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ABSTRACT

In the field of psychiatry, family processes and interaction, as an
etiological factor for most of psychiatric disorders, have
typically been examined by many researchers. Comparative to
this, few researchers have studied the impact of the presence of
psychiatrically ill member on the rest of the family members
(especially children), or to what extent they cope with their
various psychosocial problems. Children of OCD parents
accommodate their parental rituals through cither participation
in behaviors related to such rituals or through modification of
daily functioning. They may also be negatively altected by such
adverse life experiences and develop emotional or behavioral
problems. Ninteen OCD parents and their children (n=42) and
thirteen psychologically and organically free parents as well as
their children (n=35) were compared as regard the presence of
anxiety, depressive, and OC symptoms, and disorders among
their children using specially organized symptom check-lists and
the different DSM 1V diagnostic criteria of such disorders. Most
of children (of both sexes) of OCD parents showed significant
anxiety, depressive and, obsessive compulsive symptoms and
disorders with variable degrees. Males reported anxiety and
depressive  symptomatology in reaction to such stress, while
females reported more depressive and obsessive compulsive
reactions to such adverse life experiences. Conclusion; There is
a significant correlation between parental OCD and the
appearance of many symptoms and disorders especially anxicty,
depressive and obsessive compulsive symptoms and disorders
among their children. Absence of symptomatolgy of such
disorders among the control group children, prove the
correlation between parental OCD and the presence of child
problems
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CHAPTER ONE

Introduction

In the field of psychiatry, family processes and interactions, as
an etiological factor for most of psychiatric disorders, have
typically been examined by most researchers. Comparative to
this, few researchers have studied the impact of the presence of
psychiatrically ill member on the rest of the family, or at how
extent they cope with their new situations.

There is no doubt that living with psychiatrically ill patient at
home affect to a great extent the other family members
especially children, who are at an increase risk to various
psychosocial problems.

The majority of parents are able to provide conditions for their
children, that are adequate or more than adequate to enable them
to thrive physically, emotionally and intellectually. A significant
minority are, however, unable to provide this level of care
[Graham, 1994].

Of course, parental mental illness, is one of the most important
risk factors in the family that should alter the professional to the
possibility that care might be inadequate.

It is a central task for the professional to monitor any
significant psychiatric or social problem, especially when the
child is at risk for inadequate or reasonable parental care.

The main aim of those involved in ensuring the care and
protection of children is to support the cohesiveness of the
family unit and prevent family breakdown.

Many studies (e.g. in the USA, UK, Germany ..... ) have
investigated the impact of living with an OCD father or mother

-1-
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on the other family members. In Egypt this emphasis avery
unnoticeable support. The possible psychosocial problems arc
very important to be investigated among relatives of OCD
probands especially children and spouse.

The whole family members are in need for social and
psychological support to prevent any possible harm from the
inadequate care that could be present due to the parental mental
illness. Also their families are in need for support to invest the
possible resources within the family.










CHAPTER TWO

REVIEW OF LITERATURE

Obsessive compulsive disorder (OCD) is an anxiety disorder in
which the obsession ... the intrusive thought ... is a source of
anxicty, and the compulsion .... The ritualistic behavior ... is
undertaken to alleviate such anxiety.

Children commonly adopt rituals during certain stages of their
development, and most of us occasionally have intrusive
thoughts or repeat certain actions during our life.

However, to reach the diagnosis of OCD, such thoughts have
to be persistent and disturbing our life, and the rituals must be
repeated, often for hours, until the person feels comfortable. The
obsessions and / or compulsions must significantly disrupt the
person’s life.

Obsessive compulsive disorder (OCD) has recently undergone
a dramatic change in status, once considered a relatively rare
example of the neuroses [Rubin, 1953]. It now occupies a
central position in contemporary psychiatry.

Obscssional disorder was believed to be a rare condition until
the national institute of mental health (N/MH) catchment area
survey, (initiated in 1970s) yielded results which startled the
academic community. Obsessive compulsive disorder was found
to be 50 to 100 times more common than previously believed,
making it the fourth most common psychiatric disorder after
phobias, substance abuse and major depression [Myers et al,
1984, Robin et al, 1984].
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Prevalence of OCD in the General Population

Many epidemiological studies concerning the occurrence of
both adult and childhood OCD in both inpatient and outpatient
community is relatively variable.

OCD has a lifetime prevalence rate of 2.5% and is somewhat
more frequent in females than in males [Van-Valiet, 1999].

Rasmussen and Eisen (1992), suggested that 10% of
subscribing outpatients exhibited obsessive compulsive
symptoms according to DSM I11.

The prevalences of OCD and subclinical OCD were found to
be 3% and 19% respectively. Prevalences were similar in males
and females [Garrison et al, 1995].

A large French survey including 4363 consecutive patients
consulting in and outpatient psychiatry, obtained the result of
about 9.2% for OCD (according to DSM-III-R) and 17% for
OCS (obsessive compulsive syndromes).

Samuels and Nestadt (1997) estimated the prevalence of 2-
3% in the community which is approximately the same as the
results of Thomsen (1997) with the prevalence rate of 1-3% of
the adult population.

The cultural background of OCD was discussed by many
investigators. There may be up to 5 millions with OCD in the
USA and 1 million in the UK [Rapoport, 1989 a].
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As regard the Egyptian Community, a study conducted by Ain
Shams Department of Psychiatry in 1968 on 1,000 psychiatric
patients attending the university clinic, showed an incidence of
OCD of 2.5%. [Okasha and Hassan, 1968). A replication of
the study in 1991 showed a constancy of the incidence of 2.3%
indicating the stability of the disorder [Okasha and Raafat,
1991].

Okasha (1998) proved also that 0.5% of the general
population and 1% of psychiatric outpatient and 4% of the
neurotic group are obsessive.

Prevalence of Children OCD

As previously mentioned, many studies considered adult OCD
a significantly common psychiatric disorder, other studies
proved its prevalence among childhood population.

The third international obsessive compulsive  disorder
conference discussed childhood OCD and the relative paucity of
research in children and adolescents with obsessive-compulsive
disorder (OCD) in comparison to adults and the unique potential
for research in children to provide answers to important
questions about the etiology, subtypes, pathophysiology, and
treatment of OCD [Riddle, 1999).

Based on psychiatric clinic populations childhood—onset
obsessive compulsive disorder was considered to be rare.
However, according to many researches in the past, OCD might
show the prevalence rate of about 0.5 — 4% of children and
adolescents [Pollitt, 1957; Ingram, 1961; Lo, 1967; Vaisaner,
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1975; Hollingswarth et al, 1980], Coryell, 1981; Rasmussen
and Tsuang, 1984].

Flament and Colleagues (1988) in a survey of 5596 high
school students, demonstrated that the disorder had a lifetime
prevalence rate of at least 0.4%. When the sample was weighed
to reflect sampling design, this lifetime prevalence rate
approached 1.0% (#0.5%) making it clear that childhood-onset
OCD is not uncommon.

The early age of onset of OCD was also emphasized by
Bebbington, (1998). A large proportion of adults with OCD
perhaps as high as 80%, have their onset during childhood or
adolescence. Prevalence estimate of OCD in children is at least

(2- 4%) and an even larger number may have subclinical OCD
[Grados et al, 1997].

Because affected probands tend to keep their ritualistic
behaviors hidden, researchers have tended to underestimate the
prevalence of the condition, which authorities now believe is 20-

40 times more common in youth than previously estimated
[Clarizio, 1991].

Vermeiren and Deboutte (1999), stressed on the importance
of early recognition of OCD in children and adolescents, as such
disorders does not get the attention it deserves. All health
professionals of all branches should be aware of this condition.

A large-scale population survey suggest that OCD is fairly

common and fairly few individuals receive adequate treatment
[Pigott, 1998].
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CLINICAL ASPECTS OF OCD

Obsessive compulsive disorder is a neuro-behavioral process

characterized by a strong desire to control the outer
environment, to engage in forceful, unwanted, repetitive
thoughts, and to perform irresistible mental or motor activities,
all within a substratum of doubting.

Historically, OCD symptoms remain unchanged. This obser-
vation indicates the distinctness of permanent symptoms un-
modifiable by bio-psychosocial variables that could emerge in
time. However, parallel morbidity may overlap it to conform to
a set of clinical entities that are self-incorporated with OCD’s
pathophysiology [Tobias and Neziroglu, 1997].

However, the obsessional content may vary according to the
patient’s intellectual profile, values and cultural factors.

OCD symptomatology can be classified into two major
groups.

I. Primary Symptoms.
II. Secondary Symptoms.




Review of Literature

I: PRIMARY SYMPTOMS

(A) Obsessions

Westphal, (1872) described obsessions as parasitic ideas in an
intact intellect that introduce into normal thought processes or
ideation against the will. Schneider, (1930) defined obsessions
as ‘“content of consciousness which, when they occur, are
accompanied by the experience of subjective compulsions, and
which can not be gotten rid of, though, on quiet reflection they
are recognized as senseless”’

Lewis, (1936) found Schneider’s definition practical and
acceptable. However Lewis believed that OCD patient needed to
resist the obsession. Schneider’s and Lewis’s definitions were
encompassed by Pollitt, (1957), who described the obsession as
“thoughts, images, feelings, impulses, recurring or persistent
movements, that are accompanied by immediate sensation of
subjective compulsion, and a desire to oppose it "

Although many other contributory definitions have been
proposed to foster an understanding of OCD [Janet, 1903;
Freud, 1917; Kanner, 1948; Green, 1965; Kringlen, 1965],
Westphal’s definition still stands on solid ground.

Obsessions are persistent thoughts, impulses, or images that are
unwanted, causing anxiety and distress [Tallis, 1995]. An
obsessive thought appears in an invasive, intrusive manner that
can not be stopped and may stay for long period. At the
beginning, it can be justified, but later the patient realizes their
thoughts are parasites, purposeless and impractical. The

-8-
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thoughts have an interactive quality, and the patient may not be
able to switch off obsessive thoughts. Although the patient tries
to resist, the thought persists and can not be erased from the
mind |yaryura — Tobias and Neziroglu 1997].

Minor obsessional symptoms are considerably more common
than OCD itself [Bebbington, 1998].

Contamination, religious, sexual and morbid thought contents
was found to be the most common [Yaryura-Tobias and
Neziroglu, 1997]. Also, fear of contamination by dirt or germs,
constant checking, repetitive intrusive thoughts of somatic,
aggressive or sexual nature, extreme slowness and inordinate
concern with orderliness and symmetry are considered [Sasson
et al, 1997].

Jakes, (1996) added arrangement of objects in a set way in the
patient’s environment to be another obsessive thought (e.g. all
objects of a given kind are lined up, or all books are placed
parallel to the edge of the table they have been placed on).
Such practices may be accompanied with superstitious thinking.

Obsessional thinking might be magical in the patients believe,
they can change events just by the thought process. These
thoughts may relate to superstition or religious practices and are
reminiscent of ceremonial compulsions, where magical thinking
on superstitious believes are common. Moreover, magical
thinking may be associated with delusional believes, when that
occurs, a psychiatric process must be ruled out.
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Kaplan and Sadock, (1991) classified four major symptom
patterns in obsessive compulsive disorder:

1*: An obsession of contamination followed by a compulsion of
washing and cleansing (the most commony).

2": An obsession of doubt followed by a compulsion of
checking (the second most common).

3" An intrusive repetitious obsessional thoughts of some sexual
or aggressive act (that is responsible to the patient without a
compulsion).

4th: Obsessional slowness: The obsession and the compulsion
seem to be united into the slow carrying out of daily behaviors.
An important aspect of the obsession is conflicting doubt.

An important aspect of the obsession is conflicting doubt.
Patient believes and yet don’t believe in his obsession (i.e. when
asked whether the thoughts is logical, patient hesitates to
answer) such doubtfulness may trap the patient in the
hypothetical premise that his thought turn into a circular
perpetual mobility, the patient’s incompatibility lead him to
social isolation [Tamarin, 1977].

(B) Compulsions

According to  Yaryura-Tobias and Neziroglu 1997,
compulsions can be divided into:

1. Mental or ideational compulsions and
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2. Motor compulsions.

1. Ideational Compulsion: Is an urge to perform an act in one’s

mind. (e.g. arithmomania).

They are more discrete because they are invisible. Patient uses
them to avoid having witnesses of his condition. Many patients
double-check visually; others count objects, possessions, coins,
or stamps. Some cofigure letters, words or even complete
sentences in their mind.

Arithmomania, a common form in which patient engages in
addition, division, subtraction and multiplication endlessly.

2. Motor Compulsions:

Are further subdivided into:

(1) Aggressive Compulsions:

Which are urges to act out verbally as in coprolalia, or
physically as in self-mutilation.

Self-mutilation includes (hair pulling, eyebrow plucking,
slashing, and head banging, self-punching, self-slapping, self
biting, picking and digging).

(2) Physiological Compulsions:

Includes defecation, urination, eating, drinking, smoking,
swallowing and performing sex acts endlessly.
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These compulsive activities seem to result from obsessions
pertaining to bodily physiology. These physiological modifica-
tions affect the bio-psychosocial profile of the patient [Table (2-
1) shows such OCD physiological changes].

Table (2-1) OCD PHYSIOLOGICAL CHANGES

Characteristics How Affected
Eating habits Normal to abnormal
Thirst Normal to increased
Death Non suicidal
Life coping mechanisms Poor
Urination Normal to pollakiuria
Defecation Abnormal patterns
Sleep Normal/severe hyper-vigilance

Sexual activity

Decreased copulation
Masturbation

(3) Bodily Movement Compulsions

Consist of touching,

tics, clapping, sneezing, jumping,

stretching, throat clearing, rocking, rubbing, and stereotyped

movements.

