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ABSTRACT
Introduction: Research suggests that obsessive-

compulsive disorder (OCD) is not a unitary entity, 

but rather a highly heterogeneous condition, with 

complex and variable clinical manifestations.

Objective: The aims of this study were to com-

pare clinical and demographic characteristics of 

OCD patients with early and late age of onset of 

obsessive-compulsive symptoms (OCS); and to 

compare the same features in early onset OCD 

with and without tics. The independent impact 

of age at onset and presence of tics on comor-

bidity patterns was investigated. 

Methods: Three hundred and thirty con-

secutive outpatients meeting Diagnostic and 

Statistical Manual of Mental Disorders, Fourth 

Edition criteria for OCD were evaluated: 160 

patients belonged to the “early onset” group 

(EOG): before 11 years of age, 75 patients had 
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FOCUS POINTS
•  Identify the clinical differences between obses-

sive-compulsive disorder (OCD) patients with 
early and late onset of symptoms.

•  Discuss the impact of tic disorders in the expres-
sion of clinical characteristics among early onset 
OCD patients.

•  Discuss the OCD heterogenity implications  
for OCD. 

an “intermediate onset” (IOG), and 95 patients 

were from the “late onset” group (LOG): after 18 

years of age. From the 160 EOG, 60 had comor-

bidity with tic disorders. The diagnostic instru-

ments used were: the  Yale-Brown Obsessive 

Compulsive Scale and the Dimensional Yale-

Brown Obsessive Compulsive Scale (DY-BOCS),  

Yale Global Tics Severity Scale; and Structured 

Clinical Interview for DSM-IV Axis I Disorders-

patient edition. Statistical tests used were: 

Mann-Whitney, full Bayesian significance test, 

and logistic regression. 



Results: The EOG had a predominance of 

males, higher frequency of family history of OCS, 

higher mean scores on the “aggression/violence” 

and “miscellaneous” dimensions, and higher 

mean global DY-BOCS scores. Patients with EOG 

without tic disorders presented higher mean 

global DY-BOCS scores and higher mean scores 

in the “contamination/cleaning” dimension.

Conclusion: The current results disentangle 

some of the clinical overlap between early onset 

OCD with and without tics.  

CNS Spectr. 2009;14(7):362-370

INTRODUCTION
 Several lines of research suggest that obsessive-

compulsive disorder (OCD) is not a unitary entity, 
but rather a highly heterogeneous condition, with 
complex and variable clinical manifestations.1 This 
heterogeneity complicates the interpretation of 
research results and limits the search for etiologi-
cal factors and the establishment of more effective 
treatment strategies.2 Therefore, the identification 
of more homogeneous subgroups of patients, with 
meaningful clinical and etiological substrates, is 
highly important and needed. 

Categorizing OCD patients according to the 
presence or absence of specific characteristics 
has brought important contributions to the field. 
Clinical features, such as age at onset of the obses-
sive compulsive symptoms (OCS),3 comorbidity 
with tics,4 gender,5 type of onset,6 and history of 
streptococcal infections7 have been hypothesized 
as meaningful variables in the identification of 
more homogeneous OCD subgroups. Early onset 
and tic-related OCD subtypes have received the 
most consistent support from different areas.2,8 For 
example, many studies reported that OCD patients 
with comorbid tics presented an early age at onset 
of the OCS3,9; higher male prevalence10,11; higher 
frequency of sensory phenomena12-15; higher fre-
quency of hoarding, symmetry, and tic-like compul-
sions4,16-18; and an increased risk of family history 
of tic disorders and OCD.19-23 Interestingly, an early 
onset of the OCS has also been associated with 
many of the same features described above for 
the tic-related subgroup, including a much higher 
morbidity risk for first-degree family members to 
develop tics and OCD.23,24 

The similarities between the presentations 
of these two possible OCD subgroups have 
intrigued researchers for many years. The way 
in which the characteristics presented by these 
patients overlap and/or interfere with each 
other is not yet well understood. In fact, there 
have been few studies adequately designed to 
address this issue. Previous attempts to better 
identify the unique contributions of the presence 
of tics and age at onset of the OCS have been 
limited mainly by small sample sizes. 

