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Abstract
Sleep disturbances are common among youth with anxiety disorders, yet objective assessments of
sleep in children with obsessive compulsive disorder (OCD) have been the focus of scant research.
We therefore compared a small group of non-medicated, non-depressed children with primary
OCD (ages 7–11 years) to matched healthy controls using home-based actigraphy during a 7-day
prospective assessment. Validated parent and child sleep measures also were collected, and
associations among objective sleep variables and severity of obsessions and compulsions were
examined. We found significantly fragmented sleep patterns in the OCD group compared to
controls including reduced total sleep time (TST) and longer wake periods after sleep onset.
Severity of compulsions showed a significant negative correlation with TST. These preliminary
findings indicate the presence of sleep abnormalities in pre-pubescent OCD patients with potential
implications for future examinations of early developmental processes and features of the disorder.
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1. Introduction
Onset of obsessive compulsive disorder (OCD) can occur anytime from the preschool years
through adulthood but at least a third of adults report an onset prior to adolescence
(Rasmussen & Eisen, 1992). Although the clinical presentation of OCD in children is similar
to that of adults, important differences also exist. For example, whereas OCD is equally
common in adults of both genders (Castle, Deale & Marks, 1995), boys are more commonly
affected than girls (ratio of 3:2) and have an earlier age of onset (Fireman, Koran, Leventhal
& Jacobson, 2001; Geller et al., 1998; Last & Strauss, 1989; Masi et al., 2005). Children are
also more likely to present with compulsions in the absence of specific obsessions (Geller et
al., 1998; Last & Strauss, 1989), comorbid tics and attention deficit/ hyperactivity disorder
(Fireman et al, 2001; Swedo, Rapoport, Leonard, Lenane, & Cheslow, 1989), while
secondary depression is far more common in adult OCD patients (Mancebo et al. 2008).
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These collective differences designate a distinct neurodevelopmental subtype of OCD
during childhood (Geller et al., 2001) and underscore the need for a developmental
framework in examining the disorder’s early pathophysiology.

Emerging neuroimaging investigations provide further evidence of discrete developmental
differences. Hyperactivity in cortico–striatal–thalamic (CST) circuits, including the basal
ganglia, orbitofrontal cortex, cingulate cortices, and caudate nuclei, is a relatively consistent
finding in adults with OCD compared to controls (Maia, Cooney, & Peterson, 2008; Maltby,
Tolin, Worhunsky, O’Keefe, & Kiehl, 2005; Whiteside, Port, & Abramowitz, 2004) and
successful pharmacological treatment has been shown to result in decreased CST activity
(Perani, et al. 1995). However, the opposite pattern (i.e., reduced activity) has been reported
in pediatric OCD patients, with more severe patients showing the greatest decreases in CST
activity (Gilbert et al., 2009). Neurodevelopmental differences have similarly been reported
for specific structural involvement and grey and white matter abnormalities (Busatto et al.,
2001; Carmona et al., 2007; Friedlander & Desrocher, 2006; Huyser, Veltman, de Haan &
Boer, 2009). Although collective data are not conclusive, findings may be interpreted as the
anatomical and functional expression of progressive and enduring OCD (Pujol et al., 2004).

One aspect of development that has failed to generate empirical investigation in early-onset
OCD is sleep. Because early brain maturation, cortical plasticity and the regulation of
emotional and behavioral responses are highly dependent upon adequate amounts of sleep
(Dahl, 1996; Peirano & Algarin, 2007; Scher, Hall, Zaidman-Zait, & Weinberg, 2010),
objective sleep data in pediatric samples may serve to inform several areas of inquiry
including pathoetiologic models of the disorder. Early sleep disturbances are also
dependably linked with the later development of a range of psychiatric problems, and
anxiety disorders in particular (Gregory et al., 2004; 2005; Ong, Wickramaratne, Tang &
Weissman, 2006; Wong, Brower, Nigg & Zucker, 2010), the specific mechanisms of which
remain unknown.