(4) Ceremonial Compulsions

Relate to purification and decontamination rituals. They
include cleanliness forms, hand washing and showering, as well

as clothing and house cleaning.
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(5) Other compulsions

Include ordering, arranging, collecting, list making, echolalia,
retracing, rereading, and rewriting,.

After all the goal of any type of compulsion is to prevent or
reduce anxiety or distress. They may be performed repetitively
without purpose, or to undo some anticipated disastrous
consequence.

However, according to Yaryura — Tobias and Neziroglu
1997, the two major compulsions are washing and double-
checking. Where as Garrison (1995), reported that the most
common compulsions were arranging (56%), counting (4/%),
collecting (38%) and washing (17%).
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1I: SECONDARY SYMPTOMS

Many authors touch on secondary OCD symptomatology such

as anxiety, anger, depression and phobias [Kendell and
Discipio, 1970; Beech, 1971; Cammer, 1973; Yaryura-
Tobias, 1977; Yaryura-Tobias and Neziroglu, 1978;
Yaryura-Tobias et al, 1979].

Secondary  symptoms may overlap OCD spectrum
phenomenology. This requires close attention for differential
diagnosis purposes and consequent therapeutic treatment.

Table (2-2) Shows Incidence of Secondary Symptoms In 100
OCD Patients (By Yaryura-Tobias And Neziroglu 1997)

Symptoms %
Depression 94
Anxiety 90
Aggression 65
Dysperception 60
Phobias 58
Checking 55
Other rituals 54
Sleep disorders 49
IFamily disturbance 45
Washing 41
Sexual dysfunction 34
Appetite disorder 33
Meticulosity 27
Self Mutilation 16
Tics 1
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1. Major depression and depressive symptoms

Major depression and OCD have been associated for many
years. At times, the presence of comorbidity has been an
important observation. A major depressive episode was
diagnosed in 56.9% of OCD patients [Karno et al, 1988].
Depression also has been reported as the most common form of
comorbidity [Rasmussen and Tsuang, 1986].

Zitterl et al, (1990) suggest that secondary depression is the
most important form of depression present in OCD and so it is
not a comorbid entity. Secondary depression is a common
symptom in OCD, as a result of the devastation and incapacity
affecting patients in their work, emotionality and social life.

Yaryura-Tobias and Neziroglu, (1983) estimated about 90%
of OCD patients experienced secondary depression. Major
depression as a comorbid condition was proved to be with minor
prevalence as shown in epidemiological studies. On the opposite
Samuels and Nestadt, (1997) encountered major depression as
a comorbid disorder with OCD. Also, Garrison et al, (1995)
proved about (45%) of OCD to have major depressive disorders
and (29%) to have dysthymia.

An Lgyptian transcultural study carried out on 90 cases (aged
12-42 years) by Okasha et al, (1994) revealed that one third of
cases had a comorbid depressive disorder.
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Prospective follow-up studies showed continued disability
from OCD and continued comorbidity with affective disorders
[Rapoport, et al 1992].

On the other hand, Sasson et al, (1997) considered depression
to be the most common complication of OCD.

However, ruminations, obsessions or obsessive compulsive

symptoms have been accompanied by depressive cases
[Vaughan, 1976; Peselow et al, 1990; Rasmussan and Eisen,
1990).

2. Anxiety

Separation anxiety were encountered in about 34% of OCD
cases |Garrison et al, 1995].

A follow up study of cases with childhood OCD suggested that
most of the patients with chronic course of OCD had symptoms
of anxiety and / or depression without any delusional symptoms
[Thomson, 1994).

A High rate of comorbidity with anxiety and depressive
disorders and with disorders related to the large OCD spectrum
(Somatoform  disorders, eating disorders, impulse control

disorders, compulsive buying...) were obtained. Hantouche et
al, 1996.

Rasmussen and Eisen, (1992) proved the co-occurrence of
anxiety and depressive disorders with OCD which may
contribute to misdiagnosis. Also, many coexisting mood or
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anxiety disorders are frequently diagnosed in OCD but may
remit with effective anti-obsessional treatments [Pigott, 1998].

3. Phobias

Present in about 50% of OCD patients. These phobias modify
the patient’s attitude towards handling the illness. The patients
use avoidance behavior and may ritualize to undo fear.

There is a close affinity between phobias and compulsions:
both involve avoidance behaviors and anxiety as a response to a
feared object. The difference is that, the phobic individual
usually avoides anxiety provoking situation more readily than
the compulsive individual, where the fears are all pervasive, and
so the individual has to engage in rituals to undo the fear
[Yaryura-Tobias and Nezierglu, 1997].

Rachman and Hodgson, (1980) suggested that compulsive
cleancrs engage more in passive avoidance (i.e. directly
avoiding the feared situation) than compulsive checkers with
active avoidance (i.e. engaging in behaviors to undo the fear).

It was also hypothesized that compulsive cleansers are more
likely to have concurrent phobias or a history of earlier phobias.
Theorctically, this assumption may be sound, but practically,
most  compulsive cleaners engage in active avoidance
(cleaning). Further research is needed to determine the accuracy
of this hypothesis.
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4. Anger

Is another common secondary symptom. Its pathogenesis
might relate to psychological and biochemical components (fow
brain serotonin level trigger anger, this has been seen in animal
experiments and indirect observation in human). OCD causes
frustration because of the inability to function and to socialize.
Frustration can then be channeled into outer or inner anger.
Outer anger is verbally manifested, whereas inner anger
becomes depression [Yaryura-Tobias and Nezierglu, 1997].

S. Speech Pattern

OCD linguistic patterns can be examined as expressive
behavior [Lorenz, 1955]. The speech is usually iterative,
stuttering, stammering, circumstantial, circular or redundant and
can be fast or slow. Tone and its modulation vary from high to
low pitch. Patients usually express themselves carefully. Their
words often contain a lot of information [Yaryura-Tobias and
Nezierglu, 1997].

Compulsive patients demonstrated more explaining verbal
behavior compared with control subjects. They also used more
negatives, retractors and evaluators. They also used fewer non-
personal references and more expression of feeling but not
significantly [Weintraub and Aronson, 1974].

6. Other Characteristics ( Psychosocial Sequence)

According to Yaryura and Neziroglu, (1997). Seriously ill
patients present four major characteristics: strong dependence
needs, social isolation, school failure and job loss. This
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psychosocial sequence in OCD is important for better
understanding of patient needs.

Disturbances in the family constellation are common and
expected. Living with OCD patient is difficult. OCD patients are
self centered, demanding and ungrateful, and their mood
changes and anger aggravate matters. Because of their inability
to make decisions and doubtfulness involving their actions, they
develop a strong dependency on family. An over protective
parent, spouse, relative or friend will make decision for him or
her.

Therefore, treating family disturbances to achieve better
prognosis is important, if a family member living with the
patient has OCD or obsessive compulsive personality, the
patient behavior may be reinforced.

Patients have serious difficulties interacting socially. Several
factors influencing socialization: low self esteem, fear of
ridicule, thought rigidity, inability to accept others’ values
systems, inflexible moral codes and a need to control others’
behaviors and ways of thinking. The presence of social phobias
in many patients should not be overlooked.

The condition may also affect the ability to work either to
maintain a job or in school or academic setting. Continuous
obsessions cause distraction and prevent the patient from
performing  perfectionism. Double-checking and doubting
seriously reduce productivity.
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On the other hand, intense and lasting obsessions prevent the
patient from listening in class or studying. Long hours spent in
ritualization activities make it difficult to do homework or get
sufficient sleep. All this interference lead to school or college
failure.
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CHILDHOOD ONSET
OBSESSIVE COMPULSIVE DISORDER

A common question is whether obsessive compulsive disorder

in children and adolescents is different from that in adults.
There seem to be no symptom differences in phenomenology
literature.

In general, Rettew et al, (1991) reported that children with
OCD presented with both rituals and obsessions and the content
of these obsessive compulsive behaviors changed over time in
95% of subjects. There is no significant age related trends with
any type of symptoms, although patients with early illness onset
(before age 6) were more likely to have compulsions.

Very young children (ages 6-8 years) in particular, would have
elaborate washing or checking rituals without cognitive
obsessions. For example, a 7 years old boy repeatedly washed
his hands to the point where they cracked and bleed. When
asked about what he was doing, he denied any preceding
obsessional thought, but an urge to wash or lick his hands
[Swedo et al, 1989].

So, childhood OCD is generally similar to that of adults but
compulsions or pure ritualizers are more considered, and may
present in absence of obsessions [Rapoport et al, 1992; Rettew
et al, 1992].
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Rituals, Superstitions, Obsessions And

Compulsions A Developmental Approach

Childhood OCD differs from normal developmental rituals and
superstitions in its severity, content and associated distress.

Many children engage in rituals or superstitious games (e.g.
counting cars of certain colors, touching certain street signs... ).
These are games rather than compulsions and can be stopped
without anxiety [Yaryura-Tobias and Neziroglu, 1997].

Simons, (1974) reported that some compulsive behaviors
appear around the age of (2) in normal children and continue for
4 to 5 years. He further noted that changes in physical
surrounding or daily routines normally upset two-year-old
children. Such rigidity may be attributed to the child’s attempt to
control his/her demanding environment. The child may ritualize
daily activities such as eating, dressing and washing and then
make them distorted reflections of parental demands.

Yaryura-Tobias and Neziroglu, 1997 stated that normal
childhood compulsive behaviors usually revolve around bedtime
rituals. The rituals commence between ages 3 and 6, and may
focus on checking or touching or checking various objects,
saying goodnight to parents or following a sequence of events,
such as, going to the bathroom, getting a glass of water and
putting it by the bed, placing slippers at a chosen side of the
bed... and so on, before finally getting in bed. In most children
these rituals disappear rapidly.
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EARLY SIGNS OF OCD

The onset may be slow and the disorder only gradually comes
to notice or they may be a fairly rapid onset [Rapoport, 1986].
Children as young as six years may be affected but the condition
is commoner in mid-childhood and adolescence [Graham,
1994].

OVERT SIGNS

There are certain behaviors that may indicate to teachers and
parents that a child has or is developing OCD.

Some of the Overt Signs that should be further investigated
are: day dreaming, declining grades, increased reactions and
concerns about minor issues, slowness (in tests, simple tasks,
projects or reading), excessive poorly explained absences,
excessive time in bathroom, repetitive questions, excessive need
for reassurance, prolonged bed time rituals to adjust and readjust
the bed cloths and objects around him, complaints of fatigue or
of life being too stressful.

If any of the warning signs are noticed it is important to
question the child to elicit the obsessions or compulsions that
may be provoking these behaviors. The child may be severely
embarrassed and trying to conceal the compulsions, but
sometimes they can not hide them, and parents or teachers
notice strange behaviors.

Unfortunately, these behaviors are often attributed to normal
childhood and adolescent habits, but if investigated many of
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them would be considered persistent, pervasive, and distressing
to the child, and the child is silently crying for help.

Once the problem is identified, treatment should be sought
before the symptoms generalize and the child engage more in
the problem [Yaryura-Tobias and Neziroglu, 1997].

GENERAL APPEARANCE

The child is likely to be generally quiet and shy as well as
perfectionist. In some cases, there is a great variation in
behavior, the child being excessively neat and tidy in some
respects, but slapdash in others [Rapoport, 1986].

Considerable sadness and misery accompanying the child’s
feelings of helplessness in the face of his own behaviors may
also be present [Graham 1994].

The child may be able to explain how his rituals arise- perhaps
on the basis of superstitious thoughts. Unless he carries them
out, he feels some terrible event will occur. Feelings of
“internal resistance” (i.e. sensation of internal struggle against
obsessional thoughts or compulsive behavior) described by
adults are not commonly expressed by children.,
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CHILDHOOD OBSESSIONS

Obsessional thoughts are less common and may only be
elicited on direct questioning. They take the form of unwelcome
aggressive or depressive ideas

Children with OCD have rigid ideas of right and wrong, and
have a morbid fear of making errors. They may be exceedingly
slow in completing work assignments [Graham, 1994].

Typical  obsessions involve themes of aggression,
contamination, sex, and order [Clarizio, 1991]. Adam et al,
(1994) added fear of harm, illness or death, to the previous
obsessions, and found them to be often associated with
corresponding  compulsions  (washing  rituals, checking,
repeating and symmetry).

Thoughts of religion, fear of harm, and fear of inanimate —
impersonal objects were significantly more commonly reported
for children than for adults [Khanna and Srinath, 1998].

Thoughts of contamination, violent images, sexual thoughts
and religious ruminations were also described by Riddle et al
(1990) and Thomson (1995).
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CHILDHOOD COMPULSIONS

As mentioned earlier, compulsions are much commoner than

obsessions in children. The majority of OCD symptoms in
children appeared to be compulsive rituals, particularly
involving washing and specific activities such as counting
[Khanna and Srinath, 1988]. Among school youth,
compulsions center besides washing and counting also on
checking [Clarizio, 1991].

Brynska, (1998) added repeating, touching and scrupulosity to
the childhood rituals.

Washing rituals were the most common OCD symptom
affecting over 85% of children at some point of time. The
excessive washing could be manifested as either increased
frequency (10 to 20 times/ hour) of hand washing or elaborate
ritualized washing patterns that took several minutes or longer to
complete. No child reported excessively long or frequent baths.
On the other hand several teenagers complained of troublesome

showering rituals, which are required to wash in a particular
pattern to do it perfectly [Swedo et al, 1992].

