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Abstract

Background: The relationship between bipolar disorder (BD) and obsessive-compulsive disorder (OCD) is investigated in several
studies. According to the reports, the comorbidity of these two-disorders is more than the general population.
Objectives: The current study aimed to compare the severity of OCD in different episodes of BD.
Methods: This cross-sectional (descriptive-analytic) study included 90 patients referred to Baharan Psychiatric Center affiliated to
the Zahedan University of Medical Science in 2019 with a primary diagnosis of BD according to Semi-structured interview (SCID).
The Yale-Brown Obsessive-Compulsive scale was used to measure the severity of OCD symptoms in different episodes of BD.
Results: The severity of OCD symptoms in the depression group was significantly higher than the manic (P < 0.01) and remission
groups (P < 0.01).
Conclusions: Mood state influences the severity of obsessive-compulsive symptoms. Since the course of disorder in the comorbidity
of these two disorders become chronic and diagnosis, and the OCD is difficult in the manic episode; it is necessary to be aware when
diagnosing BD or OCD.
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1. Background

The key feature of bipolar disorder (BD) is the tendency
of manic episodes that can be alternate with depressive
episodes. The two major categories of BD are bipolar I
disorder, which includes at least one manic episode that
can be alternated with depressive episodes, and Bipolar II
Disorder, which includes at least one episode of hypoma-
nia that is influenced by one or more than one episode
of depression. The obsession-compulsive disorder (OCD)
is identifying by the presence of the obsessions that are
recurrent and persistent intrusive thoughts, urges or im-
ages, and/or the compulsions that are repetitive behaviors
or mental acts that feel driven to act in response to the ob-
session or as rules that must be applied rigidly (1).

The association between OCD and mood disorders has
been reported in different studies (2-4). Depression is one
of the most common comorbid disorders with OCD, al-
though BD comorbid with 10% to 20% of patients with pri-
mary OCD diagnosis and the rate of comorbidity of OCD
with primarily BD diagnosis is reported to be 9% to 35%,
which is higher than the general population (2, 4-8). In

some studies, OCD is reported to be rare in Manic episodes
(9). Moreover, some studies have shown that the OCD re-
lapses after the manic episode or at the onset of depressive
episodes (10, 11).

It seems that OCD symptoms decline in manic and hy-
pomanic episodes but increases in depressive episodes.
Several studies have shown that comorbidity of OCD with
major depressive disorder results in increased severity of
OCD symptoms, while comorbidity of BD with OCD is the
cause of recurrent OCD symptoms (12, 13). The results of
recent studies regarding the association of these two dis-
orders indicate that the onset age of BD in BD-OCD comor-
bidity is lower than BD without OCD. BD may have not any
effect on the phenomenology of OCD, but features like the
periodicity of the OCD symptoms, seasonality, rapid cy-
cling, earlier onset of BD, and impulsivity in the BD-OCD
may describe a different form of BD (14).

The findings on the treatment of BD-OCD comorbidi-
ties indicate that Antidepressants can be a trigger to re-
lapse manic episodes, and Benzodiazepines can cause ad-
diction problems, so Cognitive-behavioral therapy can be
an alternative therapy.
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A study indicated that since the combination of arip-
iprazole and clozapine can reduce OCD symptoms without
destabilizing the patient’s mood, it can be an appropriate
medication (15), but other research suggested that mood
stabilizers should be the primary goal in treating BD-OCD
comorbidities (16). On the other hand, BD-OCD patients
may respond to the appropriate dosage of mood stabiliz-
ers and atypical antipsychotics for symptoms of both dis-
orders (17).

Many studies have investigated the BD symptoms in
OCD patients, but few of their participants were patients
with primary BD diagnosis. Therefore, we hypothesized
that the severity of OCD symptoms should be rare or lower
in manic episodes compared to the depressive episode.

2. Objectives

The current study aimed to compare the severity of
OCD symptoms in different episodes of BD.

3. Methods

3.1. Participants and Procedure

The current cross-sectional (descriptive-analytic) study
is conducted in 2019 on 90 patients who were referred
to the psychiatric hospital of Baharan affiliated to the Za-
hedan University of Medical Sciences (Iran) with a primary
diagnosis of BD according to the semi-structural clinical in-
terview.

The inclusion criteria included having a primary diag-
nosis of a bipolar mood disorder, being aged > 18, and the
ability to answer the questions. Exclusion criteria were
having any psychiatric disorders other than OCD or BD,
having neurological and organically problems, a history of
substance abuse, and being in a mixed episode of BD.