Hanna and colleagues25 assessed 60 early onset 
OCD patients and reported that only cleaning and 
hoarding symptoms were significantly different 
between the OCD-only and the OCD+tics group. 
Scahill and colleagues26 interviewed 80 subjects 
and found that OCD patients without tic disorders 
had more cleaning and washing symptoms when 
compared to OCD patients with tic disorders.

Another limitation has been the lack of con-
sensus on how to define the best cut-off ages 
for determining an early or late onset. A recent 
study used cluster analyses and revealed that 
differences in comorbidity patterns started to 
emerge at 10 years of age and were more pro-
nounced at 17 years of age, suggesting that, at 
least for this sample, these were the best cut-off 
points.27 This study also analyzed the association 
between age at onset and comorbidity patterns 
in a large OCD sample. They found that age at 
onset of the OCS was related to other clinical 
features in an additive model, and the earlier the 
onset of the OCS, the higher the homogeneity 
between subjects of the same onset age stra-
tum, including, for example, the prevalence of 
concomitant tic disorders.27 

As an attempt to investigate the specific con-
tributions of presence of tics and age at onset in 
early onset OCD patients, and extend and expand 
the above results in a large enough sample, 
the current study was conducted. It also aimed 
to better explore the clinical characteristics of 
early-onset OCD patients. More specifically, the 
main objectives of this study were: to compare 
the demographic and clinical characteristics of 
patients with early and late age of onset of the 
OCS; to compare the demographic and clini-
cal characteristics of early-onset OCD patients 
with and without tics; to verify the independent 
impact of age at onset and presence of tics on 
comorbidity patterns taking into consideration 
possible confounders in the same sample. 
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METHODS 

Subjects
 The clinical sample has been described else-

where.27 Between 1996 and 2006, 330 consecu-
tive outpatients with Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition OCD 
diagnoses receiving treatment at three Brazilian 
university hospitals (Sao Paulo=253 patients; 
Botucatu=27 patients; and Porto Alegre=50 
patients), and two private practice clinics (n=156) 
were evaluated with the same research protocol. 
All participants gave written informed consent 
(parents also signed the consent when patients 
were <18 years of age) and the Medical Ethics 
Committee from the three university hospitals 
approved this study.

Clinical Assessment
 The age at OCS onset was defined as the ear-

liest age of OCS remembered by the patient. 
Whenever possible, a family member was also 
interviewed to confirm the age of OCS onset. 
Early onset was defined as the beginning of 
symptoms before 11 years of age, whereas late 
onset was defined as the beginning of symptoms 
at >18 years of age, as proposed in other stud-
ies.3,27,28 Patients whose symptoms had begun 
between 11–17 years of age were considered 
as “intermediate onset” subgroup. Because of 
space limits, results are not presented in this 
paper, but are available upon request.

 The instruments used to assess presence and 
severity of OCS were the Yale-Brown Obsessive 
Compulsive Scale29 (Y-BOCS) and the Dimensional 
Yale-Brown Obsessive Compulsive Scale (DY-
BOCS). The DY-BOCS investigates presence and 
severity of specific OCS dimensions and has been 
validated recently.30 

Tics were evaluated with the Yale Global Tics 
Severity Scale.31 The presence of other Axis I 
comorbid diagnoses were investigated with the 
Structured Clinical Interview for DSM-IV Axis I 
Disorders-patient edition.32

 Interviewers were experienced clinical psy-
chologists or psychiatrists with at least two years 
experience working with OCD. Interviewers par-
ticipated in at least five training sessions with 
video recorded interviews and five training 
sessions with live interviews performed by a 
senior interviewer. After this initial training, five 
interviews were conducted with the assistance 
of a senior researcher before the trainee was 

allowed to perform the interviews without assis-
tance.  Data on family history was indirectly col-
lected with the patient.

Data Analysis
The Statistical Package for Social Science 

(SPSS v. 12.0) for Windows and “R: a Language” 
was used to perform all the statistical analyses.