Repeating rituals were present in one half of the sample. Many
children would have to repeatedly draw a letter or number until
it was “perfect”. Their teachers noticed the abrupt onset of
erasure holes in their papers, whereas parents observed
increasing amounts of time being spent on homework
assignments [Swedo et al, 1989].
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Whenever possible, the child may resist the urge to repeat, but
when unable to do, would disguise their repeating as
“forgetting” their books by the chair, turning back to engage
someone in conversation in order to re-enter the door way.

Checking rituals also were common and were reported by
about 46% of the Swedo’s et al (1992) sample. In general, there
was no set ending to the checking rituals.

The child may check until it “fell right” or the urge had
dissipated.  This checking is also characterized by “rational
irrationality” for a 14 year old girl, who has to check the
home’s smoke detectors, for obsessional fear that an applicance
would cause a fire and injure her parents.

Misccllaneous compulsions include rituals of writing, moving,
or speaking (26%) and ordering and arranging (/7%). Some
children would blink and carry a bad thought away to a safe
corner with a staring ritual [Yaryura- Tobias and Neziroglu
1997]

All the previously mentioned odd behaviors may be manifested
in the OCD child, and any attempt to change or interrupt the
child’s behavior by parents or others are met by resistance.

There may be a transient improvement followed by relapse. In
severe cases the child will try, often succeeds to insist that
family members alter their behavior to fit in with his obsession.
Manipulative behavior may consist, for example, getting the
family to sit at table in a particular grouping [Graham, 1994].
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CHILDHOOD OCD AND ASSOCIATED
COMORBID DISORDERS

Only one quarter of children (26%) had OCD as their sole
diagnosis (n = 70 under 18 years) and the co-occurrence of
depression and anxiety was common [Swedo et al, 1989].

Associated diagnosis seen most frequently were depression
(39%), other anxiety disorders [simple phobia (17%) — over
anxious disorder (16%) - separation anxiety disorder (7%)],
developmental disabilities (24%,), oppositional disorder (1/%)
and attention deficit disorder (10%) [Swedo et al, 1992].

Thomson, (1994) suggested that most of the chronic OCD
cases had symptoms of anxiety and / or depression without any
delusional symptoms.

Depression and suicidal thoughts were commonly encountered
in 20 OCD patients aged 8-18 years. While Empathy disorder
was present only in one-fourth of the cases [Thomson , 1994].

The vast majority of children with OCD have concurrent
neuro- psychiatric disorders including tic disorders beside
anxiety and mood disorders [Grados et al, 1997].

Most of OCD cases aged (6-18 years) (n = 70) have associated
depression and anxiety [Swedo et al, 1992].

Traits commonly associated with childhood OCD was
separation anxiety, risk aversion, submissiveness and perfec-
tionism [Rasmussen and Eisen 1992].
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Brynska, (1998) added eating disorders to depression and
anxiety disorders, but no convincing relation appeared to be
present between OCD and schizophrenia

Specific fears are relatively common, such children do not
show aggressive behavior but occasionally episodes when the
child’s obsessional behavior is less prominent may be

accompanied by increased rudeness and disobedience [Graham,
1994].
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Factors Contributing and Precipitating
Obsessive Compulsive Disorder

There is a wide range of studies suggesting that OCD is
determined, at least in part by biological factors. In fact, the
evidence for the genetic inheritance and the environmental
factors especially social transmission are also very important.

As far as research into familial incidence is concerned, the
information is of interest. The presence of obsessions and
compulsions in close relatives of diagnosed OCD patients does
not prove the genetic component. On the other hand, the absence
of obsessional problems in close relatives may weaken the
environment component that is based on observational learning.
The observation of an elevated rate of obsessional disorders in
close relatives, taken in isolation, can be easily interpreted as
evidence for a genetic or an environmental contribution.

A. Genetic Contribution

Proponents of the argument that there is a significant direct
genetic contribution to the development of OCD have not
proven their case. There is however, possible support for the
argument that there is an important genetic contribution to
general emotional over-sensitivity and neuroticism [Eysenck,
1967; Rosenthal, 1970; Slater and Cowie, 1971; and Shields,
1973]. In addition to their relevance for analysis of the causation
of the OCD, genetic studies can make an indirect contribution to
nosology [Rochman and Hodgson, 1980].
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Many investigators agree that there is a strong genetic
component to its development [Nicolini et al, 1999]. A number
of analyses have been conducted to determine if possible
subtypes of OCD exists, including analysis of age of onset,
cluster analysis, lactor analysis, and scgregation analysis. These
methodologies, and possibly others, could aid in identifying the
genes involved in the development of OCD, and may help to
determine the possible genetic background of such disorder
[Pauls, 1999].

The genetic evidence of obsessive compulsive disorder was
proved by three main ways of studies:

1. Studies of familial incidence.

2. Studies on monozygotic and dizygotic twins.
3. Studies of adoptive parents and children.

Although these methods have produced valuable clarification
of the genetic contribution of many psychiatric disorders,

relatively little research has been undertaken on the genetics of
OCD.

1. Studies of familial incidence

During the past decade some well-conducted family studies,

using uniform diagnostic criteria, have been performed. On the
other hand several investigators have investigated familial
inheritance [Brown, 1942; Rubin 1953; Kringlen 1965; Lo
1967; Shields, 1973; Insel et al, 1983; Rasmussen and
Tsunag, 1986; Mckeon and Murray, 1987; Swedo et al,
1989].
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But although almost all these studies have showed a
remarkable level of agreement about familiarity of OCD, many
of them were difficult to interpret because of differences in
diagnostic criteria and methods of assessment. Most studies did
not interview the relatives directly and others failed to include
comparison groups.

On other hand, some new researches directly interviewed the
relatives and standard diagnostic criteria were used. Those
studies were supporting the hypothesis that there is a familial
component important for the expression of this disorder. Some
of these studies focussed on families of children with obsessive
compulsive disorders, others investigated families of adults.

Lenane et al, (1990) conducted one of these results in which
about 30% of probands with the diagnosis of severe primary
OCD (48 children and adolescents aged 618 years) had at least
one lst degree relative with OCD; 25% of fathers and 9% of
mothers received this diagnosis. Also 45% of fathers and 65% of
mothers received one or more other psychiatric diagnoses.

[n another study, the parents of 21 clinically referred children
and adolescents with OCD were interviewed. 15 of 42 (35.7%)
of parents received a diagnosis of clinical (N = 4) or
subthreshold (N = /7) OCD [Riddle et al, 1990].

About one third of children of OCD parents (16 of 84 OCD
parent) have the same diagnosis. Also the condition is common
among siblings of OCD cases [Okasha, 1992].
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A third study conducted by Leonard et al, (1992) examined
170 first-degree relatives of 54 probands with childhood onset
OCD 13% of all the 1st degree relatives met the criteria for

OCD.

Bellodi et al, (1992) studied the families of 92 adults with
OCD. The rate of the disorder among the parents and siblings
was only 3.4%. However, when the probands were separated on
the basis of age at onset, the rates were significantly higher
among the relatives of probands with onset before age 14. The
morbid risk for OCD among the relatives of the early onset
probands was 8.8, compared to 3.4% among the relatives of the
later onset probands.

Black (1992) supported the familial tendency. 21- 25% of
family members of probands with OCD have this condition. 32
adults with OCD and 33 normal individuals were studied and
found no evidence that OCD was familial. The risk of a more
broadly  defined obsessive compulsive disorder (ie.
subthreshold disorder) was greater among the parents of the
probands with OCD than among the parents of the normal
subjects.

Thomson, (1997) confirmed also the fact that OCD in relatives
of patients is much more common than the general risk for OCD
in the population.

In agreement with all these previous results, more recent
results concluded the familial loading of OCD and the positive
family history for psychiatric disorders [Geller et al, 1998].
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In the Mexican Institute of Psychiatry (Mexico), 71 probands
with OCD were investigated 61 of them as well as 366 of their
Ist degree relatives (who have accepted to participate) showed a
higher frequency of OCD in the OCD family members.
Approximately onc third of OCD cases demonstraled a positive
family history [Nicolini et al, 1998].

Another point of investigation was that there is an increased
risk for subthreshold OCD in relatives of OCD patients than for
controls. Earlier age of onset seems to be related to degree of
familiality of OCD [Grados et al, 1997].

However the weak support of familality of OCD was also
examined by some other researchers where psychiatric histories
of first degree relatives (fathers, mothers and siblings) yielded a
prevalence rate of 7.7% for OCD, and this does not support the
notion that OCD aggregates with families [Flament and
Rapoport, 1984; Last et al, 1989; Rapoport et al, 1990].

Another family study conducted on 446 first-degree relatives
aged (1 — 91 years) of 100 probands with OCD proved to be a
heterogeneous condition. Some cases were familial and related
to tic disorders, others were familial but unrelated to tic
disorders and in other cases no family history appeared to be
significant to either OCD or tics [Pauls et al, 1995].

A significant methodologic  weakness of some of the
previously mentioned studies was the lack of a comparison
group. Thus the investigators could not determine whether the
rates of OCD or sub-threshold OCD observed among the family
members were significantly higher than the rates that would
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have been observed by these investigators using the same
diagnostic methods in a group of comparison subjects.

Also failure of the researchers (o interview the relatives
dircctly may adversely affect the accuracy of the obtained
results.

Almost all the previously mentioned familial studies of OCD
provides an additional evidence that some forms of OCD are
familial. But family studies by themselves can not demonstrate
the importance of the genetic factors for the manifestation of the
illness. So, if the data obtained from the family studies are
consistent with a fairly simple mode of inheritance, the results
can be taken as an indirect evidence for the importance of genes
in etiology of the disorder.

Nicolini et al, (1991) performed segregation analysis on data
collected from 24 OCD families to examine whether
transmission patterns were consistent with simple Mendelian
models of inheritance. These investigators were unable to
distinguish between autosomal dominant and recessive models.
However, the dominant model was statistically more significant
and most compatible with observed patterns. Thus at least in the
families studied by these investigators, the transmission could be
explained by simple genetic models.

A recent suggestion that Gilles de La Tourette’s syndrome
(GTS) and OCD are alternative phenotypic expressions of the
same underlying genetic trait. Indeed, efforts have been made to
locate candidate genes, especially those that modulate both
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serotonergic  and dopaminergic system |Leckman and
Chittenden, 1990].

On support of the same suggestion Pauls [1992] found a
higher rate of OCD among relatives of probands with Tourette’s
disorder. This suggests some forms of OCD might be
etiologically related to Tourette’s disorder (genetically linked).
Furthermore, expression of OCD and/or Tourette’s disorder
appears to be related to the gender of the relative. The rate of
OCD alone (without Tourette’s disorder or tics) is higher among
female relatives, than among male relatives while the rate of
Tourette’s disorder and tics is higher among male relatives.

Leonard, [1992] discussed the opposite of the previous results
but supporting the genetic link between OCD and GTS. A
higher rate of Tourette’s and tics disorders was reported among
families of OCD probands.

107 ltalian families with probands with OCD were examined
for the possible mode of genetic transmission. Two different
phenotypic definitions of affection were used (1) OCD, (2) OCD
plus Tourette’s syndrome / chronic motor tics (CMT) (because
of there potential relationship). For the 107 OCD families, the
best fit was a dominant model of transmission (with a higher
penetrance for females). When the phenotype boundaries were
widened (OCD + CMT + TS), an unrestricted model of
transmission became the best fit [Cavallini et al, 1999].
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11. Twin studies

Another potential means of studying any psychiatric disorder
in relation to environmental factors is to study monozygotic
twins discordant for particular disorder. Such pairs are
genetically identical, so any environmental difference between
them may be casually related to the fact that one of them has
become ill while the other has not [Rutter, 1985].

Although the twin method, particularly when separated pairs
have been traced, has produced valuable results in other spheres,
the few twin studies on OCD are disappointing. In accounts of
which a high concordance rate between monozygotic twins has
been claimed, there are doubts about the quality of the
diagnostic conclusions.

For example Inouye, [1965] claimed on 80% concordance rate
for ten monozygotic obsessional patients. Together with this
result was that of Tienari, [1963] where concordance rate
reached 91%. Both studies were unsatisfactory as regard the
supporting case material, where there was no support for the
diagnosis of OCD in a single case [Black, 1974].

Markos et al, 1969 study, both twins was diagnosed as OCD,
one of them was receiving treatment since he was 10, the other
received no treatment at all. Markos and Colleagues referred
that to the same genetic as well as environmental background
(in Negma, 1985)

Carey, [1981] estimated that only 30% concordant and 13%
discordant MZ pairs, and no concordant but 14 discordant DZ
pairs had been reported in the world literature at that time.
Morcover, these figures have to be treated with some caution, as
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in many cases, both the diagnosis and the zygosity are in doubt
[Tallis, 1995].

Carey and Gottesman, [1981] found that 87% of MZ twins
were concordant for OCD compared with only 47% of DZ pairs.
These individuals were taken from Maudsley register, which
ensures both reliable zygosity and diagnosis.

Rasmussan and Tsuang, [1986] proved approximately similar
results with concordance rate 53% for monozygotic twins and
22% for dizygotic twins. Nemiah and Uhde, 1989 in their study
on identical twins, found one of them to have OCD and the other
to have obvious obsessional traits. Recent twin study conducted
by Reiss, [1991]; Samuels and Nesadt, [1997], also suggest the
evidence of inheritance.

