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Obsessions are embedded in hard circuits in basal ganglia and frontal lobes.
They are observed in both animals and human beings. They are part of the
evolutionary process. This is consistent with many epidemiological stdies assessing
obsessions  and compulsions in the non-clinical population. A total of 810 adults were
examined by psychiatrists in the second stage of the Easten Balfimore Mental Health
Survey, nsing the semistructured standard psychiatric examinafion . The estimated
prevalence of OCS in this population was 1.5% (Nestadt et al, 1994}, Another recent
epidemiological studies were conducted in the peneral population, showing high rate
prevalence of OCD, estimated between 2-3% in the community (Hantouche and
Bourgeois, 1993).

The relationship between OCD and different psychiatric disorders takes three
models in the literature, the first one is comorbidity between OCD and the different
psychiatric disorders, the second oue, is Obsessive-Compulsive Related Disorders
fOCRDs) , and the third one, is the prevalence of Obsessive-Compulsive Symptoms
{OCSY in different psychiatric disorders.

Reparding the first one: the prevalence of comorbid illnesses with OCD 1s very
high, For example, approximately 80% of OCD patients may present with depressed
mood, and 30% meet criteria for major affective disorder on admission { Rasmnssen
and Tsuang 1986). Comorbidity rates of OCD resulting from the ECA study were first
published by Karno ef al., {1988}, On the basis of 468 cases of OCD, the authors found
the following rates of overlap of the disorder; with phobia, 46.5%; with major
depressive episodes, 31.7%: with panic disorder, 13 8% with schizophrenia, 12.2%;
with schizophreniform disorder, 1.3%; with alcohol abuse and dependence, 24.1%,
with other drug dependence or abuse, 17.6%. They concluded that there was no
specific diapnostic association for the disorder, the nisk of comorbidity was not
distinctive. Tn the majority of the associated cases , schizophrenia, panic disorder , or
phobia emerged as the first and OCD as the second disorder (Karno and Golding .
1591Y; substance abuse tended to follow the onset of OCD | snggesting that "these

disorders may develop from efforts at self medication of distressing OCS * { Kamo «f

Al




af, 1988) . Crum and Anthony (1993} found , in a one vear follow up of the ECA
stady , that subjects actively using cocaine and marijuana had an increased relative
risk of 7.2 for OCD . In Egypt, Okasha et al, (1995} found OCD associated with
OCPD in 6%, schizotypal personality disorders in 5% and psychosis of 2 non-
schizophrenic nature in 8%. Also Okahsa and Raafat {1591) found OCD associated
with topographic EEG abnormalities in 90% with ewvidence of hemisphenc
lateralization in 70% and generalized cercbral dysfunction in 13.3%. 7

In their study of children and adolescents , Flament ef af., (1988) found OCD
associated with anxiety disorders in 35% of cases , with affective disorders 25% , with
bulimra in 15% , and with obsessive compulsive personality disorder in 15% of cases .
Fifteen out of 20 adolescent subjects (75%) had at least one other lifetime psychiatric
diagnosis. In another study of adolescents , Hollander er af, {1994} found an
unexpecied association between OCD and certain behavioural symptoms (iying,
stealing, trouble at school, fights, ect). Moreover, adolescents with OCD displaved
more antisocial symptoms and elevated rates of attempted suicide over a lifetime (15.0
vs 3.6%). In the longttudinal Zurich Study of young adults (Degonda et o, 1993), a
significant association between OCS and major depressive disorder was found in
fernales but not in males {odds ratios 2.5 and 1.2, respectively }, whereas in both sexes
the association was clear between OCS and panic disorder, social phobia, and
agoraphobia (odds ratio 2.3), dysthymia (2.8), and recurrent brief anxiety (1.9). Life
- time suicide attempts were found m 16.1% of subjects, with an odds rados of 1.9
{Anpst, 19937,

Regarding the second one (OCRIIs), this notion was emerged on the basis of
shared features with OCD, such as clinical symptoms, associated features {age of
onset, clmical course and comorbadity), presumed etiology, familial transmission, and
response to selective phammacolopical or behavioural treatments (Hollander, 1993},
This overlap provides evidence to support a relationshap between OCD and OCRDs,
but doesn't establish a definitive relationship. Alterpatively, the dimension of

compulsivity and impulsivity may be viewed as a speetrum of disorders having in
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