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Ερευνητική εργασία

Comorbid psychopathology in children and adolescents with obsessive-compulsive disorder 
(OCD) has been investigated in a number of studies over the last twenty years. The aim of the 
present study was to investigate the phenomenology of illness and broader psychopathol-
ogy in a group of Greek children and adolescents with OCD. The investigation of parental 

psychopathology in children and adolescents with OCD was a secondary aim of the present study. We 
studied 31 children and adolescents with OCD (n=31, age range 8–15 years) and their parents (n=62, 
age range 43–48 years) and compared to children and adolescents with specific reading and writ-
ten expression learning disorders (n=30, age range 7–16 years) and their parents (n=58, age range 
40–46 years). Appropriate testing showed specific reading and learning disorders, which were of 
mild to moderate severity for the 85% of this latter group. The diagnosis of learning disorder of read-
ing and written expression was made through the use of standardized reading material, appropri-
ate for ages 10–15 years. Reading comprehension and narration were tested. The written expression 
(spelling, syntax, content) was examined by a written text, in which the subject developed a certain 
theme from the reading material. Based on their level of education and occupation, the index families 
were classified as high (29%), average (45%) and low (26%) socioeconomic status, whereas 6.7% of 
control families belonged to high, 63.3% to average, and 30% to low status. In order to investigate 
psychopathology, the Schedule for Affective Disorders and Schizophrenia for School Aged Children, 
Present and Life-time version was administered to children and their parents, as well as the Child 
Behavior Checklist 4/18 (CBCL) to both parents and adolescents (Youth Self-Report). Also the Yale–
Brown Obsessive Compulsive Scale (Y–BOCS) was rated for both children and parents. Moreover, the 
children were given the Children’s Depression Inventory (CDI) and the Revised Children’s Manifest 
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Anxiety Scale (RCMAS). In the OCD group, 48% had contamination obsessions, 42% aggressive obses-
sions and 52% had washing and cleaning compulsions. Moreover, 32% had one additional disorder 
and 16.1% had two additional disorders. In comparison, only 17.2% of the control group children had 
one comorbid disorder. The OCD proband group had higher Total Problems score, as well as higher 
Anxiety/Depression, Thought Problems and Externalizing scores on the CBCL. When proband parents 
and control parents (29 mothers and 21 fathers) were compared, the percentage of fathers in the clini-
cal range was significantly higher in the study group (Fisher’s exact test: p=0.011, two tailed), whereas 
for mothers the difference did not attain significance (Fisher’s exact test: p=0.106, two tailed). The fa-
thers and mothers of children with OCD were more clinically affected than those of controls. Mothers 
of probands differed from controls in compulsions, compared to fathers, who differed in both obses-
sions and compulsions. Comorbidity rate was higher to children and adolescents with OCD. A con-
siderable number of children and adolescents with OCD had higher symptomatology of anxiety and 
depression than controls, as well as higher rates of thought problems. Children and adolescents with 
OCD also exhibited higher rates of externalizing problems. This latter finding is considered as impor-
tant and needs to be highlighted in terms of case management and treatment. Moreover, the parents 
of children and adolescents with OCD had more OCD symptomatology than the parents of children 
and adolescents with learning disorders. The symptomatology of the parents may create difficulties 
in interactions within the family and become burdensome for a vulnerable child. In turn, the child’s 
symptomatology may create or increase some of the symptoms in the parents i.e. anxiety and de-
pression. These findings suggest that at least for a percentage of children and adolescents with OCD, 
parental and especially paternal influence may contribute to the development and severity of their 
symptoms, not only through hereditary factors but also through the control exerted and the anxiety 
created in the family context.

Key words: Aggressive behaviour, externalizing problems, children and adolescents, comorbidity, ob-
sessive compulsive disorder.

Introduction

Comorbid psychopathology in children and ado-
lescents with OCD has been investigated in a num-
ber of studies over the last twenty years. The Child 
Behavior Checklist 4/18 (CBCL)1 has been used in 
some of these studies. Riddle et al2 found that Total 
behavioral problems (expressed by the T score) 
were almost two standard deviations above the 
norm. Hanna3 found that Internalizing scale scores 
were two standard deviations above the norm and 
higher than Externalizing scale scores. Mean T scores 
for “anxiety-depression” and “thought problems” 
subscales were also two standard deviations above 
the norm, while “withdrawal”, “attention”, “social 
problems”, and “somatic complaints” subscales T-
scores were found to be one standard deviation 
above the norm. Children with OCD and a comor-
bid Disruptive Behavior Disorder (DBD) had higher 
Internalizing and Externalizing T-scores than those 
without DBD. Moreover, Black et al4 studied chil-
dren whose parents had OCD and found that most 
of them had OCD or broad spectrum OCD as well. 