Another point of investigation supporting the genetic emphasis
in transmission and expression of some forms of OCD was the
twin and family studies of Gilles de La Tourette’s Syndrome,
and the high rates of OCD and OC symptoms among Tourette’s
disorder families [Pauls et al, 1986; Leckman, 1986;
Robertson et al 1988; Eapen et al, 1993].

II1. Adoptive studies

Assessment of the behavioral disorders of adoptive children
and their biological and adoptive parents, which has been so
valuable in research for many psychiatric disorders, has not yet
made a mark on research in obsessions.
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Polmin et al, [1988] estimated the importance of the
environment and concordance rates for adopted siblings, who
share no genes, provided a more exacting test of the effect of
shared environment. Here similarities could only be explained
by common or shared environmental influences.

According to Reiss, [1991] the environment may have a direct
pathogenic role of its own, or may protect the individual from
developing disorders to which they are genetically vulnerable.

It will be also extremely interesting to study the development

of children who are adopted by people with marked obsessional
traits and / or identified obsessional compulsive disorder.

B. Social Transmission

Family is the most fundamental, universal social institution
that provide the individual with initial social status, love and
emotional affection. It is the environment in which the
individual grows up, his personality being affected
constructively and adversely by the impact of the other
individuals and by difficulties in the environment surrounding
him [Toffler, 1970].

Family is a feedback system designed among other things to
maintain a relatively stable state. Family is usually bound
together by intense and long lasting ties of past experience,
social roles, mutual support and expectations [Glick and
Kessler, 1974].
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The figures neither confirm nor disconfirm the hypothesis that
there is a significant genetic contribution to obsessional
disorders. However, they do bear on the hypothesis that
obsessional symptoms are transmitted by observational learning
[Rachman and Hodgson, 1980].

It is well known that we learn basic rules of how and what to
think, feel and do, primarily as a result of early experiences.
General style of interacting and fundamental attitudes towards
ourselves and the environment are also developed in us, in our
early and repeated transactions with our parents.

If direct social transmission, by observational learning and
indeed by instruction, were a major factor in the development of
OCD, then the figures on familial incidence, especially those of
the parents, should be considerably higher than those recorded.

If direct social transmission were the main vehicle for
obsessional disorders, we might also have expected the siblings
of OCD patients to show a far higher incidence of obsessional
symptoms than they do [Rachman and Hodgeson, 1980].

So, it is important here to discuss how children of obsessional
parents can be affected. On the available evidence, the
hypothesis of direct social transmission of OCD receive little
support On the other hand, there is possible gene-environmental
interaction, as families share not only genes, but also common
environment as well. Most researches suggest a dynamic
combination of genetic and environmental factors.
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I. Children Of Obsessional Parents

There is no doubt that living with a psychiatrically ill parent at
home often affect the children and the whole family members to
a great extent. Whatever the mechanisms, it seems reasonably
well established that the whole family members are at increase
risk for various psychiatric morbidity as well as many
psychosocial stresses and burdens.

The individual is not living on his own, but in a family, in
which he is one of its members, and so he has to adapt with it.
The individual behavior is influenced by the whole family
system and so, he / she is reacting to any stress within the
family, which may adversely affect him leading to psychiatric

problems especially in reaction to severe stress [Minuchin,
1974].

Obsessive  compulsive disorder is a devastating illness that
alters the lives of both patients and their family members.
People with the disorder are plagued by repeated obsessions or
compulsions, as well as by thoughts and behavior that seem
senseless and frequently repugnant, and greatly restrict their
occupational and social functioning. Many are dependent
completely on their family members for care [Marlene, 1996].

Although the evidence on familial incidence does not
encourage the view that the disorder is transmitted socially, it is
not conclusive because the information is indirect, approximate
and largely unconfirmed.
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Investigation of the obsessive compulsive problems in children
of obsessional parents provides a more direct test of the
hypothesis.

If direct and vicarious social transmission contributes in any
significant degree to the genesis of obsessions or compulsions,
then the children of OCD parents should display a significantly
elevated incidence of such problems.

To sum up, specific patterns of obsessive compulsive thought
and /or behavior are transmitted by observational learning or by
direct instruction. There remains, however, a strong possibility
that these social learning processes play an important part in
generating and maintaining general behavior tendencies such as
timidity, overdependence and the like. These dispositions
provide fertile soil for the growth of obsessions and compulsions
[Rachman and Hodgson, 1980].

Rutter, (1966) compared nine children of obsessional parents
with children of other types ofpsychiatric patients. Those
children of OCD parents were suffering from widespread
psychological dysfunctions. Eight out of nine were showing
signs of excessive anxiety and disturbed maternal relationships.
Sleeping and eating disorders were also evident. Six of the
children were overly aggressive and disobedient, four of them

had obsessional symptoms and another four had signs of
depression.

It seems that a high percentage of obsessional parents transmit
behavior that emerges as a general maladjustment rather than as
a specific problem with an obsessional character. The attributes

-4 .



Review of Literature

most likely to be influenced by these parents are timidity,
overdependence and anxiety, rather than specific obsessional
preoccupations [Cowie, 1961; Rutter, 1966].

I11. Geno-environmental Interaction

Environmental contributors to any acquired pathological trait
or illness can be divided into two groups:

I. Those shared by members of a family or sibship
(common environment)
And 2. Those which are specific to the Individual (special
environment) [Smith, 1974].

As mentioned earlier, family shares common genes and
common environment, and so there is a dynamic interplay
between the relevant genes and the relevant environmental
stimuli at a point of time.

Monozygotic twins are genetically identical but environmental
differences between them may casually be related to the illness
of one and not the other [Rutter, 1985].

Scarr and Mccartney, (1983) hypothesized a developmental
trend as regard gene-environmental correlation. In the early
childhood, children are exposed to their parents and siblings
primarily so that the passive gene-environmental correlations are
the most important in infancy. In middle childhood and
adolescence, the individuals are much exposed to a broader
range of environments, where the active and evocative gene—
environmental correlations gradually replace passive interaction.
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1. Passive gene—environmental correlations

Here genes which produce certain patterns of parental behavior
is also responsible for certain characteristics in the child, For
instance, when a child of an anxious mother develops anxiety,
one would say it is only due to heredity. In fact, it may also be
due to the longstanding contact with the mother with consequent
learning of her pattern of behavior.

2. Active gene—environmental correlations

Genetically shaped behavior in the offspring actively selects
and shapes the environment. The individual is not only
influenced by the environment but also he influence it and may
manipulate it for his own thought or behavior.

3. Evocative gene -environmental correlations

Genetically shaped behavior in a child or adult stimulates or
evokes certain forms of behavior in the environment that helps
the original evocator, e.g. a genetically predisposed child for
depression will evoke withdrawal from his / her parent, while a
child with genetic propensity for activity evoke a more
stimulating environment.

So, it is never unidirectional correlation between the individual

and environment, but rather bi-directional or transactional
[Tienaari, 1992].
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I11. Parental Functioning and Childhood OCD

Parental functioning is one of the important points concerning
the family-related influence (especially the mother-child
relations) in the etiology of obsessive-compulsive disorder.
There is an important parental role in the development of
obsessional thought and behavior [Hana, 1964].

The way the parents do their role may affect the child
functioning more than the chronicity of parental illness or the
number of its relapses. The chronicity of parental OCD affect
child competence especially as regard academic tasks [Harder
et al, 1989].

Strict, authoritarian and constricting upbringing plays a
significant role in the genesis of obsessive-compulsive
symptoms. On the other hand, an overprotected, spoiled,
inconsistent upbringing are anxiety inducing and are all again
proposed by either anxious or / and compulsive mothers
[Knolker, 1983].

The relatively high incidence of a symbiotic mother-child
relationship in the obsessive-compulsive family is another
important factor [Knolker, 1983]. This might possibly
superimposed on a constitutional vulnerability to psychiatric
disturbance especially OCD, where parental symbiotic needs
combined with perfectionist family styles predispose to such
disorder [Hoover and Insel, 1984].
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On the other hand, parents of OCD reported significantly more
ritualized, rigid and demanding parental behavior, together with
relegious
that are strict and ritualistic than did parents of control ina
systematic comparison of 38 child aged (7-18 years) with severe
primary OCD and 22 matched normal controls aged (9-18 years)
|Fitz, 1990].

Leonard et al, (1990) supported the same high significance of
ritualized behavior among parents of OCD children.

Mothers were less caring and more somatizing (reported
higher scales on somatization scale) in Hofner et al, (1990)
research. The OCD patients reported significantly less dis-
satisfaction with their family life and described either anxiety or
obsessive compulsive symptoms in one or both parents in about
40% of the investigated subjects.

Patients with OCD exhibit specific parental traits associated
with obsessive compulsive personality. The OCD paﬁents (aged
10-79 years) were perceiving their mothers as highly organized,
more overprotective, and their fathers as less demanding
[Merkel et al, 1993).

Parents of OCD probands were: more rejecting, overprotective,
less warm and over interfering [Honjo et al, 1989]. Some
families come from cultures emphasizing cleanliness and

perfection which may contribute to OCD development [Hoover
and Insel, 1984).
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OCD’s invasive nature causes familial level of frustration and
criticism [Tynes et al, 1990].

Family responses range from support and empathy, to
excessive accommodation and overinvolvement, to hostility and
rejection [Stekette et al, 1998].

Conflict with parents, separation and detachment must be also
in consideration as they may contribute to OCD development
[Klosinski, 1990].

C. Demographic Variable

L Age of onset

A review of this literature suggests that OCD has a bimodal
incidence pattern, with one peak of onset at approximately 10
years of age and another during adulthood [Geller et al, 1998].

A large proportion of adults with OCD perhaps as high as 80%,
have their onset during childhood or adolescence [Grados et al,
1997; Samueles and Nestadt, 1997]. The majority of cases
have onset before the age of 25.

Pigott, (1998); Geller et al, (1998) and Last & Strauss,
(1989) supported the earlier age of onset in boys while Honjo,
(1989) and Bebbington, (1998) emphasized its earlier onset in
girls (10.4 for girls and 12.4 for boys in Honjo’s study).
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11, Sex

Boys outnumbered girls in juvenile onset OCD in contrast to
equal ratio in later onset symptomatology during adulthood
[Swedo et al, 1989; Last and Strauss, 1989]. On the other
hand, OCD was more prevalent among women [Samueles and
Nestadt, 1997].

Among a community sample of young adolescents,
investigated for the frequency of OCD and subclinical OCD,
equal prevalence between boys and girls, but females reported
more symptoms for compulsions and males were for obsessions
and 55% reported both [Garrison et al, 1995].

The British national survey of psychiatric morbidity based on
clinical interview schedule-revised gave a month prevalence of
1% in males and 1.5% in females [Bebbington, 1998].

111, Personal Factors

This includes duration of OCD symptoms, severity in
childhood, comorbid symptomatology, and parental mental
illness. This might play an important role in vulnerability for
either episodic or chronic OCD [Thomsen, 1995].

Another group of factors related to the development of OCD
includes:

1- Inflated responsibility and guilt
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2- Obsessive compulsive personality traits
3- Excessive need for control over the environment

4- Exaggerated responsiveness to emotional provocation
[Gibbs, 1996].
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A Developmental Model of Emotions and Stress

Fear, anxiety and depression develop in characteristic fashion
during childhood. Their causes, the way in which they manifest
themselves, and their adaptive function change as the child
progress from infancy, through childhood to adolescence. As
most morbid or abnormal mood states are probably only
extremes of normal mood, so the nature of mood disorders
changes over this time.

Observing the development of the emotional process in young
children can help us to explain how emotions function and
interact with each other.

Emotions may occur alone in a simple form such as anxiety or
anger, or may be mixed and much more complicated as in grief
which contain anxiety, anger as well as sadness [Pearce, 1998].

It should be remembered that, in the individual child, there is
often considerable overlap between fear, anxiety and depression
(both normal and abnormal). The experience of one mood state
is likely to be accompanied, at least to some degree by the
presence of the other [Graham, 1994].

Parents recognize by marked differences between the way their
children react emotionally. Even within the same family, there
might be quite marked variation. It is possible to link a
particular emotional reaction style to another member of the
family and there is some evidence for genetic component in the
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These differences can be recognized from early infancy-
onwards.

The combination of intense emotional reactions, being slow to

adapt to change and general unpredictability have been
recognized as a combination of characteristics that make
children may be difficult to manage [Chess and Thomas,
1991]. Such children are significantly more likely to have
anxiety states, and temper tantrums of high intensity and
frequency.

The negative emotions such as misery, anger, anxiety, sadness,
tend to concern us more, as it is commoner and easier to become
a problem and to develop into a disorder.

Pearce, (1998) described a developmental model of emotional
responses which can be used to explain the relationship between
stress and emotions (See Figure 2- 1).

According to Pearce (1998). the first emotion to be
experienced at low levels of stress is anxiety. As the stress
increases the anxiety may develop into anger, but it is only at
very high levels of stress that a depressive reaction will develop.
This explains why anxiety is the most frequently experienced
emotion and why all other emotional reactions contain an
element of anxiety.

Naturally there is considerable individual variation in the way
emotions are experienced. Some children are much more
emotionally vulnerable than others and have high levels of
arousal even when resting, and are slow to habituate to repeated
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stressful stimuli, such children are much more likely to

experience anxiety and to have a lower threshold for anger and
depressive feelings.

