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Abstract Obsessive–compulsive disorder (OCD) is an

ailment of heterogeneous nature. It is believed that the age

of onset determines the subtype of juvenile OCD. The

objective of our study was to evaluate the rates of symp-

toms’ contents and the age of manifestation of the various

OCD symptoms in adolescents and adults with early and

late onset of disorder. Both authors independently reviewed

the medical charts of patients treated for OCD between

1999 and 2007 in a psychiatric university hospital. Patients

were evaluated using the Yale–Brown obsessive–compul-

sive scale check list (Y-BOCS). The patients were grouped

as adolescents (group 1), adults with late onset (group 2)

and adults with early onset (group 3). Chi2 was used for

nominal variables and the non-parametric Kruskal–Wallis

ANOVA for continuous comparisons due to deviations

from normality of distribution. A total of 132 patients were

enrolled in the study (44 group 1, 43 group 2 and 45 group

3). There were no differences in gender distribution.

Religious, sexual and miscellaneous obsessions were more

frequent and somatic less frequent in group 1 than in group

2. Contamination compulsions were most seldom found in

group 1. Cleaning obsessions were more frequent in group

3 than in group 1. Checking were the rarest and miscella-

neous, the most often compulsion among adolescents in

comparison to other groups. The symptoms’ content in

adolescents differed from those observed in adult, both

with early and later onset of the disease. The age at onset

influences the rates of adult patients’ compulsions.

Keywords Obsessions � Compulsions � Adults �
Adolescents � Age of onset

Introduction

Obsessive–compulsive disorder (OCD) is heterogeneous in

nature and depends for example on the patient’s sex,

coexisting disorders, family history and age of onset [4, 5,

7, 8, 11–13, 22].

In particular, the differences in symptomatology

between pediatric and adult patients with OCD are of

interest for clinicians [14]. In adolescent samples, the most

common categories of obsession are reported as follows:

contaminations, fear of illness/fate, exactness/symmetry

and religiosity/scrupulousness [23]. In studies on adults

similar frequencies of these contents were found. Sexual

and aggressive obsessions were more common in adult

groups [3, 17, 18]. The most common contents of com-

pulsion in adolescents were (starting from the most fre-

quent): cleaning, repeating and checking [23, 26]; in adults:

checking, cleaning [18, 19, 28] and counting [17, 18].

Unfortunately, direct comparisons of pediatric and adult

populations using similar methodology are scarce. The

available data shows higher frequency of aggressive

obsessions in the children/adolescent group than in the

adult group. Religious and sexual obsessions were pre-

dominantly associated with the adolescent period [8].

Researchers postulate that juvenile OCD is a develop-

mental subtype determining its course throughout adult life

[5, 7, 15, 20, 27]. Therefore, age of onset might also

influence OC-profile. There is evidence that adult patients

with early onset (EO) differ clinically from those with

late onset of OCD (LO). For example, EO patients had a

more premature onset of sub-clinical symptoms, a more
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aggressive course of disease, greater number [21] and

severity of symptoms. They also exhibited higher fre-

quency of tic-like compulsions, sensory phenomena and

comorbid tic disorders [20]. Moreover, EO patients, com-

pared to LO, had worse short-term therapeutic response to

clomipramine and selective serotonin reuptake inhibitors

[20] or required a greater number of therapeutic regimens

with different medications [5]. These findings suggested

that early onset obsessive–compulsive disorder (EOCD)

represents a more severe subtype of OCD [5]. However,

there is no consensus with regard to the specific content of

the symptoms associated with EOCD [5] and regarding

symptoms’ stability over time.

The purpose of this study was twofold. First, to inves-

tigate differences in OCD symptoms between adolescent

versus adult patients and second between EOCD versus

LOCD groups. This is the first report of its type concerning

Polish inpatients and, to the authors’ knowledge, the first

such report in English from any eastern European country.

Method

The Institutional Review Board approved this study. This is

only a retrospective chart review of inpatients treated for

OCD in the period 1999–2007, in psychiatric units of the

Central Clinic Hospital of the Medical University of Lodz.

Information on outpatients with OCD was not available.

Both authors reviewed the medical charts independently.

Any discrepancies were resolved by best estimate case

conferences. All patients were diagnosed during non-

structured psychiatric interview by board certified psychi-

atrists or child and adolescent psychiatrists.