A few studies have reported abnormal objective sleep patterns in adults with OCD, though it
remains unclear whether comorbid depression may in fact account for these findings
(Bobdey et al., 2002; Hohagen et al., 1994; Insel et al., 1982; Kluge, Schussler, Dresler,
Yassouridis, & Steiger, 2007; Robinson, Walsleben, Pollack & Lerner, 1998). Objective
sleep assessments in children with OCD are lacking, yet subjective reports indicate a
significant portion of pediatric patients to experience problems sleeping (Alfano, Pina,
Villalta & Zerr, 2010; Storch et al., 2008). In both children and adults, less sleep has been
associated with greater OCD severity (Robinson et al., 1998; Storch et al., 2008). In the only
published study of adolescents, the sleep patterns of 9 teenagers with OCD and matched
healthy controls were compared (Rapoport et al., 1981). Reduced total sleep time, shortened
latency to rapid eye-movement (REM) sleep, and longer sleep onset latencies were found in
the OCD group. However, the use of an adolescent sample, together with the fact that most
patients had a history of major depressive disorder, prohibits inferences for younger patients.

The current investigation aimed to preliminarily address this research gap by comparing the
sleep of a small group of children with primary OCD and a matched, healthy control group.
Children were between the ages of 7 and 11 years, did not meet criteria for comorbid major
depressive disorder, and were not taking any psychotropic medications at the time of
assessment. Naturalistic sleep patterns were assessed in the home environment over a week-
long period using wrist actigraphs. Based on previous findings, we expected to find greater
levels of sleep disturbance in children with OCD based on both objective and subjective
measures. Associations among objective sleep variables and OCD severity also were
examined, with significant correlations predicted for reduced total sleep time and more
severe OCD symptoms.
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2. Method
2.1. Participants

The sample included 12 children, ages 7 to 11 years; 6 met DSM-IV criteria for a primary
diagnosis of OCD and 6 were recruited as controls matched for all demographic variables.
Specifically, the groups were matched in terms of age, gender, race/ethnicity, family
income, academic placement and parent marital status. Descriptive statistics and clinical
characteristics are presented in Table 1. Controls completed the same diagnostic interview
and battery of measures as children with OCD and were free of any psychiatric diagnoses,
significant emotional/ behavioral problems, or medical problems.

The OCD sample was recruited from children presenting to the Child and Adolescent
Anxiety Program (CAAP) at Children’s National Medical Center in Washington, D.C. for
assessment/treatment services. Diagnoses were determined based on structured diagnostic
interviews (Anxiety Disorders Interview Schedule for DSM-IV: Child and Parent Versions;
ADIS-C/P; Silverman & Albano, 1996), the Children’s Yale –Brown Obsessive Compulsive
Scale (CY-BOCS; Scahill et al., 1997) and a battery of self and parent report measures.
Exclusion criteria included current treatment with any psychotropic medication (or other
medication that might affect sleep patterns), comorbid bipolar disorder, psychosis, major
depressive disorder (MDD), suicidal ideation, mental retardation or chronic medical illness.

All children with OCD (100%) had at least one additional psychiatric diagnosis. Secondary
disorders included attention deficit/hyperactivity disorder (n=2), generalized anxiety
disorder (n=2), social anxiety disorder (n=1), separation anxiety disorder (n=1), oppositional
defiant disorder (n=1), and Tourette’s disorder (n=1). Although no child met criteria for
secondary MDD, one child did receive a comorbid dysthymia diagnosis. However,
examination of sleep variable scores for this participant compared to the remaining OCD
group did not reveal any significant differences.

2.2. Psychosocial Measures
2.2.1. The Anxiety Disorders Interview Schedule for DSM-IV: Child and Parent
Versions—(ADIS-C/P; Silverman & Albano, 1996) was administered separately to all
children and their parents to establish the presence of clinical diagnoses. Diagnoses were
assigned by the clinician (i.e., licensed clinical psychologist, postdoctoral fellow, or doctoral
student in clinical psychology) based on information from both the child and parent. Any
discrepancies were addressed using procedures outlined by Silverman and Albano (1996).
The ADIS-C/P generates impairment ratings for each diagnosis present using the Clinician
Severity Rating (CSR, range = 0–8; ≥ 4 required to assign a diagnosis). A primary diagnosis
is defined as the disorder with the highest CSR. Inter rater reliability for the ADIS-C/P is
excellent (Silverman, Saavedra & Pina, 2001).