For continuous variables with non-normal 
distribution, the Mann-Whitney test was chosen 
for comparisons between different groups in the 
univariate analyses. For categorical variables 
(sex, family history) the significance tests were 
performed by Bayesian approach with the full 
Bayesian significance test, introduced by Pereira 
and Stern.33 To compare these distributions we 
used two significant levels: the P-value and the 
evidence value (e-value), a Bayesian index. Both 
P-values and e-values are indexes to measure the 
evidence of the data in favor of the hypotheses.

Logistic regression analyses were used in 
order to verify the independent impact of age at 
onset and presence of tics on comorbidity pat-
terns, adjusting for possible confounders. The 
dependent variable (Y) was the presence (Y=1) 
or absence (Y=0) of each of the studied comorbid 
diagnosis group. The dependent variables were: 
Tic Disorders, Mood Disorders, Unipolar Disorders, 
Anxiety Disorders, Social Phobia, Eating Disorders, 
and Impulse-Control Disorders. Independent vari-
ables were age at onset, presence of tics, gender, 
illness duration, Y-BOCS scores, and number of 
comorbid disorders. These variables were selected 
based on prior literature with respect to their rel-
evance to the study of OCD phenotypes.2,8

RESULTS
 One hundred and sixty patients (48.5%) had an 

early onset of their OCS and 95 patients (28.8%) 
had a late onset. Seventy-five individuals (22.7%) 
presented intermediate onset and were excluded 
from the current study. Even though the interme-
diate onset group was not the main focus of this 
study, it was not excluded from the general data 
analyses because this group contributed 22.7% of 
the sample. In most of the analyses, this group was 
more similar to the “late onset” group (LOG) than 
to the “early onset” group (EOG). Due to space lim-
itations, results were not presented in this paper 
but are available upon request. Table 1 presents 
patients clinical characteristics. Interestingly, 60 
subjects (37.5%) from the EOG had tics compared 
with 101 patients (30.6%) from the whole sample.
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Early Onset OCD Compared with Late 
Onset OCD

There was a statistically significant difference 
between both groups regarding gender: the EOG 
had a predominance of males (e-value=0.013). As 
expected, the EOG, when compared to the LOG, 
also presented longer illness duration (mean=22.6; 
SE=0.8 years for the EOG and mean=14.3; SE=1.0 
years for the LOG), and a higher frequency of 
family history of OCS (e-value=0.04).

Regarding OCS dimensions, there were no 
differences in Y-BOCS severity between groups. 
When analyzing OCS dimensions, the EOG 
presented higher mean scores on the “aggres-
sion/violence” and “miscellaneous” dimen-
sions, when compared with the LOG (P=.010 and 
P=.033, respectively), as well as higher mean 
global DY-BOCS scores (P=.012). Among the 
EOG, 60 subjects (37.5%) had comorbidity with 
tics (EOG with tics).

Early Onset OCD With or Without Tic 
Disorders

 The analyses comparing the EOG with and 
without tics showed that there were no sig-

nificant differences between these subgroups 
regarding gender or family history of OCD, OCS, 
or tic disorders in the first-degree relatives (Table 
2).  Regarding clinical symptoms, there were no 
significant differences between the EOG with tics 
and the EOG without tics subgroups regarding 
the mean age of OCS onset (P=.69) or mean Y-
BOCS scores (P=.48). In contrast, when symptom 
dimensions were compared, the EOG without 
tics subgroup presented a higher mean global 
DY-BOCS score (P=.041) and a higher mean 
score in the “contamination/cleaning” dimen-
sion (P=.037) (Table 3).

Comorbid Disorders 
Logistic regression analyses were used to ver-

ify the independent influence of age at onset of 
the OCS and presence of tics on Axis I comorbid-
ity patterns, adjusting for possible confounders. 
Gender, illness duration, Y-BOCS score, and num-
ber of comorbid disorders were also included in 
the model as independent variables (Table 4).