Inclusion criteria were set as follows: a fulfilment of

both ICD-10 [24] and DSM-IV [2] criteria of OCD, age of

less than 60 years, and available full medical record

including Y-BOCS [9, 10]. The patients were divided into

three groups: adolescents (group 1), adults (aged 19 years

or older) with onset at 18 years or later (group 2) and adults

with onset prior to 18 years (group 3). The groups’ division

was similar to those made by Sobin et al. [21]. According

to the relevant literature, ‘‘the age of onset’’ was defined as

the age that the patient, or family member, remembered as

the beginning of obsessive–compulsive symptoms [20].

A classification of symptoms detailed in Y-BOCS was

used during the clinical interview at the first hospitalization

due to OCD. Psychiatric comorbid disorders were also

diagnosed according to the International Classification of

Diseases, 10th revision [24]. Comorbidity was allowed for

inclusion in the study. Reliability between the interviewers

could not be verified, due to the retrospective character of

the study. Nominal data are presented as percentages

and were compared using Chi2, Yates corrected Chi2 or

two-tailed Fisher’s exact test depending on group size.

Ordinal variables are given as medians and interquartile

ranges (IQR). These were compared using the non-para-

metric Kruskal–Wallis ANOVA with a post-hoc, Bonfer-

roni corrected Mann–Whitney U test, due to the deviations

from normality of distribution. A P level of less than 0.05

was considered as statistically significant. Statistica 7.0

statistical package (Statsoft, Tulsa, USA) was used for

calculations.

Results

The studied group consisted of 132 patients (50 females, 82

males). All patients with a diagnosis of OCD were included

in the analyzed groups, and the authors found no reasons

to perform any exclusion. Table 1 shows the main group

characteristics.

Educational level was: primary (n = 58, 45%), voca-

tional (n = 17, 13%), secondary (n = 37, 28%) and post-

secondary (n = 20, 15%).

The sample was divided into the following subgroups:

adolescents (n = 44), adults with onset at 18 years of age

or later (n = 43) and adults with onset prior to 18 years

(n = 45). The difference in the gender distribution did not

reach statistical significance (P = 0.0855) with males

slightly overrepresented in the first and third group. The

time from initial symptoms to diagnosis was the longest

(P \ 0.05) in adults with EOCD. There were no differ-

ences between the groups in symptom severity and the

number of symptoms according to YBOCS (Table 1).

Obsessions and compulsions within the three subgroups

are listed in Table 2.

Patients with coexisting psychiatric diagnoses (n = 59;

45%) were not excluded from the analysis. Comorbidities

of the three subgroups are listed in Table 3.

Discussion

The strength of this study, in comparison with others on

this topic, is that it is based on samples containing ado-

lescent and adult patients (the latter with early and late

onset). In the light of knowledge that religion and other

cultural influences are associated with the presentation of

obsessive–compulsive symptoms [1, 6, 16], the setting of

the study in Poland is also a valuable asset due to its

novelty and the paucity of data on patients in Eastern

European countries. Some limitations need to be discussed.

The main limitation is the retrospective character of the

analysis and the non-structured, non-standardized inter-

view by several unknown physicians which reduces the

validity of the data, especially concerning data on
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coexisting disorders. A relatively small group of adolescent

patients made it impossible to divide them into two distinct

groups concerning age of onset as with the adults. Further,

several confounding factors (e.g., comorbidity, medication)

could not be controlled, and for adolescents no CY-BOCS

was used.

However, the presented study was based on OCD

symptoms according to systematic Y-BOCS application

[9, 10]. This was a consequence of the regular diagnostic

approach used in Poland. The CY-BOCS was not validated

in the Polish population throughout the analyzed period.

Comparison between adolescents and adults

The presented data could show some differences in the

content of symptoms between adolescent and adult groups.

They are partially in accordance with available literature

on the subject, with thought rituals, from the Y-BOCS

miscellaneous category (excessive listmaking, need to tell,

ask, or confess, need to touch, tap, or rub, rituals involving

blinking or staring, ritualized eating behaviors, trichotil-

lomania, etc.), reported to be characteristic in childhood,

being the best example [25]. Sexual and religious obses-

sions were reported to be the most frequent in adolescents

[8], and this was also observed in the studied population.

We did not note, however, any age-dependent variability of

aggressive obsessions. In the studied group somatic and

contamination obsessions as well as cleaning/washing and

checking compulsions were rarely observed in younger

patients. Several symptoms, such as cleaning/washing

compulsions, similar to other reports turned out to be

among the most frequently exhibited by adolescents,

although they were less frequent than in adults [8]. Other

symptoms, for example aggressive obsessions, which were

the most frequent in younger patients, were equally

frequent in adults.