2.2.2. Children’s Yale-Brown Obsessive Compulsive Scale—(CY-BOCS; Scahill
et al., 1997) is a 10-item semi-structured measure used to evaluate the severity and
interference of specific obsessions and compulsions. The CY-BOCS was administered with
the parents and children together by the same clinician completing the ADIS-C/P. Clinician
ratings yield a total score as well as two subscale scores (obsessions and compulsions). Each
subscale consists of five items rated on a Likert scale (0 = none, 4 = extreme), for a score
ranging from 0–20. Excellent reliability and validity estimates for the CY-BOCS have been
reported (Storch et al., 2006; Yucelen et al., 2006).

2.2.3. Children’s Depression Inventory—(CDI; Kovacs, 1985) is a 27-item self-report
form used to assess cognitive, affective, and physical symptoms of depression in children
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age 7 to 17 years. Total CDI scores were used in the current study. In both clinical and
community samples, the CDI shows high internal consistency, test-retest reliability, and
convergent and discriminant validity (Kovacs, 1991; Smucker, Craighead, Craighead, &
Green, 1986; Craighead, Curry, & Ilardi, 1995).

2.3. Sleep Measures
2.3.1. Actigraphy—The ActiGraph GT1M (ActiGraph, Pensacola, FL) The GT1M is an
accelerometer-based activity monitor that records movement (for up to 20 days) ranging in
magnitude from 0.05 to 2.5 g’s at a sample rate of 30 Hz. Data are stored by the unit until
downloaded using ActiGraph software via USB cable. Downloaded data are scored using
the algorithm developed by Sadeh and colleagues (1989) which is based on total activity
counts obtained during 1-minute epochs. Actigraphy has been shown to be a reliable and
valid method for assessing the naturalistic sleep of children and adults (Sadeh & Acebo,
2002; Sadeh, Raviv, & Gruber, 2000).

2.3.2. Children’s Sleep Habits Questionnaire—(CSHQ; Owens, Spirito, & McGuinn,
2000a) is a parent-report measure of sleep problems that yields a total score as well as
several subscale scores. CSHQ total scores above 41 are indicative of the presence of
clinically significant sleep problems. The CSHQ has shown adequate internal consistency
and reliability in clinic and community samples of children (Owens et al., 2000a).

2.3.3. Sleep Self Report—(SSR; Owens, Maxim, Nobile, McGuinn, & Msall, 2000b) is a
26-item child-report measure measuring the same sleep domains as the CSHQ. The SSR
yields a total sleep problems score. It has shown good internal consistency and reliability
(Owens et al., 2000b).

2.4. Procedures
Following the diagnostic evaluation, all participants wore actigraphs on their non-dominant
wrist 24-hours a day during a continuous 7-day period. All children, together with a parent,
also kept a sleep log during the one-week assessment to confirm actigraphy records. Sleep
logs included nightly information about bedtimes, nighttime awakenings, daytime naps, and
morning wake times. Actigraphy variables examined in the current study included bedtime/
time in bed (TIB), total sleep time in minutes (TST), wake minutes after sleep onset
(WASO), number of awakenings (NA), and duration of awakenings in minutes (DA). Study
procedures were approved by the IRB at Children’s National Medical Center.

2.5. Preliminary Analyses
An independent samples t-test was used to compare the total number of days with complete
actigraphy data between the groups. A non-significant difference was found (see Table 2).
Non-significant within group differences were also found for weekday versus weekend
sleep. Actigraphy sleep variables were therefore averaged across the entire assessment
period. Subjective sleep scores (CSHQ and SSR) were non-normally distributed (i.e., skew
and kurtosis) so data were log transformed to meet test assumptions of normality.