A psychiatrist diagnosed the patient by clinical inter-
view; then, a clinical psychologist performed a diagno-
sis of bipolar mood disorder independently with a semi-
structural interview (SCID-I). Then, patients were divided
into three groups according to their current episode (30
patients in the Manic group, 30 patients in the depres-
sive group, and 30 patients in remission). By using the
obsessive-compulsive scale of Yale-Brown the severity of
OCD symptoms was measured and compared among dif-
ferent groups.

3.2. Measurements

The Y-BOCS (Yale-Brown Obsessive-Compulsive scale):
This questionnaire is designed as a semi-structured inter-
view to assess the severity of obsession and compulsion
symptoms. It consists of 10 questions, which are scored by

a four-point Likert scale, and its cut point for significant
symptoms is 14 (18). The validity and reliability of the Per-
sian version are 0.64 and 0.84, respectively (19).

3.2.1. Semi-Structured Interview

Semi-structured interview (SCID-I) is a semi-structured
interview for the diagnosis of an axis I disorder of DSM-IV.
It should be conducted by a mental health staff who is fa-
miliar with the DSM (20). The validity and reliability of the
Persian version are 0.85 and 0.55, respectively (21, 22).

3.3. Statistical Analysis

Data were analyzed by SPSS version 24. Descriptive
statistics indexes such as mean, standard deviation, fre-
quency, and percentile were employed. The independent
t-test was used for comparing the severity of OCD symp-
toms between men and women, and the one-way ANOVA
with Tukey post hoc test was used to examine the severity
of OCD symptoms in three groups.

4. Results

Of 90 patients, 67(74.4%) were male. The mean age of
the patients was 35.08± 11.47. There was no significant cor-
relation between age and OCD score. Socio-demographic
details and the severity of OCD symptoms are summarized
in Table 1.

Table 1. Socio-Demographic and the Result of OCD Symptoms Different Between
Variables (N = 90)a , b

Variables Values Mean Differences

Gender -3.14c

Male 67 (74.4)

Female 23 (25.6)

Marital status 2.45

Single 31 (34.4)

Married 39 (43.3)

Divorced 20 (22.2)

OCD symptoms severity

Manic episode 2.53 ± 4.73

Depressive episode 11.76 ± 12.73

Remission 2.37 ± 4.57

aValues are expressed as No. (%) or mean ± SD.
bIndependent t-test used for difference between genders. One-way ANOVA used
for difference between marital status.
cP < 0.01.

ANOVA analyses showed a significant difference be-
tween three groups concerning the total score (P value <
0.01, F = 12.69), obsession score (P value < 0.01, F = 11.49),
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and compulsion score (P value < 0.01, F = 10.61). One-Way
ANOVA results are summarized in Table 2.

Tukey’s post hoc test was used to track the differences
between the three groups. The results showed that the
mean difference in the total score of OCD symptoms in
the manic group (2.53 ± 4.73) was significantly lower than
the depressive group (11.76 ± 12.73) (P value < 0.001). Also,
the mean difference of the Remission group (2.37 ± 4.57)
was significantly lower than the depressive group (P value
< 0.001), there was no significant difference between the
manic and remission groups. The separate scores of obses-
sion and compulsion showed the same results as the total
score.

5. Discussion

The current study aimed to investigate the severity of
OCD symptoms in different episodes of BD. Ninety patients
with a primary diagnosis of BD were divided into three
groups (i.e., manic, depressive, and remission). Then the
severity of OCD symptoms was assessed and compared.
As our hypothesis, patients in the depressive group had
higher OC symptoms scores, compared to the manic and
remission groups. The findings of this study indicated that
the mood state affects the severity of OC symptoms. Also,
BD patients on remission had the lowest severity of OC
symptoms compared to the manic and depressive groups.