Comparison between adult-subgroups

We are aware that the arbitrarily chosen cut-off point of

18 years in this study, which was, however, previously

used by other authors [21] might be not the best way to

define EOCD. Mathis et al. [13] observed that no age

threshold could clearly stratify the sample into homoge-

neous subgroups. Cluster analyses used in that study

revealed that differences started to emerge at the age of 10

and were more pronounced at the age of 17, suggesting that

these might have been suitable cut-off points for a sample

to be studied [13]. This approach, however, may be bur-

dened by the cultural and epidemiologic background, since

the quoted study was performed on a sample of Brazilian

children and adolescents, which may differ in symptoms

Table 1 General characteristics and comparison of sex distribution, time variables (values are given in years), number of symptoms and

symptoms’ severity according to YBOCS in the analyzed groups

Children and adolescents

(n = 44) (%)

Adults with onset

at age C18 years (n = 43) (%)

Adults with onset

at age \18 years (n = 45) (%)

P value

Patients’ sex

Males 31 (70) 21 (49) 30 (67) 0.086

Females 13 (30) 22 (51) 15 (33)

Mean ± SD Median (IQR) Mean ± SD Median (IQR) Mean ± SD Median (IQR) P value

Time variables

Age at diagnosis 13.7 ± 2.6 13.5 (12–16) 30.0 ± 9.5 26 (24–34) 19.5 ± 0.9 19 (16–21) \0.001

Age at initial symptoms 12.8 ± 2.9 13 (11–15) 27.4 ± 9.0 24 (22–31) 14.4 ± 3.1 15 (12–17) \0.001

Duration of treatment 1.8 ± 2.3 1.0 (0.0–3.0) 3.6 ± 0.7 2 (0–4) 5.7 ± 6.9 4 (1–8) 0.004

Duration of disease (from initial

symptoms to evaluation)

2.8 ± 2.7 2.0 (1.0–4.0) 6.2 ± 0.9 5 (2–10) 10.8 ± 8.5 9 (5–13) \0.001

Time from initial symptoms

to diagnosis of OCD

0.9 ± 1.2 0* (0.0–2.0) 2.6 ± 0.7 0* (0–4) 5.1 ± 6.0 4 (0–8) 0.001

Number of symptoms

No of obsessions 1.38 ± 1.08 1 (1–2) 1.09 ± 0.95 1 (0–2) 1.47 ± 1.06 1 (1–2) 0.26

No of compulsions 1.76 ± 1.13 2 (1–3) 1.60 ± 1.35 1 (1–3) 2.16 ± 1.58 2 (1–3) 0.27

Y-BOCS scores

Obsessions 7.7 ± 2.5 8.0 (5.0–10.0) 9.8 ± 6.8 9.5 (4.0–15.5) 11.5 ± 4.9 11.5 (8.0–15.0) 0.74

Compulsions 12.7 ± 4.6 10.0 (10.0–18.0) 13.7 ± 4.5 12.5 (10.5–17.0) 10.0 ± 2.8 10.0 (8.0–12.0) 0.54

IQR interquartile range; SD standard deviation

* \1 year
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presentation from their European counterparts, although

hyperkinetic children from both ethnological backgrounds

show similar psychopathological profiles [19].

No differences were found between EOCD and LOCD in

adults with regard to obsessions. However, EO adult patients

presented more frequent compulsions than LO patients, with

a tendency to exhibit more washing and cleaning, even more

than pediatric patients. The time from the initial symptoms to

diagnosis was the longest in EO adult patients, which differs

from findings of Sobin et al. [21]. This difference could be

due to unrecognized cases of OCD in the past, which might

explain the much shorter time from the initial symptoms to a

diagnosis in the children and adolescent group. Although

Millet et al. [15] observed that gradual appearance of

symptoms occurred more often in EOCD, while a sudden

onset of disorder was characteristic of LO patients.

Comparison of comorbidities

Rosario-Campos et al. found a higher mean number of

comorbid diagnoses in EO than in LO adult patients.