The logistic regression indicated that the 
younger the age at OCS onset, the higher the 
probability of having tic disorders (P=.003) 
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TABLE 1.
Clinical Characteristics of the Early and Late Onset Groups

EOG (n=160) LOG (n=95)

n % n %

Gender Male
Female

94
66

58.8
41.2

39
56

41.1
58.9

Marital status Single
Married
Divorced
Widowed

101
51
7
1

63.1
31.9
4.4
0.6

37
47
8
3

38.9
49.5
8.4
3.2

Tic disorders 60 37.5 15 15.8

Mean (ep) Mean (ep)

Years of Study 14.8 0.41 13.58 0.55

Current Age (years) 30.23 0.86 39.57 1.16

Illness Duration (years) 22.62 0.86 14.34 1.06

Number of Comorbid Diagnoses 3.5 0.18 2.54 0.21

Y-BOCS Obsession 12.12 0.35 11.61 0.45

Y-BOCS Compulsion 12.8 0.31 11.48 0.45

Y-BOCS Total (mean score) 24.87 0.58 23.02 0.8

DY-BOCS Total Score (mean score) 18.39 0.86 15.79 0.89
EOG=early onset group; LOG=late onset group; Y=BOCS=Yale-Brown Obsessive-Compulsive Scale; DY-BOCS=Dimensional Yale-Brown Obsessive-Compulsive Scale.

DeMathis MA,  Diniz JB, Shavitt RG, Torres AR, Ferrão YA, Fossaluza V, Pereira C, Miguel EC, Rosario MC. CNS Spectr. Vol 14, No 7. 2009.



and social phobia (P=.01). The presence of any 
tic disorder decreased the chance of having 
mood disorders (P<.001), unipolar depression 
(P=.011), anxiety disorders (P=.037), and social 
phobia (P=.048). The longer the duration of the 
OCS, the higher the chance of having unipolar 
depression (P=.042) and the lower the chance 
of having tic disorders (P=.001). Female gen-
der decreased the probability of having social 
phobia (P=.004) and tic disorders (P=.031). On 
the other hand, it enhanced the chance of hav-

ing eating disorders (P=.003) and impulse-con-
trol disorders (P=.031). The higher the Y-BOCS 
obsession scores, the higher the chance of hav-
ing mood disorders (P<.001), and the lower 
the Y-BOCS compulsion scores, the higher the 
chance of having anxiety disorders (P=.001). 
Finally, the number of comorbid disorders was 
significantly associated with all disorders, sug-
gesting that the higher the number of comor-
bidities, the higher the chance of having any 
additional diagnosis. 
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TABLE 2.
Gender and Family History of the 160 Early-onset OCD Patients With and Without 
Tics Disorders

EOG without Tics (100) EOG with Tics (60)

n (%) n (%) P

Male gender 58 (58.0) 36 (60.0) 0.97

Female gender 42 (42.0) 24 (40.0)

Family History of  OCS (1st degree) 55 (56.1) 27 (45.0) 0.39

Family History of OCD (1st degree) 25 (25.5) 14 (23.3) 0.95

Family History of Tics (1st degree) 15 (15.3) 16 (26.7) 0.22

OCD=obsessive-compulsive disorder; EOG=early onset group; OCS=obsessive-compulsive  symptoms. 

DeMathis MA, Diniz JB, Shavitt RG, Torres AR, Ferrão YA, Fossaluza V, Pereira C, Miguel EC, Rosario MC. CNS Spectr. Vol 14, No 7. 2009.

TABLE 3.
Age of Onset and Severity of OCS in the 160 EOG With and Without Tics

EOG Without Tics (100) EOG with Tics (60)

Mean SE Mean SE P

Age at onset of OCS 7.56 0.19 7.68 0.24 0.69

Y-BOCS Obsession Score
Y-BOCS Compulsion Score
Y-BOCS Total Score

12.11
12.63
24.66

0.44
0.39
0.71

12.13
13.08
25.22

0.56
0.51
1.00

0.98
0.31
0.48

OCS Dimensions (DY-BOCS)

“Aggressive/Violence”
“Sexual/Religious”
“Symmetry/Ordering”
“Cleaning/Contamination”
“Hoarding”
“Miscellaneous”
 Global Score

7.68
6.19
7.84
8.55
4.89
8.46
19.65

0.66
0.73
0.58
0.65
0.71
0.57
0.85

8.00
5.82
6.38
5.50
3.90
7.53
14.41

1.30
1.33
1.06
1.11
0.88
1.00
2.23

0.72
0.63
0.24
0.04
0.72
0.40
0.04

OCS=obsessive-compulsive symptoms; EOG=early onset group; Y-BOCS=Yale-Brown Obsessive Compulsive Scale; DY-BOCS=Dimensional Yale-Brown Obsessive 
Compulsive Scale.