These children had significantly different scores than 
controls on the “somatic complaints” and “anxious-
depressed” subscales of the CBCL. Their Total scores 
and Internalizing scores were also significantly high-
er than those of controls.

Other disorders, such as affective or anxiety disor-
ders and DBD, are often comorbid with OCD as well 
as Attention-Deficit/Hyperactivity Disorder (ADHD), 
and tics or Tourette’s syndrome (TS).5–9 Moreover, 
obsessions of contamination and of aggressive con-
tent, as well as washing, cleaning, ordering and ar-
ranging compulsions appear to be the most promi-
nent and frequent in children with OCD.2,3,5,8,9

According to our knowledge there is a lack of stud-
ies concerning Greece. Given information from previ-
ous studies, such as those presented above, the aim 
of the present study was to investigate the phenom-
enology of illness and broader psychopathology in a 
group of Greek children and adolescents with OCD. 
The investigation of parental psychopathology in 
children and adolescents with OCD was a secondary 
aim of the present study.
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Material and method

Subjects

Thirty-one children and adolescents of Caucasian 
origin with OCD, aged 8–15 years (mean age 
12.4±1.6), 9 girls and 22 boys, who came as outpa-
tients at the department of Child and Adolescent 
Psychiatry at a general children’s hospital and a 
community Child and Adolescent Psychiatry clinic, 
were examined on a consecutive basis. The children 
were not pre-selected. The children and adoles-
cents were given the diagnosis of OCD when they 
came to our hospital and clinic. Their symptoms 
had appeared several months before their first ex-
amination by us. Their socioeconomic background 
was relatively similar, but more children treated at 
the hospital had greater intensity of OCD symp-
toms than those in the community. Their parents 
(n=62) were also examined. The mean age of moth-
ers was 42.9±5.7 years and of fathers 47.8±5.9 years. 
We administered medication for the disorder in 25 
of the children and adolescents with OCD. Children 
and adolescents with learning disorders of reading 
and written expression (n=30, 13 girls and 17 boys, 
aged 7–16 years, mean age 11,6±2.0) who came 
for remediation help at the previously noted com-
munity psychiatric clinic and their parents (n=58) 
were used as controls. The mean age of mothers 
was 40.6±2.8 years and of fathers, 44.6±1.4 years. 
Appropriate testing showed specific reading and 
learning disorders, which were of mild to moderate 
severity for the 85% of the children. Based on their 
level of education and occupation, the index fami-
lies were classified as high (29%), average (45%) and 
low (26%) socioeconomic status,10 whereas 6.7% of 
control families belonged to high, 63.3% to average 
and 30% to low status. The protocol was approved 
by the institutional review board.

Measures

Schedule for Affective Disorders and Schizophrenia 
for School-Age Children, Present and Lifetime ver-
sion (Kiddie-SADS-PL/K-SADS-PL).11 This well-known 
semi-structured interview was administered to both 
subjects and controls. Parents of patients and con-
trols were also interviewed. Interviewers diagnosed 
children utilizing their best clinical judgment in ref-
erence to parental and child reports. At the begin-

ning of the study a group of probands (n=16) were 
interviewed by two trained interviewers (DA, SK), 
who rated them independently. Inter-rater agree-
ment rate was 0.76 (K=0.76).

Child Behaviour Checklist 4/18 (CBCL).1 The CBCL 
categorizes children’s behavior into two broad-
band factors: the Externalizing and Internalizing. 
The Externalizing factor comprises aggressive and 
rule-breaking behavior (e.g. temper tantrums or hot 
temper, destroys things belonging to others). The 
Internalizing factor comprises somatic complaints, 
withdrawn, and anxious/depressed behavior (e.g. 
nervous, high-strung or tense, unhappy, sad or de-
pressed). Responses are scored on a 3-point scale (0, 
not true, to 2, very true or often true). Age and gen-
der standardized scores of 60 or higher on the CBCL 
are indicative of clinically significant problem be-
haviours. Adolescents who were 11 years and older 
completed the Youth Self-Report,1 which generates 
externalizing and internalizing subscale scores that 
correspond to those from the CBCL.