Although no child with OCD had secondary MDD, we examined possible differences in
depressive symptoms between the groups using total CDI scores. Results revealed
significantly higher CDI scores among the OCD group (M = 10.17, SD = 6.1) compared to
controls (M = 1.00, SD = 1.2) [t(10) = −3.58, p < .01]. Three of 6 (50%) children with OCD
had CDI scores falling within or approaching the clinical range. Based on the potential
mediating role of depression on sleep in adult OCD patients (Bobdey et al., 2002), CDI
scores were used as a covariate in subsequent analyses.
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3. Results
3.1. Objective Sleep Patterns

To address the study’s primary aim, a multivariate analysis of covariance (MANCOVA) was
conducted for all actigraphy variables (TIB, TST, WASO, NA, and DA). The overall model
was significant [(F (1,9) = 6.69, p < .05; partial eta2= .87]. Follow-up univariate tests
indicated significant group differences for 3 of the 5 sleep variables examined in the model.
On average, children with OCD evidenced significantly reduced TST, increased WASO and
increased DA compared to controls. Differences for TIB and NA were non-significant,
indicating similar bedtimes and number of nighttime awakenings between the groups.
Means, standard deviations, and effect sizes for objective sleep variables are reported in
Table 2.

3.2. Subjective Sleep Reports
Univariate ANCOVAs were used to compare CSHQ and SSR total scores between the
groups. After controlling for depressive symptoms, the group difference for CSHQ scores
was non-significant [(F (1,11) =.72, p > .05]. Similarly, SSR scores between the OCD and
controls groups did not significantly differ [(F (1,11) =.60, p > .05]. See Table 2.

3.3. Associations among Sleep Variables and OCD Severity
Correlational analyses were conducted to investigate possible relationships among objective
sleep variables and severity of OCD symptoms. Specifically, partial correlations were
calculated for actigraphy variables and CY-BOCS obsessions and compulsions scores. The
overall matrix revealed a significant negative association between TST and CY-BOCS
compulsions [r = −.97, p < .05].

4. Discussion
The current study is the first (that we are aware of) to compare the objective sleep patterns
of pre-pubescent children with primary OCD and a non-psychiatric control group. OCD
patients were medically healthy, did not meet criteria for MDD, and were not taking any
psychotropic medications. Thus, in lieu of a small sample size, sleep findings appear
representative of the primary disorder of interest. On average, children with OCD received
more than one hour less sleep than controls. Even though our data did not permit reliable
assessment of sleep onset latency, the overall difference in TST was evidently due to the
OCD group spending a greater amount of time awake during the night. Interestingly, while
the total number of awakenings was similar across groups, the average duration of wake
episodes was twice as long in children with OCD. These objective findings indicate the
presence of significant sleep fragmentation and overall inadequate amounts of sleep in
pediatric OCD patients worthy of further investigation.

After controlling for any depressive symptoms, parent report of sleep problems failed to
differentiate the groups even though CSHQ scores for all children with OCD fell in the
clinical range (Owens et al., 2000a). Similarly, despite having SSR scores suggestive of
sleep difficulties (Owens et al., 2000b), the OCD group did not differ from controls on a
self-report sleep measure. However, because our study was inadequately powered to detect
anything but large differences, more research is needed to understand whether subjective
sleep reports sufficiently reflect the objectively measured sleep patterns of children with
OCD.

The strong negative association found for TST and CY-BOCS compulsions is somewhat
novel. Robinson et al. (1998) reported a marginally-significant negative correlation (r=−.51)
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between TST and total Y-BOCS scores in a sample of 13 non-medicated, non-depressed
adults with OCD, though separate associations with specific types of symptoms were not
examined. Even though pediatric patients sometimes present with compulsions only (Geller
et al., 1998; Last & Strauss, 1989), all of the children in the current sample reported both
obsessions and compulsions. While our findings require replication, it is interesting
nonetheless to speculate on possible mechanisms linking insufficient sleep with more severe
compulsive behaviors. Notably, sleep loss has the most profound effects on functions of the
prefrontal cortex including the ability to monitor and inhibit behavior (see Muzur, Pace-
Schott & Hobson, 2002). Since the same types of executive functioning deficits are
established features of OCD (Andres et al., 2007; Greisberg & McKay, 2003; Huyser,
Veltman, Wolters, de Haan, & Boer, 2010), behavioral inhibition of compulsions/rituals
may be more likely to fail in combination with inadequate sleep.

