of severity, and
duration of illness, we did not observe any other clinically meaningful differences in the
clinical characteristics of comorbid BPD and OCD in youth ascertained for either BPD or
OCD.

Limitations
Our findings should be evaluated in the light of some methodological limitations. This is a
secondary analysis of data collected for family genetic studies of BPD and OCD in children
and adolescents. Children were primarily ascertained for BPD or OCD and comorbid
diagnoses were established by structured diagnostic interview. The relatively small sample
size of the subjects with comorbid BPD and OCD (n = 36) is an added limitation of this
study. Generalizability of our results to the population at large is limited by selection biases.
Since we studied children referred to child psychiatry services, our findings should
generalize to similar clinics, but may not generalize to other psychiatric sampling frames or
to community samples.

Conclusion
Despite these limitations, our findings indicate that bidirectional BPD and OCD comorbidity
can be identified in a substantial minority of youth with OCD or BPD, and in the comorbid
state symptoms of BPD and OCD often present concurrently. Consistent with our
hypothesis, these results suggest that when comorbid, OCD and BPD present with clinical
characteristics that are typical of the disorders, though there is an increased risk for
comorbidities with multiple anxiety disorders, especially GAD and SP, and selective
increase in frequency of obsession and compulsion of hoarding/saving when BPD and OCD
are comorbid than otherwise. Furthermore, clinical characteristics of comorbid BPD and
OCD remained substantially unaltered irrespective of whether youth were ascertained for
BPD or OCD, though ascertainment status determined the sequence of presentation and
severity of the disorders.

Whether hoarding/saving could emerge as a ‘symptom marker’ for BPD comorbidity in
youth with OCD requires further investigation in larger populations. Although our findings
require confirmation, they draw attention to the importance of carefully evaluating patients
with BPD and OCD for reciprocal comorbidity, and in the presence of comorbidity, giving
consideration to treatment interventions specific to each disorder. Considering the extreme
severity of juvenile mania, its emergence in children with OCD seriously complicates their
treatment, as anti-OCD agents have the risk of exacerbating mood symptoms and
precipitating mania (44) and antimanic agents show marginal efficacy in treating OCD
symptoms (45). Antidepressant induced (hypo)mania—suggestive of bipolar diathesis
(44,46)—has been reported in one-third of the OCD youth with comorbid BPD; this
reported risk for pharmacologic (hypo)mania, although high, is not different than noted in
BPD youth without OCD (24). Thus, previous literature along with our findings suggest that
youth with OCD should be closely screened and monitored for the emergence of
(hypo)mania, as the presence of BPD has serious implications for psychopharmacological
management of both disorders. Future studies examining the patterns of familial aggregation

Joshi et al. Page 8

Bipolar Disord. Author manuscript; available in PMC 2011 March 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



of OCD and BPD, along with longitudinal studies addressing the impact of comorbidity on
the clinical presentation, course, and response to treatment, would assist in further defining
this comorbid condition.
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Fig. 1.
Lifetime mania symptoms [Schedule for Affective Disorders and Schizophrenia for School-
Age Children-Epidemiologic Version (K-SADS-E)]. BPD= bipolar disorder; BPD+OCD =
bipolar disorder with comorbid obsessive-compulsive disorder.
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Fig. 2.
Lifetime obsessive symptoms [Children’s Yale-Brown Obsessive Compulsive Scale (CY-
BOCS)]. OCD = obsessive-compulsive disorder; OCD+BPD = obsessive-compulsive
disorder with comorbid bipolar disorder.
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Fig. 3.
Lifetime compulsive symptoms [Children’s Yale-Brown Obsessive Compulsive Scale (CY-
BOCS)]. OCD = obsessive-compulsive disorder; OCD+BPD = obsessive-compulsive
disorder with comorbid bipolar disorder.
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Table 4

Sequence of age at onset versus level of impairment (K-SADS-E)

BPD preceded OCD (n =
10) Simultaneous onset (n = 10)

OCD preceded BPD (n =
16) Test statistic

Absolute impairment (severe)

 BPD 7 (70) 4 (40) 6 (37.5) χ2
(2) = 3.64

 OCD 1 (10) 3 (30) 10 (62.5) χ2
(2) = 4.74

Relative impairment χ2
(4) = 9.66

 BPD worse than OCD 8 (80) 4 (40) 1 (6.3)

 BPD and OCD equally severe 1 (10) 5 (50) 10 (62.5)

 OCD worse than BPD 1 (10) 1 (10) 5 (31.3)

Values displayed as n (%).

K-SADS-E = Schedule for Affective Disorders and Schizophrenia for School-Age Children-Epidemiologic Version; BPD = bipolar disorder; OCD
= obsessive-compulsive disorder.
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