The Children’s Yale-Brown Obsessive Compulsive 
Scale (C-Y-BOCS)12 is the children’s version of the Y-
BOCS, a clinician rated instrument, merging data 
from clinical observation and parents’ and children’s 
reports. All diagnoses were based on the same pro-
cedures.

The Revised Children’s Manifest Anxiety Scale 
(RCMAS)13 is a 37-item self-report questionnaire and 
measures chronic manifestations of trait anxiety 
in children and adolescents. The RCMAS has been 
standardized by age and gender. The total score con-
sists of 24 items and is regarded as an index of gen-
eral anxiety.

The Children’s Depression Inventory (CDI)14 is a 
widely used, 27-item self-report of depressive symp-
toms for children and adolescents. Raw scores range 
from 0 to 54, a score of 13 was used as a threshold for 
depression in this study, as is indicated by the author. 
However, the specificity of the CDI for the diagnosis 
of depression has been questioned and some inves-
tigators have suggested that it measures emotional 
distress in a general sense.15

The Yale-Brown Obsessive-Compulsive Scale 
(Y-BOCS) was given to the parents. Y-BOCS is a 
10-item, clinician-rated, semi-structured instru-
ment, designed to assess the symptom severity of 
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OCD over the past week.16 Each item is rated from 
0 (no symptoms) to 4 (extreme symptoms). Y-BOCS 
consists of the obsession and compulsion subscale, 
and produces a total score (total range of 0–40). A 
total score under 16 is considered mild and a score 
under 7 is considered subclinical.17 We used the cut 
off point of 16 and above, to signify symptoms of 
considerable severity. The interviewers were aware 
of the parents’ group status. A considerable body of 
data attests to the reliability, validity and sensitivity 
of this instrument.17 Each parent was interviewed 
separately.

The diagnosis of learning disorder of reading and 
written expression was made through the use of 
standardized reading material, appropriate for ages 
10–15 years. Reading comprehension and narra-
tion were tested. The written expression (spelling, 
syntax, content) was examined by a written text, in 
which the subject developed a certain theme from 
the reading material.18 We chose the group with 
mild and moderate reading and writing disability 
(RWD) as representing a group closest to the general 
population. Only RWD and no other psychopathol-
ogy19 have been reported for the parents of children 
with RD. Since 10–60% of children20 with RD suffer 
from ADHD, anxiety disorders21 and depression,22 we 
might hypothesize that a percentage of their parents 
suffers or suffered from similar disorders, although 
we did not find pertinent literature support.

Statistical analysis

Differences between the proband and control 
group were tested utilizing the chi-square test or 
Fisher’s exact test when categorical variables were 
compared. Normality of distributions for the quanti-
tative measures was examined by the Kolmogorov-
Smirnov test. A t-test or the equivalent non paramet-
ric test (Mann-Whitney) was used for comparisons 
between groups. In case of unequal variances, t 
values and degrees of freedom were adjusted to ac-
count for lack of homogeneity. For comparing sub-
scales of the same inventory, multivariate analysis 
of variance was employed, followed by univariate 
tests, in case of significant results. The significance 
level was set at 0.05 while in case of post-hoc multi-
ple comparisons it was appropriately adjusted after 
Bonferroni correction.

Results

Phenomenology of illness
and child psychopathology

Of the probands, 48% had obsessions of contami-
nation, 42% of aggression, 22.5% obsessions of sex-
ual context, 52% washing and cleaning compulsions 
and 32% rituals (table 1). The rate of male to female 
was 2.4:1. Furthermore, 32% of the children with 
OCD had one additional disorder and 16.1% had two, 
according to Kiddie-SADS-PL/K-SADS-PL. Comorbid 
disorders present were: depressive disorder (26%), 
anxiety disorders (29%) i.e. generalised anxiety, sep-
aration anxiety, social phobia, agoraphobia and dis-
orders like tics (16%), ADHD (19%), oppositional dis-
order (30%), enuresis (3%) and encopresis (3%). Only 
17.2% of the controls had one comorbid disorder i.e. 
separation anxiety, enuresis or ADHD and none had 
more than one. The difference regarding comorbid-
ity was statistically significant (×2(1) = 6.54, p=0.01).