Other children, who have been exposed to repeated adverse life
events can easily develop a negative view of themselves and of
the world and will therefore be more vulnerable to depressive
thoughts and feelings.

A further factor in the way emotions are experienced is the
effect of normal changes during adolescence. This has the effect
of heightening the experience of all emotions and therefore

increasing the frequency of feelings of anxiety, anger and
depression.

The precise reason for this is not known, but it is reasonable to
assume that the sex hormones sensitize neuro transmitter
systems in the brain. It is interesting to note that emotional
problems occur with similar frequencies in boys and girls up to

adolescence but after that stage, emotional problems are more
common in females.

Figure (2-1): A Developmental Model Of Emotions And
Stress By Pearce, 1998
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Development of Fear and Anxiety
(Both normal and abnormal)

Definition

Fear and anxiety are terms used relatively interchangeably, to
describe  unpleasant  emotional states, accompanied by
physiological changes (such as tachycardia), in which there is
anticipation of an undesired outcome.

In order to be sure that anxiety is really present, one must be
able to tell both that a person is experienceing an emotion and
what it is, he is worried about. Obviously infants and very young
children cannot talk about their feelings, but their behavior in
certain situations often makes it clear that they are indeed
anxious, and why this is, even though they are themselves
unable to describe their emotions [Graham, 1994].

Anxiety in the early vears

1. Communicated anxiety

Infants can be seen to respond from their first few days of life
to the emotions of the caring individuals usually their mothers
(e.g. a baby hold by anxious mother will appear mostly tense
and anxious specially during feeding) [Graham, 1994).

2. Separation anxiety

Around the age of four to eight months, babies start to show a
very specific emotional response as opposed to the more general
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emotions of smiling and crying expressed before this age. Here,
emotional attachment to the parent started to develop.
Separation anxiety is now developmentally the first specific
emotion and represent the fundamental link between emotions
and relationships [Pearce, 1998].

According to DSM 1V

The manifestations of the disorder may vary with age, younger
children may not express a specific fears of definite threats to
parents, home, or themselves. As children get older, worries or
fears are often of specific dangers (e.g. kidnapping). Anxiety
and anticipation of separation become manifest in mid-
childhood. Adolescent with this disorder, especially males, may
deny anxiety about separation, and it may be reflected in their
limited independent activity and reluctance to leave home.

Separation anxiety may develop after some life stress (e.g.
illness of a relative especially parents). lts onset may be as
early as preschool age and may occur at any time before age of

18 years (see DSM IV diagnostic criteria for separation anxiety,
(Appendix VII B).

3. Stranger anxiety

By about the age of 4 months, using special observational
techniques, infants can be seen obviously unhappy and
distressed immediately when strangers or strange situations are
present [Graham, 1994].
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Separation and stranger anxiety are separate phenomena, and
one can occur without the other. Their course runs parallel. Both
emerge around 6-9 months. Their peak around 12-18 months
and decline between 2 and 3 years.

4. Temper tantrums

Around the age of eighteen months to 3 years, temper tantrums
started to appear. It means that the child is not just angry in a
general and unfocused way, but that the anger is definitely
directed against a specific person. As in the case of separation
anxiety, the environmental trigger will make the angry nature of
emotional response quite clear [Pearce, 1998].

Later development of anxiety

As children get older, the range of possible outcomes that may
make them feel anxious increases considerably, they will
continue to be afraid of dangerous and unfamiliar situations and
of separation, together with fears about physical illness, and
fears of death as well as excessive Shyness.

Each of these factors may make a child anxious, whether this
occurs or not, will depend on the individual characteristics of the
child, his previous experience and the degree of personal threat
the future hold for him. Apparently, irrational anxiety may
become readily explicable if one obtains a better picture of the
child’s view of a situation. [Graham 1994].
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Normal defence mechanisms against anxiety

On the other hand, child like adults may deal with his
anticipatory  anxiely by the use of various ‘defense
mechanisms”. Although each of these would be abnormal if
carried to extremes, most can be observed at least transiently in
normal children.

These defense mechanisms as enumerated by Graham 1994
were:

L. Regression

The child may regress in the face of an anxiety—provoking
situation, behaving like normally fearful younger child, and
therefore eliciting greater protection from those around him.

2. Ritualization

He or she may develop obsessional behavior such as checking
rituals to pass his own anxiety e.g. child may start to count all
his toys for his anxiety about his mother rituals.

3. Somatization

Some children “Somatize” their anxiety. They may develop
aches, abdominal pains, vomiting, and nausea... These pains
may be due to muscular tension to unde sensitivity to normal
abdominal sensation or to seeking attention.
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Children fears at various age level

Fears are states of acute anxiety linked to the presence of
particular objects, persons or situations. They result in
avoidance behavior [Graham 1993].

Fears are found in children from infancy through adolescence.
Those seen in infancy typically occur as a reaction to something
taking place in the infant’s environment. As the child grows
older into the early school years, his / her fears broaden and
involve darkness, supernatural figures and particular persons,
objects and events. With increasing age, the child’s fears turn
more towards imaginary figures, objects and events as well as
the future (e.g. school) [Jersild, 1968].
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Some of the fears reported by researches to be often found in

children at various age levels are presented below:

0—6 months:

7—12 months:

1 year:
2 years:

3 years:
4 years:

S years:

6 years:

7-8 years:

9-12 vyears:

Loss of support, loud noise, pain.

Fear of strangers, fear of sudden unexpected and
looming objects, fear of heights.

Separation from parents, toilet, injury, strangers.
Loud noise (e.g. vacuum cleaners), animals (e.g.
large dogs), dark room, separation from parents,
large objects / machines, change in personal
environment.

Masks, dark, animals, separation from parents.

Parent  separation, animals, dark, noises
(including at night).

Animals, bad people, dark, separation from
parents, bodily harm.

Supernatural beings (e.g. ghosts) bodily injury,
thunder and lightening, dark, sleeping or staying
alone, separation from parents.

Supernatural beings, dark, fears based on media
events, staying alone, bodily injury.

Tests and exams at school, school performance
bodily injury, physical appearance, thunder and
lightening, death, dark (low percentage). These
data are proved by [Jersild and Holmes, 1935a;
lig and Ames, 1955, Lapouse and Mank, 1959,
Scarr and Salapatek, 1970; Kellerman, 1981;
Marks 1987].
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* Clinical features according to age.

A. Preschool children (below 6 vears).

Generalized anxiety and fearfulness

Preschool children with undue general fearfulness and anxiety
will often show problems in even brief separation from their
parents especially their mothers. They will tend to follow their
mothers around and scream if separated, even if this is fora
short time and with a relatively familiar person. They are often
generally miserable, and cry easily.

Their general irritability and tension results in a tendency to
have frequent temper tantrums. Separation difficulties at night
when going to sleep, are also common.

Anxiety between those children may take the form of sleep
problems (e.g. nightmares, night terrors), psychosomatic
manifestations (e.g. vomiting, colic, apetite loss) and other
neurotic manifestations such as nail bitting, thumb sucking, and
tics.

Attendance at playground is an unhappy experience, they
may spend days or weeks to settle down or never do so and have
to be removed. They tend to mix poorly with other children
|Graham, 1994; Hamouda 1998].

Specific fears are very common, as mentioned earlier, they
differ with the child age. Abnormality of the fear can only be
judged by its severity, persistence, and the social disability
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produced. Phobias are then to be considered, if it interferes with
the child’s life and last more than six months (according to DSM
1V criteria for specific phobias).

B. Middle childhood (6 to 12 years)

The child of this age with an anxiety state will often show the
following:

(1) Tension and worry throughout the day

The anxiety will often vary depending on the situation the child
is expected to face. Minor illness either in the child or a close
family member (especially the mother), change of the teacher,
test at school ...etc., are all likely to increase the child’s anxiety.
Such generalized anxieties and worries often concern the quality
of their performance or competence at school, even when their
performance is not being evaluated by others.

Children with such disorder may be overly conforming,
perfectionist and repeat tasks because of excessive
dissatisfaction with less-than-perfect performance. They also
need excessive reassurance about their performance and their
other worries. It is categorized under the generalized anxiety
disorder which includes overanxious disorder of childhood in
DSM 1V criteria (Appendix, VII A).

(2) Physical complaints without underlying organic cause:

May also be present (e.g. headaches, stomach-aches, recurrent
cough ... etc). The ordinary bodily sensations are misinterpreted.
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(3) Separation fears:

Undue concern about separation from parents is particularly
common. The anxious school child is likely to worry about
going to school, and may refuse to go to school for fear of
separation from home, or one or both parents [Bowlby, 1975].

(4) Regression to immature behavior:

Separation anxiety can be seen as a form of regression, but
other manifestations of regression are also common. Undue
dependence on parents for self care, in washing and feeding may
occur. Wetting and soiling, and insistence on sleeping with
parents may occur |Graham, 1994]. Enuresis and encorpresis
may occur as a part of generalized anxiety state.

(5) Obsessional behavior:

As a response to anxiety, the child may develop rituals which
form part of a general anxiety state rather than a full blown
obsessional disorder. This occur uncommonly, but a number of
anxious children do become preoccupied, for example with
checking doors or with cleanliness of the toilets [Rapopat,
1986].

(6) Tics:

Occasionally anxious children show these rapid, repetitive
movements as part of an anxiety state.
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(7) Specific fearfulness

School refusal which is an irrational fear to attend school,
either for fear of separation from parents or home or to any other
school factor is common. Depressed mother or anxious mother,
had a close relationship with the development of children
specific fears and Phobias [Skynner, 1974].

Handicapping specific fearfulness or phobias may be present.
Fears related to sleep are common (e.g. fear of going to bed
alone, fear of ghosts coming from an open window .... etc).

Other fears specific to such age group such as Self injury

phobia and social fears and phobias may also be present
[Hamouda 1998].

C. Adolescence (above 12 years)

As well as general tension, some other features may be present:

(1) A sense of mental unease exists without attachment to any
particular object, person or situation, together with a sense of
depersonalization (a semsation of uncertainty about personal
identity and body integrity), and derealization (a more or less
acute sense of unreality). Anxious feelings related to his
capacity to make real choices and about the meaning of life may
also be present.

(2) Hypochondriasis: Headaches and stomach-aches with no
organic basis are likely to be replaced by a more adult form of
hypochondriasis with unusual concern over bodily health.
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(3) Specific fearfulness related to social situations start to be
present, loss of friendship, sexual unattractiveness and other
situations may lead to social phobia (see DSM IV diagnostic
criteria of social phobia appendix, VII D). Death phobias,
phobias related to the futures may also be present |Graham,
1994].
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11. Development of Depressive Feelings,
Behavior, Beliefs and Depressive Disorders

The concept of depression includes a number of different

components. They include depressive feelings, depressive
behavior, depressive cognitions or beliefs, as well as depressive
disorders. Although both in normal development and in
psychiatric disorders, these are often linked together, they
require separate description.

A. Depressive F eelings

It is only by about the age of 6 years that children begin to use
the language of emotional affect in adult fashion. At this age the
child gains capacily to experience feelings of sadness and
depression, or being miserable, Such children experience such
emotions when they feel unhappy, but the knowledge of normal
depressive feelings in very young children is limited because of
lack of introspective information [Graham, 1994].

By 10 years of age, about 11% of boys and 13% of girls were
reported by their parents to “often appear miserable, unhappy,
tearful or distressed” [Rutter et al, 1970 a]. By 14 years of age,
21% of boys and 23% of girls were reported themselves as often
feels miserable and / or depressed [Rutter et al, 1976 b).
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B. Depressive Behavior

There is no doubt that younger children experience sadness and
may fcel miserable, but there is non-specific emotional response
to distress. This generalized distressed response is present from
an  carly age and only gradually develops into specific
depressive reaction.

Characteristic_depressive behavior includes both verbal and

non verbal element:

* Verbal element: usually include the expression of feelings
of despair, hopelessness and various depressive beliefs.

* Non-Verbal eclement: specially crying and sad facial
expression (i.e. not all crying is a sign of depression)
[Graham, 1994].

The key elements of depressive emotional response are
thoughts of hopelessness and worthlessness. These two
cognitions require a level of maturity and self awareness that
does not crystallize until around seven or eight years. The
concept of time is required in order for a child to feel hopeless
about the future and this does not develop fully until around the
age ol seven years [Pearce, 1998].

Sadness may be present when a child temporarily goes quiet,
does not want to play with his friends or develops irritability on
mild frustration. Self destructive threats and behavior may also
be present with increasing frequency throughout late childhood
and adolescence. 33% of 12-13 year olds had at least occasional
thoughts of harming themselves and 8% of 14% years olds had
definite suicidal ideas over the previous year [Rutter, 1976].
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The concept of death requires an understanding of “forever” as
well as an awareness of the uniqueness of the individual self,
which can’t be changed or replaced. Children below the age of
seven are gradually developing an understanding of death, but it
is not until after this age that it becomes reasonably well
established. Fortunately suicidal behavior is rare in young
children, but around the age of eight years, clear suicidal
impulses do occasionally occur [Pearce, 1998].

C. Depressive Cognitive Beliefs

Unrealistically negative beliefs about oneself, one’s future, and
of the world in general are a prominent feature of depressive
disorders [Beck, 1967]. Transient thoughts of this nature appear
normally during childhood.

By the age of 7-8 years, children can experience a devalued
view of themselves as worthless. By early puberty they can have
views that their future holds little for them. In children with
depressive disorders, such beliefs are held intensely and
persistently [Graham, 1994].