Despite some strengths, a clear limitation of this pilot investigation is its small sample size
and associated lack of statistical power. Although effect sizes for univariate tests of
objective sleep variables provide some confidence that our results are clinically, in addition
to statistically, significant, research among larger samples of children with OCD is
necessary. Also, as discussed, research exists suggesting that sleep is more disrupted in
patients with greater OCD severity (Storch et al., 2008; Kluge et al., 2007). Since 5 of the 6
patients in this study had CY-BOCS scores in the severe range, future research utilizing a
broader array of pediatric patients will better elucidate this relationship. It is also feasible
that the sleep of OCD patients in this study may have been more disrupted as a function of
wearing the actigraph. However, because none of the children (or their parents) reported or
demonstrated difficulty wearing the actigraph during the one-week assessment, this
possibility seems unlikely.

In summary, objective findings indicate significantly disrupted sleep patterns in pre-
adolescent children with OCD as well as an association with more severe compulsions. In
light of the limited evidence for sleep abnormalities in adult patients, our preliminary
findings appear to fit with a larger body of research highlighting distinct developmental
differences in the presentation of OCD during childhood. Nonetheless, other actigraphy-
based studies of sleep in the home environment are absent from the empirical literature. In
this study we found significantly reduced total sleep among children with OCD compared to
controls. This difference was primarily explained by nighttime awakenings that were more
than twice as long in the OCD group. More research is required to establish the
representativeness of these findings in larger samples of pediatric patients including possible
associations with OCD symptomatology.

References
Alfano CA, Pina AA, Zerr AA, Villalta IK. Pre-Sleep arousal and sleep problems of anxiety-

disordered youth. Child Psychiatry and Human Development. 2010; 41(2):156–167. [PubMed:
19680805]

Andres S, Boget T, Lazaro L, Penades R, Morer A, Salamero M, Castro-Fornieles J.
Neuropsychological performance in children and adolescents with obsessive-compulsive disorder
and influence of clinical variables. Biological Psychiatry. 2007; 61:946–951. [PubMed: 17157271]

Bobdey M, Fineberg N, Gale TM, Patel A, Davies HA. Reported sleep problems in obsessive
compulsive disorder (OCD). Primary Care Psychiatry. 2002; 6(1):15–21.

Busato GF, Buchpiguel CA, Zamignani DR, Garrido GEJ, Glabus MF, Rosario-Campos MC, et al.
Regional cerebral blood flow abnormalities in early-onset obsessive-compulsive disorder: An
exploratory SPECT study. Journal of the American Academy of Child & Adolescent Psychiatry.
2001; 40(3):347–354. [PubMed: 11288777]

Alfano and Kim Page 6

J Anxiety Disord. Author manuscript; available in PMC 2012 August 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Carmona S, Bassas N, Rovira M, Gispert JD, Soliva JC, Prado M, et al. Pediatric OCD structural brain
deficits in conflict monitoring circuits: A voxel-based morphetry study. Neuroscience Letters. 2007;
421:218–223. [PubMed: 17573192]

Castle DJ, Deale A, Marks IM. Gender differences in obsessive compulsive disorder. Australian and
New Zealand Journal of Psychiatry. 1995; 29(1):114–117. [PubMed: 7625960]

Craighead WE, Curry JF, Ilardi SS. Relationship of Children’s Depression Inventory factors to Major
Depression among adolescents. Psychological Assessment. 1995; 7(2):171–176.

Dahl RE. The impact of inadequate sleep on children’s daytime cognitive function. Seminars in
Pediatric Neurology. 1996; 3(1):44–50. [PubMed: 8795841]

Fireman B, Koran LM, Leventhal JL, Jacobson A. The prevalence of clinically recognized obsessive-
compulsive disorder in a large health maintenance organization. American Journal of Psychiatry.
2001; 158:1904–1910. [PubMed: 11691699]

Friedlander L, Desrocher M. Neuroimaging studies of obsessive-compulsive disorder in adults and
children. Clinical Psychology Review. 2006; 26(1):32–49. [PubMed: 16242823]

Geller DA, Biederman J, Faraone S, Agranat A, Cradock K, Hagermoser L, et al. Developmental
aspects of obsessive compulsive disorder: Findings in children, adolescents, and adults. The
Journal of Nervous and Mental Disorders. 2001; 189(7):471–477.