The probands’ group had significantly higher 
Total Problems scores on the CBCL than the control 
group (probands: mean 51.7, SD 22.9, controls: mean 
32.8, SD 21.5, p=0.004, two tailed test). Multivariate 
comparisons of the Internalizing and Externalizing 
Problems subscale indicated a significant differ-
ence (Wilk’s λ=0.722, F(2, 47)=6.940, p=0.002) and 
univariate tests revealed that probands had higher 
scores on both scales in comparison to controls, al-
though only the Externalizing Problems scale dif-
fered significantly after Bonferroni adjustment. Also, 
multivariate analysis of the 8 problem subscales re-
vealed statistically significant differences between 

Table 1. C-Y-BOCS scales and Symptom categories 
of children and adolescents with OCD (n=31).

C -Y-BOCS scales and 
Symptom categories

Mean±SD (%)

Obsessions 11.61±5.16

  Contamination 48%

  Aggression 42%

  Sexual 22.5%

Compulsions 12.77±2.67

  Washing and cleaning 52%

  Rituals 32%

Total 24.39±5.68
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probands and the control group (Wilk’s λ=0.591, 
F(8, 41)=3.552, p=0.003). The differences were due 
to the following syndromes: “anxiety-depression” 
and “thought problems”, after Bonferroni adjust-
ment (table 2). Large effect sizes were found for Total 
problems (d=0.87), for the Externalizing problems 
scale (d=1.09), the subscales of anxiety-depression 
(d=1.29) and thought problems (d=1.53), whereas for 
the Internalizing problems scale and the aggression 
subscale the effect size was medium (d=0.62 and 
d=0.77 respectively).

No differences were found between the two groups 
studied (18 probands and 21 controls), on Total 
Problems (t(37)=1.41, p=0.167) or on the Externalizing 
and Internalizing Problems scales of the Youth Self-
Report (Wilks λ=0.951, F(2, 36)=0.919, p=0.408). How-
ever, multivariate analysis of the 8 problem subscales 
for the study group and the control group gave statis-
tically significant results (Wilks λ=0.612, F(7, 31)=2.805, 
p=0.022). The difference was due to the “problems 
of thought” subscale, where probands scored higher 
than controls (mean±SD=9.56±3.84 vs 5.49±2.71, 
t(37)=3.86, p<0.001).

No statistically significant differences were found 
between probands and controls on depression (CDI) 
(means±SD: 10.63±8.25 vs 13.08±7.99, t(50)=–1.086, 
p=0.283). Children with OCD did not differ from con-
trols on anxiety (RCMAS). Multivariate comparison of 
the two subscales gave a marginally non significant 
result (Wilk’s λ=0.902, F(2, 52)=2.814, p=0.069), even 

though the average scores were higher in probands 
for both manifest anxiety and lie scales.

For the C-Y-BOCS for the probands group (n=31), 
means and SDs for Total score Obsessions and Com-
pul sions subtotals were respectively: 24.39±5.68, 
11.61±5.16, 12.77±2.67. In addition, obsessions and/
or compulsions common to both parents had 7 chil-
dren, common to one parent 8 children and 10 chil-
dren had different obsessions and/or compulsions 
from their parents. The parents of the remaining 6 
children did not report OC symptomatology.

Parents OCD symptomatology

The Y-BOCS was answered by both parents of 25 of 
the 31 probands (27 mothers and 25 fathers). For 36% 
of these 25 children (n=9), at least one parent had 
scores within the clinical range, that is 28% of fathers 
(n=7) and 11% of mothers (n=3), whereas no parent in 
the control group was within the clinical range. When 
proband parents and control parents (29 mothers and 
21 fathers) were compared, the percentage of fathers 
in the clinical range was significantly higher in the 
study group (Fisher’s exact test: p=0.011, two tailed), 
whereas for mothers the difference did not attain sig-
nificance (Fisher’s exact test: p=0.106, two tailed). The 
fathers and mothers of children with OCD were more 
clinically affected than those of controls. Mothers of 
probands differed from controls in compulsions, com-
pared to fathers, who differed in both obsessions and 
compulsions (table 3).

Table 2. CBCL scores for children with OCD and controls.