D. Depressive Disorders

Depressive  disorders are conditions in which persistent
lowering of mood (dysphoria) and lack of a sense of pleasure in
life (anhedonia) are prominent and persistent features.
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The DSM 1V classification system include either:

(1) Major depressive episode

In which somatic complaints, irritability and social withdrawal
are particularly common in children whereas psychomotor
retardation, hypersomnia and delusions are less common in
prepuberty than in adolescence. In prepubertal children, it occur
in conjunction with other mental disorders (especially anxiety
disorders), than in isolation (see diagnostic criteria Appendix,
VIILA).

(2) Dysthymic disorder

It occurs equally in both sexes and often results in impaired
school performance and social interaction.  Children and
adolescents with dysthymic disorder are usually irritable as well
as depressed. They have low self esteen, poor social skills and
are pessimistic (see diagnostic criteria Appendix ,VIII B).

* Clinical features according to age

According to Graham 1994, there is a little evidence that, in

childhood, the different subtypes of depressive disorders can be
clearly defined from each other. It is likely that in childhood
“dysthymia” merges imperceptibly into ordinary sadness and
misery. In adolescents and very occasionally in younger
children, dysthymia emerges also in its more severe form, into
depressive episode or disorder.
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A. Preschool children (below 6 years)

Although it is difficult or impossible to apply some ofthe
features, such as low self-esteem, hopelessness and recurrent
thoughts of death, to classify depression in this age groups, there
is no doubt that babies, toddlers and other preschool children
can appear depressed over a significant period of time. When
depressed infants and toddlers are apathetic and refuse food,
they are miserable, unhappy and irritable and may spend a lot of
time crying, they may g0 to pediatricians because of failure to
thrive.

Such children may show mild developmental retardation. Such
picture may be a result of obvious neglect or deprivation
[Graham, 1994].

B. Middle childhood (6 to 12 vears)

Depressive states at this age are often poorly differentiated
from emotional disorders in which both anxiety and depressive
features are prominent.

The depressed child more commonly presents with
psychosomatic symptoms, especially headache or stomach-ache,
failure to make progress in school, with poor concentration or /
and inattention. Irritability, social withdrawal and incapacity to
cope with minor frustration may be also present.

Very occasionally, however prepubertal children present with
more classical features of depressive disorder — apathy, verbal
and motor retardation, loss of apetite, feelings of low self-
esteem and wishes they were dead on response to questioning
may be present.

-68 -



Review of Literature

Depressed children at this age group are more likely to
complain of being “bored” and of lack of interest in usual
activities. They are likely to say they feel bored most of the
time.

The depressed child always looks miserable and unhappy and
appears lacking vitality and energy [Graham, 1994].

C. Adolescence (above 12 years)

Depressive states in such age group are more similar to those in
adults, the teenager often complain of feeling of sadness and
apathy as well as lack of energy. Appetite and sleep disturbances
are also common. A sense of hopelessness may be experienced.
Suicidal thoughts are relatively common, although suicidal
threats are less usual. Substance abuse may be another
presentation at that age group [Graham, 1994].

Anger

Developmental term anger forms a bridge between anxiety and
depression. Conduct problems are very closely related to anger,
which is often characterized by aggressive behaviors [Pearce,
1998].
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Family Participation and Burden Some
Symptoms of Relatives of OCD Parents

The concept of burden

The burdens of caring for a patient at home are considerable.

They often affect the caring relative’s social and leisure
activities, and financial problems arise frequently with a
subsequent  disruption of normal family activity and the
production of stress symptoms in family members other than the
patient [Kuipers and Bebbington, 1990].

The existence of a burden indicates the breakdown of the
reciprocal arrangements that the people maintain in their life and
their relationships, (e.g. one person is doing more than their fair
share).  This merely results in them taking on a greater
proportion or a number of shared tasks, but it may also restrict
their activities outside the relationship. This change in pattern
can be assessed against approximate norms. In addition, it is
often accompanied by subjective dissatisfaction.

This concept shares characteristics with that of social
performance, for one person’s poor social performance is
another person’s burden. Both concepts are relative to social
expectation, which are likely to be very variable [Platte, 1985].

Hoeing and Hamilton, (1969) distinguished between
“objective” burden (e.g. effects on health, financial, social
aspects). And “subjective” burden (the extent to which relatives
Jfeel they carry a burden).
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Psychiatric Morbidity Among OCD Relatives

Most studies of the families of psychiatric patients have been
etiological. Family processes have typically been examined
because of an interest in the effect of the family on the patient’s
illness. Comparatively few workers have looked at the impact of
psychiatrically ill member on the rest of the family, or at how
they cope with their situation as a type of burden reflected on
the whole family system [Creer and Sturt , 1982].

Mental illness can be crippling burden on the emotional
resources of the relatives and the current policy of community
care ofien means in practice that the task of caring for the ill
person is allocated to the family without adequate backup from
the medical services [Kuipers and Bebbington 1990].

In order to maintain a family equilibrium, symmetrical and
complementary relationships are essential. If any part of the
family system is subjected to disequilibrating force, the system
will operate to restore the pre-existing equilibrium. Changes in
one family member often bring about changes in other members.
For instance, illness of a mother or a father (for example an
OCD mother) can cause others (children) to de-compensate and
become over anxious or depressed. As the mother improves, the
child improves [Glick and Kessler, 1974].

People in general have certain habitual problem-solving
mechanisms in order to encounter something that may disturb
their usual balance. When the usual habitual responses are
inadequate in response to something that is major situation, this
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may lead to a state of a disorganization and crisis accompanied
by fear, guilt, anxiety, or any other unpleasant feelings that
contribute more to the disorganization. This state of
disequilibrium does not remain forever and within days or
weeks some equilibrium reestablished. The new balance
achieved may promotes personal growth and maturation
(healthy adaptation) or precipitate a state of psychological
deterioration and decline (maladaptive response) with the
development of psychiatric symptoms [Rudolf, 1979].

Many researches revealed that children of psychiatric patients
are at high risk for psychiatric disorders and dysfunction.
Genetic factors, upbringing by emotionally ‘disordered”
parents and the secondary stressors and burdens are all factors
that coalesce for such risk [Rutter, 1987].

Orvaschel et al, (1981) determined that 43% of 28 children of
parents with psychiatric disorders had psychiatric disorders
themselves. Another study supported approximate results; about
39% of 306 children of parents with psychiatric disorders had
received psychiatric diagnoses. Despite this very high rate of
psychiatric morbidity among children of psychiatrically ill
parents, Investigations had reported that many of these children

were neither identified nor receiving needed services [Feldman,
1987].

Many of the offspring of OCD individuals were reported to be
complaint with the abnormal demands of the affected parent, but
none of them developed obsession, or compulsions. On the other
hand, in the absence of the affected parent (e. g admitted to
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hospital), their behavior quickly return to normal [Rachman
and Hodgson, 1980].

I. Parent Illness and Childhood Anxiety

Parental illness as mentioned before has many hazardous side
effects. It affects not only the parent but also all the individuals
surrounding him.

Because the patient’s behavior at any given situation is very
unpredictable and it is so hard for any body to expect the
possible patient’s behavior at any time, the general home
atmosphere become so tense and jumpy [Creer and Wing,
1988].

On an everyday level, patient’s unpredictable habits could
disrupt the routine of the household. Relatives were found to be
constantly on a “knife edge ” and ‘living on their nerves” This
constant fear of the unexpected was particularly severe when a
relative remembered something terrible has happened by the
patient without apparent reason. Another constant fear
mentioned also by the relatives was the possible harm that could
happen to the patient himself [Creer and Wing, 1988].

Another worry that also affects the family is the possibility that
children may inherit the tendency to the disorder [Kuipers And
Bebbington, 1990]. This risk is real as mentioned before,
because of the interplay of the family interaction, as each part
affect the other parts of the family system, and all the emotions
and behaviors among the family are the outcome of numerous
factors [Epstein et al, 1981].
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Children of obsessional parents was found to have widespread
psychological problems. Signs of excessive anxiety, sleeping
and eating disorders, aggression and disobedience as well as
disturbed maternal relationships [Rutter, 1966].

11. Parent Illness and Childhood Depression

For many reasons, relatives are at high risk to develop major
depression or depressive symptoms. This vulnerability may be
genetically based and become precipitated by a number of
factors including early life experience, personality variables and
life events.

The degree of family competence may also be involved by a
variety of factors including family composition, socio-economic
status, social support, presence of any psychiatric or medical
illnesses and the current life events [Gobor et al, 1990].

Children of OCD parents were adversely affected by their
parental illness and this may take the form of moderate to severe
depressive episode [Rachman and Hodgson, 1980].

Four of nine OCD parents were found to have their children
showing signs of depression and obsessional symptomatology.
Hantouche et al, (1996) in a large survey study proved high
rate of interfamilial psychiatric comorbidity for OCD,

depression and anxiety disorders among relatives of OCD
patients.

Mansour, (1993) found about (60%) of children of OCD
mothers compared to (40%) of children of OCD fathers to show
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depressive symptoms. On the other hand, major depression was
diagnosed among 20% and 40% of children of OCD fathers and
mothers respectively.
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Family Accommodation in Obsessive
Compulsive Disorder

Family accommodation is defined as family participation and
modifications of functioning because of the potentially negative
effects. Such behaviors may have its effects on the patients and
their family members (Spouse, children, parents, siblings ... etc )
[Calvocoressi, et al 1995].

Relatives of patients with OCD accommodate patients through
participation in behaviors related to patient rituals and through
modification of daily routine [Rachman and Hodgson, 1980].
Clinicians report that such accommodation can be stressful for
relatives especially children and adversely affect family
functioning [Livingston et al, 1990].

Van-Vliet (1999), presented an example of family involvement
in 34 years old OCD patient where the partener and the family
were used to co-operate in his compulsive behaviour, and they
were the sufferers and the one who seek advice.

Only in the very recent literature has the suffering of the family
of an OCD patient received notice. MacGregor, (1994)
enumerated the many losses experienced by families of the
mentally ill. In the external sphere these include: Loss of:
income, privacy, normal family activities, pleasure and freedom
for care givers. Internally and more subtly the losses are of:
self-esteem, sense of competence and control, pleasure in a
child’s success; hope, security, and certainty about both the
illness and the future, religious faith and a positive sense of the
past life of the family.
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MacGregor 1994, concluded that families of the mentally ill

need validation for their grief if they are to overcome
helplessness. Cooper (1993) with an ongoing psycho-
educational group for families of OCD patients supports the
same belief.

OCD families are extremely distinguished from the other
families of the mentally ill in the inextricable way that they are
brought into the illness. Compulsions involve the whole family
members and the home itself. Nearly all affected children
involve their parents and sometimes siblings in their rituals, thus
dominating family life. Obsessive doubting and indecision also
lead to family involvement and the patient’s search for
reassurance leads to an ultimately dependent state. On the other
hand, the patient rituals might be so severe to the extent that
patient force his / her relatives in the rituals for fear of
contamination |Marks, 1987].

Cooper, 1996, found about four—fifth of respondents reported
disruption in the personal life of a family member. Disruption of
family social life was experienced by about 75% of the sample
and 72% noted loss of interpersonal relationships. 45% of
respondents listed their greatest concern as coming to terms with
the lost potential of their OCD relative. Nearly 40% cited worry
over what would happen to their relative once they themselves
were unable to care for them. Those with OCD children under
age 18 showed significantly more (59%) concern.

Families of 19 OCD parents (with at least one child between 7
and 18 years) suffered impaired functioning compared to
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control subjects. They had extremely higher scores in all FAD
scales (Family  Assessment  Device),  although only
communication and general functioning scales varied
significantly. Also the result of this study paint a picture of
family life disrupted by the annoying symptoms of OCD
patients [Black et al, 1998].

Calvocoressi et al, (1995) assessed the nature and frequency
of family accommodation in obsessive compulsive disorder and
the consequences of not participating in patients symptoms and
rituals. Most relatives accommodated the patient’s symptoms.
Such accommodations were often minimal or infrequent, but
some involved time-consuming participation or extreme
modifications of functioning. Family accommodation occurs in
the context of global family dysfunction and stress.

Several studies support the extensive family involvement and
accommodation of OCD symptomatology, as well as
considerable burden placed on families who reduce their social
activities and increase their isolation and distress [Steketee,
1997].

Graham et al, (1989) explained an extreme example of such
cases in which children might be forced to remove all their
clothing before entering the house for fear of contamination by
germs. The consequences for family life of such behavior could
be quite disastrous. The family might refuse to participate in
rituals leading to constant atmosphere of disharmony and
discord.
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Parents may request or even demand family participation to
answer repetitive questions in ritual performance, in general to
become an actor and take a role in the illness [Clark and
Bolton, 1985].
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Impaired Social Functioning Among OCD Families

The social consequences of OCD can be severe. The
obsessions and compulsions affect not only the individual
patient, but also his or her family and their total social
relationships. Rituals and fear of contamination may lead to
family isolation and mental breakdown [Graham et al, 1989].

The chronicity of OCD, coupled with the intrusive ego-
dystonic nature of its primary symptoms, can cause severe
distress in the personal and family life of sufferers, with a
marked social disruption. For example, the fear of
conlamination may force the patient and the family to move
house regularly. In less severe cases, it may lead to social
isolation because visitors are barred from the home for fear of
contamination [Marks, 1987].

Mansour, (1993) recorded about 30% of families of OCD
mothers and 20% of families of OCD fathers have a degree of
impaired social functioning and disturbed family relationships
compared to the control group.