Geller DA, Biederman J, Jones J, Shapiro S, Schwartz S, Park KS. Obsessive- compulsive disorder in
children and adolescents: A review. Harvard Review of Psychiatry. 1998; 5(5):260–273. [PubMed:
9493948]

Gilbert AR, Akkal D, Almeida JRC, Mataix-Cols D, Kalas C, Devlin B, et al. Neural correlates of
symptom dimensions in pediatric obsessive-compulsive disorder: A functional magnetic resonance
imaging study. Journal of the American Academy of Child & Adolescent Psychiatry. 2009;
48:936–944. [PubMed: 19625980]

Gregory AM, Caspi A, Eley TC, Moffitt TE, O’Connor TG, Poulton R. Prospective longitudinal
associations between persistent sleep problems in childhood and anxiety and depression disorders
in adulthood. Journal of Abnormal Child Psychology. 2005; 33(2):157–163. [PubMed: 15839494]

Gregory AM, Eley TC, O’Connor TG, Plomin R. Etiologies of associations between childhood sleep
and behavioral problems in a large twin sample. Journal of the American Academy of Child and
Adolescent Psychiatry. 2004; 43(6):744–751. [PubMed: 15167091]

Greisberg S, McKay D. Neuropsychology of obsessive-compulsive disorder: a review and treatment
implications. Clinical Psychology Review. 2003; 23:95–117. [PubMed: 12559996]

Hohagen F, Lis S, Krieger S, Winkelmann G, Riemann D, Fritsch-Montero R, et al. Sleep EEG of
patients with obsessive-compulsive disorder. European Archives of Psychiatry and Clinical
Neuroscience. 1994; 243(5):273–278. [PubMed: 8172942]

Huyser C, Veltman DJ, de Haan E, Boer F. Paediatric obsessive–compulsive disorder, a
neurodevelopmental disorder? Evidence from neuroimaging. Neuroscience & Biobehavioral
reviews. 2009; 33:818–830. [PubMed: 19428494]

Huyser C, Veltman DJ, Wolters LH, de Haan E, Boer F. Functional magnetic resonance imaging
during planning before and after cognitive-behavioral therapy in pediatric obsessive-compulsive
disorder. Journal of the American Academy of Child and Adolescent Psychiatry. 2010; 49:1238–
1248. [PubMed: 21093773]

Insel TR, Gillin C, Moore A, Mendelson WB, Loewenstein RJ, Murphy DL. The sleep of patients with
obsessive-compulsive disorder. Archives of General Psychiatry. 1982; 39(12):1372–1377.
[PubMed: 7149896]

Last CG, Strauss CC. Obsessive-compulsive disorder in childhood. Journal of Anxiety Disorders.
1989; 3(4):295–302.

Kluge M, Schussler P, Dresler M, Yassouridis A, Steiger A. Sleep onset REM periods in obsessive
compulsive disorder. Psychiatry Research. 2007; 152(1):29–35. [PubMed: 17316824]

Kovacs M. The Children’s Depression Inventory (CDI). Psychopharmacology Bulletin. 1985; 21(4):
995–998. [PubMed: 4089116]

Kovacs, M. The children’s depression inventory (CDI). North Tonawanda, NY: Multi-Health Systems;
1991.

Alfano and Kim Page 7

J Anxiety Disord. Author manuscript; available in PMC 2012 August 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Maia TV, Cooney RE, Peterson BS. The neural bases of obsessive-compulsive disorder in children and
adults. Development and Psychopathology. 2008; 20:1251–1283. [PubMed: 18838041]

Maltby N, Tolin DF, Worhunsky P, O’Keefe TM, Kiehl KA. Dysfunctional action monitoring
hyperactivates frontal-striatal circuits in obsessive-compulsive disorder: an event-related fMRI
study. Neuroimage. 2005; 24:495–503. [PubMed: 15627591]

Mancebo MC, Garcia AM, Pinto A, Freeman JB, Przeworski A, Stout R, … Rasmussen SA. Juvenile-
onset OCD: Clinical features in children, adolescents, and adults. Acta Psychiatrica Scandinavica.
2008; 118(2):149–159. [PubMed: 18699949]