Probands (n=22) Controls (n=28) Significance of difference

Mean SD Mean SD t df p

Anxiety/Depression 10.48 5.01 4.56 4.44 4.424 48 <.001

Withdrawal/Depression 4.06 2.94 2.36 2.56 2.189 48 0.033

Somatic problems 3.47 3.30 1.84 2.27 1.982 35.769 0.055

Social problems 5.05 4.11 3.50 3.48 1.439 48 0.157

Thought problems 8.02 4.33 3.69 2.40 4.215 30.948 <.001

Attention problems 4.86 3.42 4.71 2.38 .188 48 0.852

Rule breaking behavior 2.64 1.68 2.44 2.35 .335 48 0.739

Aggressive behavior 8.74 5.25 5.21 4.20 2.649 48 0.011

Externalizing problems 18.01 9.34 8.76 8.08 3.754 48 <0.001

Internalizing problems 11.38 6.37 7.65 6.02 2.124 48 0.039

Total problems 51.70 22.90 32.80 21.51 2.996 48 0.004
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Discussion

The children with OCD in our study had a high level 
of emotional and behavioral problems, particularly 
in the dimensions of thought, depression, and anxi-
ety, which was similar to what other investigators 
have found.2,23 They also presented with considera-
ble rates of comorbid depressive disorder (26%) com-
parable (29–33%) to those of other studies.2,3,5,6 In 
those same studies, a rate of anxiety disorders rang-
ing from 17% to 48% was found. In our study, the rate 
was 29%. Tics were present in 16% of the index chil-
dren, a rate smaller than in other studies (20–27%).2,5 
Regarding obsessions of contamination, aggression 
and compulsions of washing and cleaning, our find-
ings resemble those of other studies.23 As in the stud-
ies of children from Denmark,8 Spain,9 Poland,24 and 
the U.S.,2 compulsions of cleaning (52% in our sam-
ple) were the most prominent ones. Obsessions of 
contamination were the most frequent, followed by 
obsessions of aggression, as in previous studies.2,3,8 
However, a recent English study25 found obsessions 
of aggression to be the most frequent followed by 
those of contamination. The ratio of male to female 
(2.4:1) was similar to that of other studies.5,6 No differ-
ences were found between our probands and con-
trols on the CDI and the RCMAS, which were used 
to measure depression and anxiety respectively. 
Children and adolescents with specific disorders of 
learning of which the control group was comprised 
also experience anxiety and depression, which may 
explain the absence of difference between the two 
groups.26 It is important to note, though, that the av-
erage scores of probands on manifest anxiety and lie 

scales were higher, even though the comparison was 
marginally not significant.

The probands in our study were significantly dif-
ferent than controls on Externalizing scale of the 
CBCL, the Total Problems scale and on the subscales 
of “anxiety-depression”, and “thought problems”. It 
is of interest that the mean scores for the sub-scale 
of “aggression” were the highest, following those 
of “anxiety-depression” and “thought” and that the 
score of Externalizing problems was higher than the 
Internalizing scale. We found oppositional disorder, a 
disorder of the DBD spectrum,27 at the rate of 30% 
in our children. Similarly, Geller et al5 found DBD in 
his probands to be approximately 43%, March7 men-
tions DBD among the main comorbid disorders of 
OCD, while Flament23 mentions that in those sub-
jects with OCD and comorbid DBD, usually boys,28 

both Internalizing and Externalizing scores were 
higher. In addition, other authors note that children 
with OCD “may become irascible, defiant, demand-
ing or assaultive in their need to perform their com-
pulsions”.11 Therefore, the high scores on the aggres-
sion subscale and on the Externalizing problems 
scale in our study demonstrate this aggressive and 
oppositional aspect of a subgroup of children with 
OCD. A large effect size was found in our study for 
the Externalizing but not for the Internalizing prob-
lems, in contrast to the higher mean T scores of the 
Internalizing compared to the Externalizing scale 
found by others.2,13 This result might be explained 
by considering the high aggression mean score on 
the CBCL, and the fact that most of the children 
with OCD in this study came into the hospital dur-
ing an acute crisis period. In other words, this crisis 

Table 3. Obsessive-Compulsive symptomatology (Y-BOCS): parents.

Study group Control group

n Mean SD n Mean SD Asymp. Sig. (2-tailed)*

Mothers (total) 27 6.26 6.18 29 2.07 2.46 0.006

Obsessions 26 2.77 3.02 29 1.17 1.23 0.078

Compulsions 26 3.73 3.89 29 0.90 1.50 0.001

Fathers (total) 25 9.28 8.37 21 1.29 1.59 0.001

Obsessions 21 4.38 4.28 21 0.62 0.86 0.002

Compulsions 21 3.71 3.77 21 0.67 0.86 0.011

*Mann-Whitney test
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may be expressed by increased aggression and the 
higher Externalizing scores. Toro et al9 note that 
withdrawal from peers (65%) is very frequent and, in 
accordance to this finding, there is a high score on 
the withdrawal subscale of the CBCL in our study. 
Also, in agreement to the study by Black et al,4 the 

“Anxiety-Depression” subscale’s mean scores in the 
CBCL were high.