Although the comorbidity rate of OCD and BD disor-
ders is significant concerning the epidemiology and clini-
cal contexts (23, 24), some studies reported that in a manic
episode, the appearance of OCD symptoms is very rare, but
that relapse after remission of manic episode or at the on-
set of a depression episode (9, 10). The results of this study
are similar to the findings of Jeon et al., which showed that
in two-thirds of 314 patients with the OCD-BD diagnose,
OCD symptoms had the most severity in the depressive
episode; Besides, they showed that in BD-OCD, BD was asso-
ciated with earlier onset (25). Karno et al. (9) showed that
in the manic episode, the severity of the OCD was lower.
Takasu et al. (26) also mentioned that the symptoms of
patients with a primary diagnosis of OCD were improved
during a manic episode and remission, but the severity
of OCD symptoms was increased during the depression
episode. In line with the findings of the current study,
Ozdemiroglu et al. (14) also found the depression was cor-
related with active OC symptoms in BD patients. Further-
more, the majority of BD-OCD patients stated that their
previous OC symptoms appeared predominantly during
the depressive episodes. Mahasuar et al. (27) also showed
worsening of OCD in depression episodes and improve-
ment in the manic episode, which is similar to our findings
and observations made previously. Besides, it supports the

argument that comorbid BD affects the course of OCD in a
distinct manner.

Previous studies on the comorbidity of these two disor-
ders have shown that these patients have a higher chance
of developing other disorders, including anxiety and sub-
stance abuse disorders (4, 28, 29). According to the find-
ings on the comorbidity of these two disorders, it leads BD
to a chronic course, but BD affects the OCD in a distinct
way, which causes a seasonality course of OCD. It is likely
that both disorders may have common pathophysiology,
or emotion dysregulation may be the common etiology of
these two disorders (30).

Regardless of the epidemiological associations, the co-
morbidity of these two disorders can be a dilemma, be-
cause serotonin reuptake inhibitors (SSRIs) that are com-
monly used to treat OCD increases the risk of manic
episodes (31-33). A study on untreated BD patients using
a PET scan showed that the neurotransmitter-serotonin
binding potential in the insula and Dorso Cingular Cortex
in BD-OCD patients is higher than those BD patients with-
out OCD (34). Another study has shown that patients with
both BD and OCD are more likely to have a family history of
mood disorders and a lower probability of having a family
history of OCD (35).

The manic episode might have contributed to the
under-reporting of distressful OC symptoms, appearing
in a lower comorbidity rate. In contrast, possible over-
reporting of OC symptoms in patients with depression
may have caused a mislabeling of ruminations as obses-
sions (24). It seems that BD has a patio plastic modulating
effect on the course of OCD. Higher severity of OCD in de-
pression episodes and improvement in the manic episode
also is consistent with the changes in the expression of
OCD due to BD (16, 36). Furthermore, some case reports de-
scribed the onset of mania in response to treatment with
SSRI in OCD patients, despite some of them had no history
of BD (37).

5.1. Limitations

The findings of this study showed the severity of the
OCD is significantly higher in women, therefore, it is sug-
gested to further investigate the possible reasons for this
difference. Also, because of the limited number of bipolar
patients with mixed features or in the hypomanic episode,
they were excluded from the study, so we suggest to in-
vestigate these patients in future studies. Additionally, it
is better to adjust the psychotic features of patients in fu-
ture studies, it is also recommended to compare the sever-
ity of the OCD symptoms in depression episodes of bipolar
patients and unipolar depressive disorder. In the current
study, the number of episodes of patients was not consid-
ered despite the possible effect on OCD severity.
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Table 2. One-Way ANOVA Results of OCD Symptoms Score Different Between Bipolar Groups (N = 90)

BD Episodes
OCD Symptoms Obsession Symptoms Compulsion Symptoms

Mean Differences P Value Mean Differences P Value Mean Differences P Value

Manic

Depressive -9.23 < 0.01 -5.23 < 0.01 -4.00 < 0.01

Remission 0.16 0.575 -0.26 0.97 0.43 0.91

Depressive

Manic 9.23 < 0.01 5.23 < 0.01 4.00 < 0.01

Remission 9.04 < 0.01 4.97 < 0.01 4.43 < 0.01

Remission

Manic -0.16 0.99 0.26 0.97 -0.43 0.91

Depressive -9.40 < 0.01 -4.97 < 0.01 -4.43 < 0.01

F 12.69a 11.49a 10.61a

aP < 0.01.

5.2. Conclusions

The current study showed that OCD symptoms are rare
in manic episodes and become more severe in the depres-
sive episode. Based on the aforementioned studies, BD-
OCD patients have higher rates of comorbidity with other
disorders (like anxiety and substance abuse) and the sui-
cide, and since this comorbidity makes the course of BD
chronic and our study showed that OCD symptoms are less
severe in a manic episode, health care providers should be
aware of OCD symptoms when diagnosing BD.
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