Comorbid chronic tic disorders and Tourette’s disorder

Table 2 Obsessions and

compulsions within the three

subgroups

* P \ 0.06 for comparison

between adult with late and

early onset

** P \ 0.06 for comparison

between adolescents group and

adult with early onset
a Significance between

adolescents group and adult

with late onset (P \ 0.05)
b Significance between adult

with late and early onset

(P \ 0.05)
c Significance between

adolescents group and adult

with early onset (P \ 0.05)

Adolescents

(n = 44) (%)

Adults with onset

at age C18 years

(n = 43) (%)

Adults with onset

at age \18 years

(n = 45) (%)

P value

Obsessions 38 (86) 37 (86) 36 (80) 0.62

Aggressive 15 (34) 18 (42) 13 (29) 0.44

Contamination 7 (16) 17 (40) 18 (40) 0.02a,c

Sexual 9 (20) 1 (2) 3 (7) 0.01a

Hoarding/saving 2 (5) 3 (7) 3 (7) 0.87

Religious 12 (27) 1 (2) 5 (11) 0.003a

Symmetry/exactness 10 (23) 5 (12) 12 (27) 0.20

Somatic 3 (7) 13 (30) 12 (27) 0.02a,**

Miscellaneous 16 (36) 4 (9) 7 (16) 0.005a,**

Compulsions 40 (91) 34 (79) 44 (98) 0.02b

Cleaning/washing 17 (39) 20 (47) 30 (67) 0.02c,*

Checking 10 (23) 19 (44) 24 (53) 0.01a,c

Repeating rituals 20 (45) 11 (26) 18 (40) 0.14

Counting 4 (9) 7 (16) 10 (22) 0.24

Ordering/arranging 8 (18) 7 (16) 12 (27) 0.43

Hoarding/collecting 0 (0) 3 (7) 3 (7) 0.21

Miscellaneous 24 (55) 9 (21) 12 (27) 0.002a,c

Table 3 The comorbidities

within the three subgroups

* P \ 0.06 for comparison

between adult with late and

early onset

** P \ 0.06 for comparison

between adolescents group and

adult with early onset
a Significance between

adolescents group and adult

with late onset (P \ 0.05)
b Significance between adult

with late and early onset

(P \ 0.05)
c Significance between

adolescents group and adult

with early onset (P \ 0.05)

Adolescents

(n = 44) (%)

Adults with onset

at age C18 years

(n = 43) (%)

Adults with onset

at age \18 years

(n = 45) (%)

P value

Personality disorder 0 (0) 12 (28) 12 (27) 0.0007a,c

Depressive episode 5 (11) 4 (9) 4 (9) 0.92

Mental retardation 3 (7) 2 (5) 3 (7) 0.91

Psychoactive substance use abuse 0 (0) 6 (14) 1 (2) 0.008a

Tic disorders 5 (11) 1 (2) 0 (0) 0.03**

Schizophrenia 1 (2) 3 (7) 2 (4) 0.57

Non-OCD Anxiety disorders 1 (2) 1 (2) 0 (0) 0.59

Delusional disorders 1 (2) 1 (2) 2 (4) 0.79

Schizotypal disorder 1 (2) 1 (2) 1 (2) 1.00

Adjustment disorders 0 (0) 0 (0) 2 (4) 0.14

Schizoaffective disorders 0 (0) 0 (0) 2 (4) 0.14

Eating disorders 2 (5) 0 (0) 0 (0) 0.14

Conduct disorder 1 (2) 0 (0) 0 (0) 0.38

Dissociative disorders 0 (0) 1 (2) 0 (0) 0.34
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were also more frequent in the EO group. A recent study of

Mathis et al. [13] showed that earlier age of onset was

associated with a higher probability of tic, anxiety, so-

matoform, eating and impulse-control disorders. In our

sample tic disorders were slightly more frequent

(P \ 0.06) in adolescents, although there was no difference

between LO and EO adults that was probably caused by

small amount of tic disorders’ diagnosis in adult patients

(only one patient with tic disorders in adults). Mental and

behavioural disorders due to psychoactive substance use

were more frequent in adolescent that in LO adult. There

was no difference in amount of these disorders between

adolescents and EO adults. Existing differences in amount

of personality disorder between adolescents and adults

were due to ICD-10 criteria.

In conclusion, this study based on a direct comparison of

adolescent patients with adults has many methodological

shortcomings, but showed that there exist some differences

between the symptom clusters of OCD of both groups.

Furthermore, it elucidated that the symptoms may differ

depending on the patient’s age and the duration of OCD.

The question of whether these differences between

adolescent and adult samples represent a true subtype or

only the developmental progression of symptoms during

the natural course of OCD and modified by environmental

influences deserves further studies.

However, we believe that due to a paucity of OCD data

discussing the issue of content of symptoms, this work

offers some additional possibilities for discussion and

further studies.
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