The parents of children with OCD had more OCD 
symptomatology than the parents of children with 
learning disorders. The symptomatology of the par-
ents may create difficulties in interactions within the 
family and become burdensome for a vulnerable 
child. In turn, the child’s symptomatology may cre-
ate or increase some of the symptoms in the parents 
i.e. anxiety and depression. Compared to controls, 
more fathers of probands had severity of obses-
sions and compulsions in the clinical range. Severe 
compulsions had only a smaller percentage of 
probands’ mothers. The findings show that at least 
for a percentage of children with OCD, parental and 
especially paternal influence may contribute to the 
development and severity of their symptoms, not 
only through hereditary factors but also through the 
control, exerted and the anxiety created in the family 
context.

Calvo et al29 found an increase in psychopathol-
ogy, specifically of adjustment disorders, depression, 
anxiety and personality disorders, including OCD, in 
parents of children with OCD compared to parents 
of controls with pediatric ailments. Black et al4 exam-
ined data from the viewpoint of parents with OCD 
whose children developed “broadly defined OCD” 
during the follow-up period and found that these 
parents suffered more than controls from lifetime 
major depression, panic disorder and special pho-
bia. Of the parents of children with OCD in our study, 
36% had OC symptomatology, a rate comparable to 
that found by Lenane et al30 but higher than the one 
given for first degree relatives by Pauls et al31 (18% 
for OCD and OCS), although these investigators note 
that the rate was twice as high among the relatives 
of the probands with earlier onset.

In agreement with Lenane et al,30 we found in-
creased OC symptomatology in probands’ fathers 
compared to mothers and controls. Thomsen and 
Mikkelsen32 found that fathers of probands were 

more likely to have clinical OCD but mothers to have 
sub-clinical symptomatology. In contrast, Calvo et 
al29 found a higher rate of diagnosis of OCD in moth-
ers than fathers of probands. Also, Black et al4 found 
that female gender of the parent with OCD, along 
with family dysfunction and high symptom levels 
were predictive of “broadly defined OCD” in the 
child after two years of follow-up. In contrast, Black 
et al33 in another study did not find an increase of 
OCD spectrum disturbance among the first-degree 
relatives of adult probands, but found an increased 
prevalence of anxiety disorders. The morbid risk 
for broadly defined OCD (OCD plus sub-syndromal 
OCD) was higher among the parents of probands, in 
particular among mothers, but not at a statistically 
significant level. A study with larger numbers is re-
quired to determine if indeed fathers do show more 
OC symptomatology. Despite the fact that more con-
trol families than probands’ belonged to the aver-
age and low socioeconomic status, we did not find 
more psychopathology in this group, as would be 
expected, regarding the children’s parents. As noted, 
the families of controls were well organized, working 
families. Studies give varying results in terms of the 
social class background of children with OCD, start-
ing from a high social status34 to lower socioeconom-
ic status.35 Others note that there is cultural homo-
geneity in OCD across cultures36 and that caucasians 
have the greater symptom severity and comorbid-
ity.37 In our study, most of the OCD children came 
from a high and average social status.

This study presents some limitations. The sample 
size is small, mainly due to the difficulty of collect-
ing data because of the relatively uncommon preva-
lence of the disorder. The same problem character-
izes other studies.2,4,29,31,32 Larger studies are needed 
in order to have smaller probability of type-II error 
and clarify the differences regarding the psycho-
pathology of fathers and mothers, particularly dif-
ferences in prevalence of OCD. Further, the parents 
were not examined through formal diagnostic inter-
views. Although the Y-BOCS is not a diagnostic tool, 
more fathers had OC symptoms in the clinical range 
(a score of 16 or greater) than mothers. Furthermore, 
a significant difference of fathers compared to moth-
ers and controls with regard to OC symptomatology 
emerges from the subscale for obsessions and com-
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controls.38,39 Nevertheless, a replication of the study 
after inclusion of a control group with depressive 
disorders and/or non-clinical participants would be 
methodologically desirable.