Masi G, Millepiedi S, Mucci M, Bertini N, Milantoni L, Arcangeli F. A naturalistic study of referred
children and adolescents with obsessive-compulsive disorder. Journal of the American Academy
of Child and Adolescent Psychiatry. 2005; 44(7):673–681. [PubMed: 15968236]

Muzur A, Pace-Schott EF, Hobson JA. The prefrontal cortex in sleep. Trends in Cognitive Sciences.
2002; 6:475–481. [PubMed: 12457899]

Ong SH, Wickramaratne P, Tang M, Weissman MM. Early childhood sleep and eating problems as
predictors of adolescent and adult mood and anxiety disorders. Journal of Affective Disorders.
2006; 96(1–2):1–8. [PubMed: 16844230]

Owens JA, Maxim R, Nobile C, McGuinn M, Msall M. Parental and self- report of sleep in children
with attention-deficit/hyperactivity disorder. Archives of Pediatrics and Adolescent Medicine.
2000a; 154(6):549–555. [PubMed: 10850500]

Owens JA, Spirito A, McGuinn M. The Children’s Sleep Habits Questionnaire (CSHQ): Psychometric
properties of a survey instrument for school-aged children. Sleep. 2000b; 23(8):1043–1051.
[PubMed: 11145319]

Peirano PD, Algarin CR. Sleep in brain development. Biological Research. 2007; 40(4):471–478.
[PubMed: 18575679]

Perani D, Colombo C, Bressi S, Bonfanti A, Grassi F, Scarone S, et al. [18F]FDG PET study in
obsessive-compulsive disorder. A clinical/metabolic correlation study after treatment. British
Journal of Psychiatry. 1995; 166:244–250. [PubMed: 7728370]

Pujol J, Soriano-Mas C, Alonso P, Cardoner N, Menchon JM, Deus J, Vallejo J. Mapping structural
brain alterations in obsessive–compulsive disorder. Archives of General Psychiatry. 2004; 61:720–
730. [PubMed: 15237084]

Rapoport J, Elkins R, Langer DH, Sceery W, Buchsbaum MS, Gillin JC, et al. Childhood obsessive-
compulsive disorder. American Journal of Psychiatry. 1981; 138:1545–1554. [PubMed: 7304788]

Rasmussen SA, Eisen JL. The epidemiology and differential diagnosis of obsessive compulsive
disorder. Journal of Clinical Psychiatry. 1992; 53S:4–10. [PubMed: 1564054]

Robinson D, Walsleber J, Pollack S, Lerner G. Nocturnal polysomnography in obsessive-compulsive
disorder. Psychiatry Research. 1998; 80(3):257–263. [PubMed: 9796941]

Sadeh A, Acebo C. The role of actigraphy in sleep medicine. Sleep Medicine Reviews. 2002; 6(2):
113–124. [PubMed: 12531147]

Sadeh A, Alster J, Urbach D, Lavie P. Actigraphically based automatic bedtime sleep-wake scoring:
Validity and clinical applications. Journal of Ambulatory Monitoring. 1989; 2:209–216.

Sadeh A, Raviv A, Gruber R. Sleep patterns and sleep disruptions in school-age children.
Developmental Psychology. 2000; 36(3):291–301. [PubMed: 10830974]

Scahill L, Riddle MA, McSwiggin-Hardin M, Ort SI, King RA, Goodman WK, Leckman JF.
Children’s Yale-Brown Obsessive-Compulsive Scale: Reliability and validity. Journal of the
American Academy of Child and Adolescent Psychiatry. 1997; 36(6):844–852. [PubMed:
9183141]

Scher A, Hall A, Zaidman-Zait A, Weinberg J. Sleep quality, cortisol levels, and behavioral regulation
in toddlers. Developmental Psychobiology. 2010; 52:44–53. [PubMed: 19921708]

Silverman WK, Saavedra LM, Pina AA. Test-retest reliability of anxious symptoms and diagnoses
with the Anxiety Disorders Interview Schedule for DSM-IV: Child and parent versions. Journal of
the American Academy of Child Psychiatry. 2001; 40(8):937–944.

Silverman, WK.; Albano, AM. The Anxiety Disorders Interview Schedule for DSM- IV : Child/Parent
Interview Schedule. Boulder, CO: Graywind; 1996.