DeMathis MA, Diniz JB, Shavitt RG, Torres AR, Ferrão YA, Fossaluza V, Pereira C, Miguel EC, Rosario MC. CNS Spectr. Vol 14, No 7. 2009.
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DISCUSSION
The current study compared the demographic 

and clinical characteristics of patients with early 
and late onset of OCS. Additionally, it investi-
gated the specific contributions of age of onset 
and presence of tics in the clinical presentation 
of these patients in an attempt to disentangle the 
overlap in demographic and clinical characteris-
tics between early onset OCD with and without 
tics in a large enough sample. All subjects were 
interviewed using structured interviews, admin-
istered by experienced and carefully trained cli-
nicians. In addition, a detailed assessment of 
presence and severity of the OCS dimensions 
was performed using a new scale developed 
to generate specific scores for each symptom 
dimension, the DY-BOCS.

Early Versus Late Onset OCD Subgroups
The first goal of this study was to compare 

the clinical features between individuals with 
early and late onset of OCS. In this sample, we 
replicated most of the results found in previous 
studies. For example, male gender was more fre-
quent in the EOG18,29,34-38 and the EOG presented a 
higher frequency of family history of OCS among 
their relatives.39,40 

Symptoms of the “violence/aggression” dimen-
sion were more prevalent in the EOG, which also 
presented higher mean global DY-BOCS scores. 
Aggressive obsessions have been associated 
with depressive symptoms although the direc-
tion of this association is not clear. In this regard, 
Besiroglu and colleagues41 found that patients with 
OCD and major depressive disorder had higher 
prevalence of aggressive OCS when compared to 

367

TABLE 4.
Investigation of Comorbid Disorders in the Whole Sample According to Clinical 
Features

Confidence Interval

Coefficient
Standard 

Error
Exponential 
(Coefficent) Inferior Superior P-value

Mood Disorders

Intercept
Early age at OCD onset (<11 years)
Late age at OCD onset (≥18 years)
Tic disorders
Number of comorbid disorders
Y-BOCS Obsession Score

-2.17
-0.49
-0.32
-1.66
0.98
0.12

0.52
0.37
0.36
0.39
0.13
0.03

0.11
0.61
0.73
0.19
2.65
1.13

0.04
0.30
0.36
0.09
2.05
1.06

0.32
1.27
1.46
0.41
3.44
1.21

<.001
.19
.37

<.001
<.001
<.001

Unipolar Depression

Intercept
Early age at OCD onset  (<11 years)
Late age at OCD onset  (≥18 years)
Tic disorders 
Number of Comorbid disorders
Illness Duration

-0.90
-0.39
-0.20
-0.73
0.37
0.06

0.42
0.30
0.29
0.29
0.07
0.03

0.41
0.67
0.82
0.48
1.44
1.06

0.18
0.37
0.46
0.28
1.25
1.00

0.92
1.22
1.44
0.85
1.66
1.12

.03

.19

.48

.01
<.001

.04

Anxiety Disorders

Intercept
Early age at OCD onset (<11 years)
Late age at OCD onset (≥18 years)
Tic disorders 
Number of comorbid disorders
Illness duration
Y-BOCS Compulsion

-0.79
-0.22
-0.35
-0.81
1.29
0.03
-0.13

0.64
0.39
0.38
0.39
0.16
0.01
0.04

0.45
0.80
0.70
0.44
3.62
1.03
0.88

0.13
0.37
0.33
0.21
2.65
1.00
0.82

1.59
1.72
1.49
0.95
4.95
1.05
0.95

.22

.57

.35

.04
<.001

.07
.001

Social Phobia

Intercept
Early age at OCD onset (<11 years)
Late age at OCD onset (≥18 years)
Tic disorders 
Female gender
Number of comorbidity

-1.77
-0.38
-0.89
-0.61
-0.84
0.68

0.33
0.33
0.35
0.31
0.29
0.09

0.17
0.69
0.41
0.54
0.43
1.97

0.09
0.36
0.21
0.30
0.24
1.65

0.32
1.32
0.81
0.99
0.76
2.35

<.001
.26
.01
.048
.004

<.001

Continued on next page



OCD patients without depression. Hasler and col-
leagues42 have also reported this association.