Both short and long term studies indicate that OCD especially
in the untreated state leads to restricted life style. This can be
characterized by chronic OCD symptomatology which lead to
social isolation, impaired social functioning and comorbid
illnesses of the affected proband such as anxiety, depression and
panic disorders [Thomson, 1998]. This will be greatly reflected
on the whole family function.
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CHAPTER THREE

AIM OF THE WORK

Importance of the study

Family processes and interaction, as an etiological factor for
many emotional and behavioral disorders in children, have been
investigated by many researchers abroad. Comparative to this
few investigators looked at such problem in our country.

Children of parents with obsessive compulsive disorder are
considered at a high risk for various psychiatric symptoms and
disorders.

The assumption is that the existence of mother or father with
obsessive compulsive disorder, creates an adverse environment
for the whole family members. Such undesirable life
experiences mostly will be reflected on children with the
possibility of development of many psychiatric manifestations.

Parental OCD with its underlying anxious behaviour and / or
depressed mood can be easily picked up especially by children.
Thus having an anxious parent can make the difference to how
young people manage their feelings of anxiety and depression.

Furthermore, children of OCD parents accommodate their
parental rituals through either participation in behaviors related
to such rituals, modification of daily functioning or
development of various emotional and behavioral problems.

Investigating children of OCD parents is very important
from various view points. The following are some aspects of the
importance of the present research:

[1] Decision as to whether the children of OCD parents and their
various psychiatric manifestations (anxiety, depression and
OCD) are related to their parent’s illness by comparing such
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children manifestations with children of normal control
parents.

[2] Various psychiatric symptoms and disorders manifested
among children must be made with reference to both the
normal and abnormal developmental patterns of emotions,
as well as the normal superstitious rituals.

[3] Assessment of psychiatric manifestations among children
under investigation should be viewed in terms of various
demographic variables especially age and sex.

Aim of the study

The present study was designed to test the following
hypotheses:

1- Children of OCD parents compared to children of control
parents are at high risk for various psychiatric symptoms
especially:

(1) Anxiety symptoms.
(2) Depressive symptoms.
(3) Obsessive compulsive symptoms.

2- There are differences in psychiatric symptoms between male
and female children of both patient and control parents.

3- There are differences in different psychiatric disorders
(according to DSM V) between children of OCD parents in

comparison to children of normal control parents as regard
their age and sex.
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CHAPTER FOUR

METHOD AND PROCEDURES

This chapter is mainly concerned with detailed description of
the method and the main procedures of the present study, which
include: the subjects under investigation, the tools used and the
main statistical methods used for analysis of data.

Method

It is a quasi-experimental design of research. Here the
examiner has to choose OCD cases and their families and
compare them to normal controls. As in such psychological
problems, it is very difficult to apply in a completely designed
experimental model.

The Procedures
As mentioned earlier, the procedures of the present study will
include:
(I) Sample
(1) Tools
(L) Statistical procedures
(I) Sample

The sample consisted of two main groups:

A. Patient group
B. Control group

A. Patient Group [OCD Probands]

e  Size and selection

The patient group consisted of the first nineteen parents
(mothers = 15 and fathers = 4) attending the outpatient
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psychiatric clinic of Institute of Psychiatry, Ain Shams
University Hospitals and some private clinics, who accepted to
participate in the research program for the period from January
1997 to August 1999, and fulfilling the DSM 1V criteria for
obsessive compulsive disorder (4ppendix 1X).

All the OCD probands were interviewed directly, and after
establishing  their primary diagnosis of OCD, a permission were
taken to contact all their children aged three up to fifteen years
(children No. = 42; females = 25 and males = | 7) and a full
history concerning each child was obtained.

e Criteria
I- Inclusion Criteria

Each one of the OCD parents [fathers or mothers] should fulfill
the following criteria:

[1] OCD parents should accept to participate in the research
program.

[2] The parents should be Egyptian (for cultural background)

regardless of their age, sex, educational level and social
background.

[3] The parents should be diagnosed according to DSM IV
criteria for obsessive compulsive disorder.

[4] The OCD parents should have children of either / or both
sexes from three up to fifteen years of age.

[5] The OCD father or mother should be continuously living

with his / her children until being assessed for at least six
months.
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2. Exclusion Criteria
The following were excluded from the study:

[1] Parents refused to participate and / sor refused to include
their children in the research programme.

[2] OCD parents with children out of the included age group.
[3] OCD parents with children having any other mental illness.
[4] Unmarried OCD probands.

[5] OCD parents having no children.

N.B.

During the mentioned period for collection of cases, many OCD
cascs were available, but most of them were excluded as
follows:

* 20 cases refused to participate in the research.

* 9 cases refused to include their children in the research.

* 3 cases did not come again.

* 4 cases were in-cooperative in giving reliable data.

* 10 cases were unmarried or does not have children.

* 5 cases were having children out of the included age group.

b. Mothers were much more included in the research than
fathers because they are more available, more complaining and
more caring than fathers do. This explains why the number of
mothers exceed that of fathers (many fathers refused to
participate).
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B. Control Group

) Size and selection

Thirteen psychiatrically and organically free subjects (Mothers
= 9, fathers = 4) volunteered for the ongoing study, matched as
much as possible with the patient group as regard age, sex,
social level, educational level and their children age (children
number = 35; females = 17, males = 18 ).

The control group was subjected to the same structured
interview schedule.

. Criteria
1. Inclusion Criteria

The control subject should fulfill the following criteria:
(1) Should be an Egyptian parent (for cultural background).

(2) Should be free from any physical or psychiatric disorders, or
receiving any treatment program for either physical illness,
psychiatric disorder including substance abuse and addiction.

(3) Should have children from 3 - 15 years of age.

(4) Should be continuously living with his / her children for the
last six months until being assessed.

2. Exclusion Criteria
The following were excluded from the study:

(1) Any control subject refused to participate and / or refused to
include his / her children in the research programme.
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(2) Subjects with history of any long life medical or psychiatric
problem or treatment for either the control subject or their
families including drug abuse and addiction.

Consent

After prolonged explanation of both the steps and the
importance of the research programme to each of the included
parents (either patient or control parent), their acceptance to
participate were taken. All parents and controls as well as the
interviewed caregivers or relatives, gave voluntary informed
consent. If consensus could not be achieved, the subject was
excluded.

II. Tools

(1) Tools For The Parents

* All parents (both OCD and control parents) were subjected to
the following:

(1) Collection of personal data, according to the parent
evaluation sheet (Appendix I).

(2) DSM 1V criteria for obsessive compulsive disorder
(Appendix IX).

(3) The Arabic version of the Yale Brown Obsessive
Compulsive Scale (Y-BOCS) to obtain information about
lifetime occurrence and the severity of obsessive and
compulsive symptoms (Appendix I11]).

(2) Tools For the children

All children under investigation (either children of OCD
parents or control parents) were assessed first for collection of
their personal data using the child and adolescent evaluation
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sheet (appendix 1I). Then ecach child was supposed o be
submitted to a battery of Arabic psychometric tests according to
age, to assess some childhood psychiatric problems specially
anxiety, depression and OC symptoms and disorders.

Those tests were:

(I) Children obsession scale (The Arabic version of the Leyton
Obsessional  Inventory—child version) [by El-Rakhawy,
1992] for assessment of obsessions and compulsions in
infancy and childhood.

(2) Children Anxiety Scale [By Mousaa, 1987].

(3) Children Depression Inventory /CDI] [By Ghareeb] for infant

and childhood depression.

Description Of Tools

I. Parents Assessment Scales

1. The parent evaluation sheet

It includes:

(1) Personal data: Which include.
Name, age, date of birth, sex, address, telephone No.

(2) Duration of illness.
(3) Education of the patient.
(4) Martial status.

(5) Number of children.
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(6) Education of the spouse.

(7) General home atmosphere.

(8) Quality of patient spouse relationship.
(9) Quality of parent—child relationship.

2. The Yale-Brown obsessive compulsive scale ( Y-BOCS)

The (Y-BOCS) was designed to provide a specific measure of
the severity of OCD symptoms that is not influenced by the type
or number of obsessions or compulsions present.

The Y-BOCS symptom check-list includes more than 70
example of obsessions and compulsions, which are organized
into 15 larger categories according to their thematic content as
follows:

(1) Aggressive obsessions.

(2) Contamination obsessions.

(3) Sexual obsessions.

(4) Hoarding saving obsessions.

(5) Religious obsessions.

(6) Obsessions with need for symmetry or exactness.
(7) Miscellaneous obsessions.

(8) Somatic obsessions.

(9) Cleaning / washing obsessions.

-89 -



Method and Procedures

(10) Checking compulsions.

(11) Repeating rituals.

(12) Counting compulsions.

(13) Ordering / arranging compulsions.
(14) Hoarding / collecting compulsions.
(15) Miscellaneous compulsions.

Current obsessions and compulsions have to be identified as
well as the past symptoms as they may re-emerge during a
subsequent rating sessions.

It is also important in this study to identity current and past
symptomatology of the parents to determine its significant effect
on children living with the interviewed subject for the last six
months.

I1. Children Assessment Scales.

1. Children obsession scale

It is the adapted Arabic version of the Layton obsessional
Inventory (child version).

Inventor:
El-Rakhawy 1992,
Producers:

The scale consists of 21 items for assessing both obsessions and
compulsions in children (age range 6- 13 years) (mean age 8.87).

-90 -



Method and Procedures

Scoring:

Scoring depends upon the time spent in different obsessions or
compulsions as follows:

No time is consumed.

Long duration of time is consumed.
Average duration of time is consumed.
Little duration of time is consumed.

B -

Reliability:

Using the split half method which showed high level of
significance at (0.001) level.

Validity:
Two methods were used for assessing validity of the scale:

(1) Content Validity: Five Judges agreed for the validity of items
to assess childhood obsessions and compulsions.

(2) Construct validity: Using contrasted groups. T. test was used
to compare between cases and controls having the same age
and sex.The significance was at (0.06) level (N = / 94).

2. Children anxiety scale

Inventor:
Mousa 1987.
Procedures:
The scale may be applied either individually or on groups. The

child has to read all the items first and then starts to put his / her
answer.
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Scoring:

The scale is composed of 42 items, in addition to 11 items for
reliability of data. It is a true / false test. The children with
scoring more than (6) in reliability items should be excluded.
The range for scoring is from 0 to 42:

0 =no apparent anxiety.
42 = high degree of apparent anxiety.

Limitations:

It is only suitable for children aged 10 - 15 years.

Reliability:

a- Split-half method: was used to test the reliability of the
scale in assessing anxiety symptoms in children. The
reliability by this technique was highly significant at
(0.01) level.

b- Internal consistency: Positive correlation (statistically
significant) was obtained between each item score and the
total score.

Validity:
Two methods were used:

1- Discriminative validity.
2- Factorial validity.

Both methods showed high validity for the scale.

3- Children Depression Inventory (CDI)

Inventor:

Ghareeb, 1995.
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Procedures:

The Child Depression Inventory covers many depressive
symptoms. It include 27 item which represents most of the
depressive symptoms (e.g, sadness, loss of interest, eating
problems, social withdrawal ... ).

It is applied individually in the clinical practice with help from
the examiner by reading the items for the examined child. The
child follow the examiner and then put his answer in the proper
site. The examined child should only give one answer for each
item.

It can be applied for groups, but for younger children the
groups should be small as much as possible to get the best
results.

Scoring:
0 = If the item is not present.
1 = If average presence of the item.

2 = If severe presence of the item.
The total score ranges from 0 - 54.

Validity:
Construct validity: Two groups of children were compared to

each other in the CDI. The test have significant validity at 0.02
level.

Reliability:

Two methods were used: Test — retest and internal consistency.
both methods were highly reliable at (0.001) level.

Limitations:

The scale is suitable for children 6 - 16 years of age.
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Pilot Study
Subjects:
The previously mentioned psychometric tests were conducted
on five OCD parents and their children (No. = 8) fulfilling the
inclusion criteria of the present research.

Results:

The following results were obtained as regard the Arabic
Psychometric Tests of the children:

(A) The Anxiety scale

When the anxiety scale was used to assess the presence of
anxiety symptoms, the following was concluded:

(1) The test was not suitable for children below the age of ten
(the test cover only the age range from 10-15 ) and no other
Arabic Tests were found to cover the younger age group
especially the preschool period and early childhood.

(2) The test was difficult to be understood by children
especially younger ones, and some items were in need {o
be repeated or explained by the examiner.

(3) The scale was too long as regard the item itself and the
number of items (53 item).

(4) Many anxiety symptoms were deficient in such anxiety
scale, which was very necessary to be investigated and
assessed such as: separation anxiety, different types of
phobias, poor friend relations, some anxiety symptoms
common in children such as: nail biting, thumb sucking,

temper tantrums, psychosomatic symptoms and others
....... etc.
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(5) It was better to investigate children according to their
developmental age, as anxiety symptoms (according to the
previous literature) may vary significantly according to the
child age. For example, school problems starts to appear
with school entry. Also, school refusal and school phobias
ar¢ more common among emotionally vulnerable children.
On the other hand, social phobias appears more with older
children....etc.

So, according to the previously mentioned qualitative data, the
researcher started to built a new anxiety symptom checklist,
collecting its data from the previous possible psychometric tests
and review of literature.

(B) The children Depression Inventory

Children included in the pilot study were assessed by this scale
and it was found to be:

(1) Unsuitable to assess depressive feelings or depressive
behavior in younger age group below the age of seven.