Alfano and Kim Page 8

J Anxiety Disord. Author manuscript; available in PMC 2012 August 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Smucker MR, Craighead WE, Craighead LW, Green BJ. Normative and reliability data for the
Children’s Depression Inventory. Journal of Abnormal Child Psychology. 1986; 14(1):25–39.
[PubMed: 3950219]

Storch EA, Merlo LJ, Larson MJ, Geffken GR, Lehmkuhl HD, Jacob ML, et al. The impact of
comorbidity on cognitive-behavioral therapy response in pediatricc obsessive compulsive disorder.
Journal of the American Academy of Child and Adolescent Psychiatry. 2008; 47:583–592.
[PubMed: 18356759]

Storch EA, Murphy TK, Adkins JW, Lewin AB, Gettken GR, Johns NB, et al. The Children’s Yale-
Brown Obsessive-Compulsive Scale: Psychometric properties of child and parent-report formats.
Journal of Anxiety Disorders. 2006; 20(8):1055–1070. [PubMed: 16503111]

Swedo SE, Rapoport JL, Leonard H, Lenane M, Cheslow D. Obsessive- compulsive disorder in
children and adolescents. Archives of General Psychiatry. 1989; 46 (4):335–341. [PubMed:
2930330]

Whiteside SP, Port JD, Abramowitz JS. A meta-analysis of functional neuroimaging in obsessive-
compulsive disorder. Psychiatry Research. 2004; 132(1):69–79. [PubMed: 15546704]

Wong MM, Brower KJ, Nigg JT, Zucker RA. Childhood sleep problems, response inhibition, and
alcohol and drug outcomes in adolescence and young adulthood. Alcoholism: Clinical and
Experimental Research. 2010; 34(6):1033–1044.

Yucelen AG, Rodopman-Arman A, Topcuoglu V, Yazgan MY, Fisek G. Interrater reliability and
clinical efficacy of Children’s Yale-Brown Obsessive-Compulsive Scale in an outpatient setting.
Comprehensive Psychiatry. 2006; 47(1):48–53. [PubMed: 16324902]

Alfano and Kim Page 9

J Anxiety Disord. Author manuscript; available in PMC 2012 August 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Alfano and Kim Page 10

Table 1

Demographic and Clinical Characteristics of the OCD and Control groups

OCD Group Control Group p value

Age (M/SD) < .05

9.33 (1.86) 9.66 (.81)

Gender (n/%) <.05

 Males 5 (83) 5 (83)

 Females 1 (17) 1 (17)

Race/Ethnicity (n/%) <.05

 Caucasian 5 (83) 5 (83)

 African American 1 (17) 1(17)

Family Income (n/%) <.05

 Less then $10, 000 1 (17) 0 (00)

 Between $50–100,000 0 (00) 2 (33)

 More than $100,000 5 (83) 4 (67)

Marital Status (n/%) <.05

 Married to child’s other parent 5 (83) 6 (100)

 Single 1 (17) 0 (00)

Academic Placement (n/%) <.05

 Regular/mainstream 3 (50) 5 (83)

 Private 2 (33) 1 (17)

 Not reported 1 (17) 0 (00)
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Table 2

Means and Standard Deviations for Sleep Variables by Group controlling for Depressive Symptoms

OCD Group Control Group F-value Partial Eta2

Total days of actigraphy 6.2 7.0 4.31

Bedtime/Time in bed [TIB] (M/SD in military time) 22:32 22:20 0.14 .04

Total Sleep Time [TST] (M/SD in minutes) 389.0 (32.9) 480.0 (21.5) 32.15** .65

Wake after sleep onset [WASO] (M/SD in minutes) 141.5 (36.9) 62.6 (26.6) 18.02** .57

Number of Awakenings [NA] (M/SD) 21.5 (3.8) 21.3 (7.7) 0.03 .02

Duration of Awakenings [DA] (M/SD in minutes) 9.2 (2.1) 4.0 (.70) 32.17** .59

CSHQ Total (M/SD) 54.8 (13.7) 38.0 (4.1) 0.72 .09

SSR Total (M/SD) 21.2 (5.4) 14.0 (1.7) 0.60 .07

Note:

**
p < .001
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