As consistently reported in earlier studies, the 
lower the age at onset the higher the probability 
of having tic disorders.3,10,11,14 Interestingly, this was 
also true for social phobia in the current sample. 

Early Onset OCD With and Without Tics
Patients with early onset OCD without tics 

presented significantly higher mean DY-BOCS 
global  scores when compared with EOG 
patients with tics. Interestingly, the EOG without 
tic subgroup also scored significantly higher 
in the “contamination/cleaning” dimension, in 
accordance with previous studies. It is impor-
tant to note, however, that this result was also 
found in the whole sample and corroborates 
with previous studies which have reported more 
symptoms of cleaning/contamination in patients 
without tic disorders.10,17,26,27,43-45

The presence of tics was independently associ-
ated with male gender, shorter illness duration, and 
lower frequencies of comorbid unipolar depression, 
mood disorders, anxiety disorders, and social phobia. 
Mood disorders were associated with longer illness 
duration whereas tic disorders were associated with 
male gender and shorter illness duration. Although 
the cross-sectional study design did not allow infer-
ences on what disorder came first, it is plausible to 
hypothesize that the longer the period the individual 
suffers from OCD, the more likely he/she is to have 
an additional affective disorder, particularly depres-
sion. Women were more likely than men to present 
eating and impulse control disorders, and less likely 
to present comorbid social phobia and tic disorders, 
replicating several other studies.3,10,11,14,46,47 

It is also noticeable that higher mean Y-BOCS 
Obsession scores were positively and indepen-
dently associated with the presence of mood dis-
orders, while higher mean Y-BOCS Compulsion 
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TABLE 4. (Cont.)
Investigation of Comorbid Disorders in the Whole Sample According to Clinical 
Features

Confidence Interval

Coefficient
Standard 

Error
Exponecial 
(Coefficent) Inferior Superior P-value

Eating Disorders

Intercept
Early age at OCD onset  (<11 years)
Late age at OCD onset (≥18 years)
Tic disorders
Female gender
Number of comorbid disorders
Y-BOCS Obsession Score

-6.18
0.23
-0.18
-0.83
1.39
0.50
0.11

1.08
0.55
0.51
0.49
0.46
0.10
0.06

0.00
1.26
0.84
0.44
4.02
1.65
1.12

0.00
0.42
0.31
0.17
1.62
1.36
0.99

0.02
3.73
2.26
1.15
10.00
2.00
1.26

<.001
.68
.73
.09
.003

<.001
.06

Impulse Control Disorders

Intercept
Early age at OCD onset (<11 years)
Late age at OCD onset (≥18 years)
Female gender
Number of comorbid disorders

-3.55
0.04
-0.05
0.66
0.57

0.44
0.39
0.37
0.31
0.08

0.03
1.04
0.95
1.94
1.77

0.01
0.49
0.47
1.06
1.51

0.07
2.24
1.95
3.54
2.08

<.001
.92
.90
.03

<.001

Tic Disorders

Intercept
Early age at OCD onset (< 11 years)
Late age at OCD onset (≥ 18 years)
Female gender
Number of comorbid disorders
Illness duration

-1.19
-0.16
-1.12
-0.61
0.32
-0.04

0.48
0.34
0.38
0.28
0.07
0.01

0.31
0.85
0.33
0.55
1.37
0.96

0.12
0.44
0.16
0.31
1.20
0.93

0.79
1.65
0.68
0.95
1.56
0.98

.01

.63
.003
.03

<.001
.001

For categorical independent variables (ie, female gender and tic disorders), when the coefficient is positive, this represents an increase in the chance of having 
that specific disorder. With continuous independent variables (ie, age at onset, illness duration, illness duration, symptom severity), a negative coefficient indicates 
opposite direction. For example, a younger age of onset or a shorter illness duration indicates a higher probability of having the specific outcome.