In conclusion, our study showed that a consider-
able number of children and adolescents with OCD 
are presented with externalizing problems, simi-
lar to that described in other countries. This aspect 
of children and adolescents with OCD is important 
to be recognized when considering case manage-
ment and treatment. Finally, there is a confirmation 
through our study, that the CBCL is a valuable tool, 
which can point towards the detection of important 
aspects of the psychopathology of these children 
and adolescents.

pulsions of the SCL-90-R. Another limitation is the 
control group we have chosen. We thought a group 
other than one with anxiety disorders or depressive 
disorder might be pertinent, since it is known that, 
in clinical settings, there is around 8–10% comorbid-
ity with panic disorders and that in adolescents and 
adults with OCD comorbidity includes depressive 
disorders. Since the one-year prevalence of OCD is 
1.5–2.1% and in our study, out of 52 parents, 7 fathers 
and 3 mothers presented with OC symptomatology, 
whereas from the 50 control parents, none, we may 
think that the control group is closer to the general 
population. Also, comparison of SCL-90-R and STAI 
scores between the control group and Greek gen-
eral population supports the use of this group as 
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Η συννοσηρή ψυχοπαθολογία των παιδιών και εφήβων με ιδεοψυχαναγκαστική διαταραχή (ΙΔΨ) έ-
χει διερευνηθεί σε πλήθος μελετών την τελευταία εικοσαετία. Ο σκοπός της παρούσας μελέτης ήταν 
να διερευνήσει τη φαινομενολογία της ασθένειας και την ευρύτερη ψυχοπαθολογία σε μία ομάδα 
παιδιών και εφήβων με ΙΔΨ στην Ελλάδα. Η διερεύνηση της γονικής ψυχοπαθολογίας στα παιδιά και 
εφήβους με ΙΔΨ ήταν ένας δευτερεύων σκοπός της παρούσας μελέτης. Μελετήσαμε 31 παιδιά και ε-
φήβους με ΙΔΨ (n=31, ηλικιακό εύρος 8–15 έτη) και τους γονείς τους (n=62, ηλικιακό εύρος 43–48 έτη) 
και διενεργήσαμε συγκρίσεις με παιδιά και εφήβους με ειδικές μαθησιακές διαταραχές της ανάγνω-
σης και της γραπτής έκφρασης (n=30, ηλικιακό εύρος 7–16 έτη) και τους γονείς τους (n=58, ηλικιακό 
εύρος 40–46 έτη). Κατάλληλες δοκιμασίες έδειξαν ειδικές μαθησιακές διαταραχές της ανάγνωσης και 
της γραπτής έκφρασης, οι οποίες ήταν ήπιας έως μέτριας βαρύτητας για το 85% αυτής της δεύτε-
ρης ομάδας. Η διάγνωση μαθησιακής διαταραχής της ανάγνωσης και της γραπτής έκφρασης διενερ-
γήθηκε μέσω της χρήσης σταθμισμένου αναγνωστικού υλικού, κατάλληλου για ηλικίες 10–15 ετών. 
Ελέγχθηκαν η αναγνωστική κατανόηση και αφήγηση. Η γραπτή έκφραση (ορθογραφία, συντακτικό, 
περιεχόμενο) εξετάστηκε μέσω ενός γραπτού κειμένου, στο οποίο το υποκείμενο ανέπτυσσε ένα συ-
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γκεκριμένο θέμα από το αναγνωστικό υλικό. Με βάση το επίπεδο εκπαίδευσης και επαγγέλματος, οι 
οικογένειες των παιδιών και εφήβων με ΙΔΨ κατηγοριοποιήθηκαν ως υψηλής (29%), μέσης (45%) και 
χαμηλής (26%) κοινωνικοοικονομικής κατάστασης, ενώ το 6,7% των οικογενειών στην ομάδα μαρτύ-
ρων ανήκε στην υψηλή, το 63,3% στη μέση και το 30% στη χαμηλή κοινωνικοοικονομική κατάστα-
ση. Προκειμένου να διερευνηθεί η ψυχοπαθολογία, χορηγήθηκε στα παιδιά και τους γονείς τους η 