OCD=obsessive-compulsive disorder; Y-BOCS=Yale-Brown Obsessive Compulsive Scale. 
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scores were associated with anxiety disorders. 
Besiroglu and colleagues41 found that OCD+mood 
disorders had higher obsession scores, but not 
compulsion scores, when compared to non-
depressed OCD patients. It is worthwhile to note 
that the instrument used to assess depression 
was the Beck Depression Inventory, whose con-
struct is based on cognitive phenomena. The 
association of compulsions with anxiety disor-
ders may be due to the fact that compulsions are 
frequently triggered by feelings of anxiety.

It is important to emphasize the high frequency 
of comorbid diagnoses in the whole sample, as 
reported in previous studies,3,4 and that having 
one additional comorbidity enhanced the chance 
of having another diagnosis. Some studies have 
suggested that >2 diagnoses in the same individ-
ual significantly enhance the severity and course 
of OCD, probably worsening the prognosis.48 
Ferrao and colleagues49 have not found differ-
ences in the mean number of psychiatric diagno-
ses between a group of treatment refractory OCD 
patients when compared with “responders”.

These results may reconcile previous findings 
in OCD treatment studies. For example, early 
onset OCD has been associated to worse treat-
ment response in some studies,3,37,50-52 but not in 
others.49,53 It may be that this worse response is 
a feature of the EOG cases without tics, since in 
this study the EOG with tics had lower global DY-
BOCS scores and the presence of any tic disorder 
decreased the chance of having several additional 
comorbidities (ie, mood disorders, unipolar disor-
ders, anxiety disorders, and social phobia) in the 
logistic regression models. It was not possible to 
investigate this hypothesis in the whole sample 
but only in 79 patients, in whom treatment infor-
mation could be assessed. Of interest in this sub-
group, a logistic regression, using decrements of 
>35% in the Y-BOCS as the dependent variable and 
all the independent variables reported above, only 
the presence of tic disorders (P=.02) and female 
gender (P=.008) were associated with significant 
reductions on the Y-BOCS.

In the most recent study investigating the dif-
ferences in OCD with and without tics, Jasoorya 
and colleagues54 replicated many results from 
previous studies, indicating the universality of 
differences in tic related and not tic related OCD.

Limitations
Several limitations should be taken into account. 

First, since age at onset was assessed retrospec-

tively, there is the possibility of recall bias. In order 
to increase the reliability on this variable, a family 
member was also consulted about the age of OCS 
onset. However, as OCD symptoms are frequently 
secretive, the patient is probably the best informant 
about their symptoms and it would be ideal to eval-
uate the age at OCS onset with longitudinal pro-
spective studies. Furthermore, the age at onset of 
OCS established in this study was defined as when 
the patient first noticed any OCS. It is possible to 
speculate that different results could be found if age 
at OCS onset was defined as the age when OCS 
began to interfere with the person’s life. Another 
limitation is related to the external validity of our 
findings, since all patients were recruited at special-
ized OCD clinics, and therefore the results can not 
be generalized to community samples. Finally, mul-
tiple comparisons were conducted, which might 
have increased the possibility of type I error. 

CONCLUSION
The current results emphasize important clini-

cal differences between OCD patients with early 
and late onset of symptoms, as well as the inde-
pendent impact of tic disorders in the expres-
sion of clinical characteristics among early onset 
OCD patients, such as a higher score in the “con-
tamination/cleaning” dimension and a lower fre-
quency of comorbid unipolar depression, mood 
disorders, anxiety disorders, and social phobia. 
These results are helpful for a better understand-
ing of the overlap between tic related and early 
onset OCD subgroups, and are valuable in the 
search for more homogeneous OCD phenotypes, 
which might represent relevant etiological, ther-
apeutic, and prognostic implications.  
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