συνέντευξη Schedule for Affective Disorders and Schizophrenia for School Aged Children, Present 
and Life-time version, καθώς το ερωτηματολόγιο Child Behavior Checklist 4/18 (CBCL) στους δύο γο-
νείς και τους εφήβους (Youth Self-Report). Επίσης, βαθμολογήθηκε η κλίμακα Yale-Brown Obsessive 
Compulsive Scale (Y-BOCS) για τα παιδιά και τους γονείς τους. Επιπλέον, στα παιδιά χορηγήθηκαν τα 
ερωτηματολόγια Children’s Depression Inventory (CDI) και Revised Children’s Manifest Anxiety Scale 
(RCMAS). Στην ομάδα των παιδιών και εφήβων με ΙΔΨ, 48% είχε ιδεοληψίες μόλυνσης, 42% επιθετικές 
ιδεοληψίες, και 52% είχε ψυχαναγκασμούς πλυσίματος και καθαρισμού. Επιπλέον, το 32% είχε μία ε-
πιπρόσθετη διαταραχή και το 16,1% είχε δύο επιπρόσθετες διαταραχές. Συγκριτικά, μόνο το 17,2% 
της ομάδας μαρτύρων είχε μία συννοσηρή διαταραχή. Η ομάδα των παιδιών και εφήβων με ΙΔΨ εί-
χαν υψηλότερη βαθμολογία Συνολικών Προβλημάτων, καθώς και υψηλότερη βαθμολογία Άγχους/
Κατάθλιψης, Προβλημάτων Σκέψης και Εξωτερικευόμενων Προβλημάτων στο CBCL. Όταν συγκρί-
θηκαν οι γονείς των παιδιών και εφήβων με ΙΔΨ και οι γονείς των μαρτύρων (29 μητέρες και 21 πα-
τέρες), το ποσοστό των πατέρων στο κλινικό εύρος ήταν σημαντικά μεγαλύτερο στην ομάδα με ΙΔΨ 
(Fisher’s exact test: p=0,011, two tailed), ενώ για τις μητέρες η διαφορά δεν ήταν στατιστικά σημαντι-
κή (Fisher’s exact test: p=0,106, two tailed). Οι πατέρες και οι μητέρες των παιδιών και εφήβων με ΙΔΨ 
ήταν περισσότερο κλινικά επιβαρυμένοι συγκριτικά με τους γονείς των μαρτύρων. Οι μητέρες των 
παιδιών και εφήβων με ΙΔΨ διέφεραν από την ομάδα των μαρτύρων ως προς τους ψυχαναγκασμούς, 
συγκριτικά με τους πατέρες, οι οποίοι διέφεραν και στις ιδεοληψίες και στους ψυχαναγκασμούς. Το 
ποσοστό συννόσησης ήταν υψηλότερο στα παιδιά και εφήβους με ΙΔΨ. Ένας σημαντικός αριθμός 
παιδιών με ΙΔΨ είχε υψηλότερη συμπτωματολογία άγχους και κατάθλιψης από τους μάρτυρες, καθώς 
και υψηλότερα ποσοστά προβλημάτων σκέψης. Τα παιδιά και οι έφηβοι με ΙΔΨ εκδήλωναν, επίσης, 
υψηλότερα ποσοστά εξωτερικευόμενων προβλημάτων. Αυτό το εύρημα θεωρείται σημαντικό και 
χρειάζεται να τονιστεί αναφορικά με τη διαχείριση και τη θεραπευτική αντιμετώπιση αυτών των πε-
ριπτώσεων. Επιπλέον, οι γονείς των παιδιών και εφήβων με ΙΔΨ είχαν υψηλότερη συμπτωματολογία 
ΙΔΨ από τους γονείς των παιδιών και εφήβων με μαθησιακές διαταραχές. Η συμπτωματολογία των γο-
νέων ενδεχομένως δημιουργεί δυσκολίες στις αλληλεπιδράσεις εντός της οικογένειας και μπορεί να 
επιβαρύνει ένα ευάλωτο παιδί. Από την άλλη πλευρά, η συμπτωματολογία του παιδιού ενδεχομένως 
δημιουργεί ή αυξάνει ορισμένα από τα συμπτώματα των γονέων, όπως άγχος και κατάθλιψη. Αυτά 
τα ευρήματα υποστηρίζουν την άποψη ότι τουλάχιστον για ένα ποσοστό παιδιών και εφήβων με ΙΔΨ, 
η γονική και ιδιαίτερη η πατρική επιρροή μπορεί να συμβάλει στην εμφάνιση και τη βαρύτητα των 
συμπτωμάτων τους, όχι μόνο μέσω κληρονομούμενων παραγόντων αλλά και μέσω του ελέγχου που 
ασκείται και του άγχους που δημιουργείται στο οικογενειακό πλαίσιο. 

Λέξεις ευρετηρίου: Επιθετική συμπεριφορά, εξωτερικευόμενα προβλήματα, παιδιά και έφηβοι, 
συννόσηση, ιδεοψυχαναγκαστική διαταραχή.
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