(2) It is a self rating scale, each of its items has three alternatives
for answer. It was very difficult for children (especially
young children) to differentiate the meaning and the
difference between each sentence, and so needed to be
explained by the examiner, again and again (especially to
the young children).

(3) As previously mentioned, it was better to assess children
according to their age, as depressive symptoms vary with
age, as mentioned by all the previous literature.

According to that, a new symptom checklist for depression was
built on. It contains different depressive symptoms according to
each age group separately.
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(C) Arabic version of Leyton Obsession Inventory for children

While assessing children by this scale the Jollowing was
obtained:

(1) Difficulty was observed in interviewing children especially
younger ones below 8 years.

(2) Many items were difficult to be understood by children
because of the difficult Arabic Language as well as the long
items e.g.ol—dle dume Gl ASH (ilaaiody L o oS Jaal Cuad

(s oty o) 2 =3) and examples was sometimes
essential to be used to make it easier for application.

(3) It was difficult to ask children especially the young ones
about their obsessional thoughts by direct questioning like

(dsh le lelor 3 Gty oot aniiy L puns Risna JISH 4 OIS 48 )

According to that, it was better to ask about different types of
obsessions and compulsions, especially common in children, by
giving more examples and direct questioning of the common
symptomatology according to the previous literature to pick up
any abnormality and any of the overt OCD symptomatology.

Development Of The New Tools

According to the results of the pilot study, and according to the
previous literature, a new symptom check-list for each of the
psychiatric disorder under investigation (anxiety, depression and
OCD) was built on by the researcher.

Validity and reliabilty of the new scales

The psychomatric properties of the new symptom checklists
were estimated as follows:
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1. Validity

Content validity

After collecting the possible symptomatology of each disorder
and differentiating it according to the child age, especially when
assessing anxiety and depression (OCD symptomalotogy was
difficult to be differentiated according to age, because
obsessions and rituals are part of the children development and
they are more or less the same among childhood and
adolescence (Rutter, 1994]), the new symptom check-lists were
given to 10 professors of psychology and psychiatry (see
appendix X) to judge them, and either add, remove or rearrange
any item that was found to be inapplicable or unsuitable.

The criterion for item selection was that the item should be
judged as relevant by at least 75 % of the judges. According to
this criterion, the results of judgement were collected and the
proposal for change were done.

The modified scales were rejudged by 5 professors of
psychology and psychiatry after doing the possible
modifications. They all agreed that the new sets of items are
relevant and efficient in assessing different symptoms and
disorders concerned (Anxiety, depression and OCD ).

2. Reliability
Reliability of the symptom checklists with its subscales,
constructed by the researcher were tested using the alpha-

cronbach technique as follows:

a- Reliability for the anxiety symptom check-list

Table (4-1) shows the reliability co-efficients of the anxiety
symptom check-list.
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Table (4-1)
Variable No. of cases | Reliability
co-efficient
- Poor friend relation. 77 0.87
- Psychosomatic Co. 77 0.72
- Sleep problems. 77 0.60
- Other neurotic symptoms. 77 0.62
- Regression symptoms. 49 0.68
- Fears in children > 12 years. 19 0.73

b- Reliability for the depression symptom check-list

Table (4-2): Shows the different reliability coefficients of
depression symptom check-list.

Table (4-2)

Variable

No. of cases

Reliability
co-efficient

- Depression 3- 6 y.
- Depression 6- 12 y.
- Depression above 12 y.

28
30
19

0.61
0.77
0.79
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¢- Reliability for OC symptom check-list

Table (4-3): shows the different reliability coefficients of the
obsessive compulsive symptom check-list.

Table (4-3)

Variable No. of Reliability

cases co-efficient
- General appearance. 77 0.70
- Counting compulsions. 77 0.63
- Bed-time rituals. 77 0.81
- Eating rituals. 77 0.79
- Cleaning obsessions & 77 0.65

compulsions.

- School related rituals. 77 0.83
- Checking compulsions. 77 0.61
- Ordering-arranging compulsions. 77 0.60
- Miscellaneous obsessions. 77 0.42

All reliability coefficients were significant at (0.01) level
which means that each symptom check-list is suitable for use for
assessment of the disorder used for it.

The new organized scale:

(I) Use as much as possible the colloquial Arabic to be easier,
for understanding purposes especially for younger
children.

(2) Give examples especially for items difficult to be
understood.
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(3) Ask about symptoms of different disorders directly, and
this was more essential for clinical purposes.

(4) Beside the reorganized scales for children, the international
diagnostic criteria (DSM IV) was used for better diagnosis
of different psychiatric disorders.

The tools used will be as follows:

As mentioned above both patients and control parents as well
as their children, will be subjected to a series of tests as follows:

I. Tests for parents

Both patient and control subjects (fathers or mothers), were
subjected to:

(1) The parent evaluation sheet for collection of personal
data (Appendix I).

(2) The DSM IV diagnostic criteria of OCD (4ppendix 1X).

(3) The Arabic version of the Yale-Brown obsessive
compulsive scale (Y-BOCS) (Appendix ).

II. Tests for children

Children of both patient and control subjects, were submitted
to the following:

1. Child and adolescent evaluation sheet (dppendix 1)
2. Assessment of anxiety symptoms and disorders using:
a- Anxiety symptom check-list for children [Appendix IV ].
b- The DSM 1V diagnostic criteria for different anxiety
disorders and phobias: (Appendix VII).
(1) Generalized anxiety disorder (including over anxious
disorder in children) [Appendix VII- A].
(2) Separation anxiety [Appendix VII-B].
(3) Specific phobia [Appendix VII- C].
(4) Social phobia [Appendix VII- D].
(5) Agoraphobia [Appendix VII-E].
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3. Assessment of depressive symptomatology and disorders
using:

a. Depression symptom check-list for children [Appendix V].

b. The DSM IV criteria for depressive disorders: major
depressive Episode [Appendix VIII-A] and dysthymic
disorder [Appendix VIII-B).

4. Assessment of obsessive compulsive symptoms, obsessional
traits and obsessive compulsive disorder using:

a- Obsessive compulsive symptom check-list for children
[Appendix VI].
b- The DSM 1V criteria for OCD [Appendix 1X].

Children Assessment Scales

After collecting the personal data of each child, the child was
subjected to a series of scales to assess anxiety, depression and
obsessive compulsive—symptoms and disorders as follows:

A. Anxiety symptom checklist for children

Although this list is designed to be applied to children
according to their age, older children have to be asked about
anxiety symptoms that may appear at earlier age, as many
symptoms usually arise at a younger age and continue even up
to adolescence (e.g. adolescent anxiety states have many
features in common with those occurring at younger age, but
there is some different symptomatology specially related to
adolescence age group).

Information has to be obtained as regard the severity of
different anxiety symptoms and fear reactions, as well as the
degree to which they disable the child socially. It is quiet
important to mention the situations in which the anxiety is
experienced and the coping mechanisms the child uses to deal
with emotion when it occurs for more confirmed diagnosis.
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1. Pre-school anxiety symptom checklist (3 fo 6 years)

The anxiety symptoms included in the check-list were:
(1) Tension and worry throughout the day.
(2) Poor peer relations.

(3) Somatic symptoms: which include any bodily symptoms
that have been thought to be participated by psychological
events, or which is being maintained or prolonged by
psychological factors (e.g. vomiting, diarrhea, loss of
appetite etc ...).

(4) Sleep problems, commonly insomnia separation difficulties
at night when going to sleep, nightmares, night terrors,
crying while asleep, and bed wetting.

(5) Specific fears: They are very common in the preschool
period and should be discriminated from phobias as the
abnormality of fears can only be judged by its severity,
persistence and the social disability produced (If present
DSM 1V diagnostic criteria for specific phobias has to be
applied).

(6) Other neurotic symptoms includes: nail bitting, thumb
sucking, tics, trichotillomania, general irritability and

tension and temper tantrums.

2. Anxiety symptom checklist (above 6 to 12 years)

Beside the symptoms commonly presented in the previous age

group, the following symptoms may reflect anxiety at such age
range:

(1) Social anxiety and phobias, for example: fears of ghosts,
fears of eating outside home etc... (if present DSM IV
diagnostic criteria for social phobia has to be applied).
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(2) School phobias: by its all pictures for example, fear of the
teacher, of punishment at school, fears of poor academic
performance etc... (If present DSM IV diagnostic criteria
for school phobia has to be applied).

(3) Self-injury phobia.

(4) Regression which may take the form of wetting and
soiling, complete dependence on parents on daily own
activities and excessive crying unrelated to the child age.

(5) Vocal tics.

3. Anxiety symptom checklist (above 12 tol5 years)

Beside the symptoms of the previous two age groups, the
following are included:

(1) Fears related to loss of friendship.

(2) Fears of sexual unattractiveness.

(3) Fears of the teenage personal future.
(4) Fears about the future of the world.
(5) Fears of death of him / her self.

(6) Fears of death of others specially parents and others close to
him.

B. Depression symptom check-list for children
The depressive symptomatology vary greatly according to the

child age and so the symptoms are classified according to the
child age as follows:
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(1) Depression symptom checklist (3 fo 6 years)

It includes:

I1- Apathy, loss of energy and easy latigue.

2- Flatness and emotionless.

3- Always feel miserable, unhappy and tearful.
4- Excessive crying.

5- Easy crying with no reason.

6- Excessive slowness.

7- Psycho-somatic complaints.

8- Agitation or irritable mood.

9- Diminished interest or pleasure in all or almost all activities.
10- Poor appetite.

1 I- Over eating.

(2) Depression symptom check-list (above 6 to 12 years)

1- Feel sad, unhappy or miserable and tearful.
2- Easy fatigue, apathy and loss of energy.

3- School failure.

4- Inattention.

5- Poor concentration.

6- Social withdrawal.

7- Incapacity to cope with minor frustrations.
8- Lack of interest in all or almost all activities.
9- Sleep problems (insomnia or hypersomnia).
10- Feelings of low self esteem.

11- Conduct problems (e.g. steeling ... etc.).

12- Guilt feelings and self-blame.

13- Flat emotions.

14- Excessive slowness (e.g. reading, writing, eating ... elc.).
15- Poor appetite.

16- Over eating,
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(3) Depression symptom check-list (above 12 tol5 years)

1- Feel miserable, unhappy, sad and / or tearful look.
2- Lack of vitality and easy fatigue.

3- Flatness.

4- Poor appetite.

5- Overeating.

6- Worthlessness.

7- Suicidal ideas.

8- Suicidal attempts.

9- Substance abuse.

10- Excessive shyness.

11- Excessive slowness in daily activities (e.g. studying).

C. Obsessive compulsive symptom Check-list
It is subdivided into 9 main subscales

1. General appearance

1- Perfectionism and mastery.

2- Carelessness and slapdash.

3- Cleanliness and tidiness.

4- Excessive care about general appearance.

II. Counting compulsions

1- Ordering things (e.g. cars, windows ... etc.).
2- Ordering things more than one time.
3- Ordering to specific number.

Il Bed-time rituals

1- Rituals related to sleep.

2- If such rituals are not completed, feel a degree of anxiety and
tension.
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1V. Eating rituals

1- Special arrangement of eating utensils.

2- Starting eating with special behavior or word, significantly

important to him. '

Sitting in special place and its change lead to anxiety and

tension.

Excessive worry if forget something important to him related

to eating.

5- Use his own eating utensils only.

6- If others use his eating utensils lead to feelings its spoiled and
unclean.

3

4

V. Cleaning obsessions and compulsions

1- Always, feel unclean.

2- Excessive hand washing.

3- Washing compulsions (repeated washing to prevent
contamination).

VI. School-rituals and compulsions

1- Special arrangement of the school bag.

2- Repeated checking of the homework.

3- Studying in particular place other wise feel tense and anxious.
4- Studying related compulsions.

VII. Checking compulsions

1- Checking and double checking of the performed tasks.
2- Checking doors and windows.

VIII. Ordering-arranging compulsions

1- Arranging things in a perfect way.
2- Arrangement and rearrangement of things.
3- Putting things in specific orders (e.g. Toys).
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IX. Miscellaneous obsessions

1- Special concern about other things rather than ordering.
2- Spending longer time in bathroom.

3- Repeated questioning.

4- Walking rituals.

5- Indecisiveness.

The Use of DSM 1V In Diagnosis of Different Disorders

The DSM 1V diagnosis is usually applied to the individual
current presentation and is not typically used to denote previous
diagnosis from which the individual has recovered.

The presentation of symptoms of different disorders should be
described as mild, moderate or severe according to:

1-Intensity of the signs and symptoms of the disorder and
2-Any resulting impairment in occupational and / or social
functioning.

For the majority of disorders, the following guidelines may be
used:

a. Mild: few, if any symptoms in excess of those required to
make the diagnosis are present, and symptoms result in no more
than minor impairment in social or occupational functioning.

b. Moderate: symptoms or functional impairment between
“mild " and “severe” are present.

¢. Severe: many symptoms in excess of those required to make
the diagnosis, or several symptoms that are particularly severe,
are present, or the symptoms result in marked impairment in
social or occupational functioning.

According to such criteria, severity of each disorder can be
identified after the application of its diagnostic guidelines.
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Application of The Tools

A. Way and time of application

The whole period spent for searching for cases and control
subjects, as well as application of the research programme was
approximately about two and half years.

Tools were applied individually on subjects. Both the parents,
their children and the spouse (or the caring relative) were
interviewed as such.

Application of the tools on each individual takes from 30-45
minutes and sometimes there was a need to reassess some cases.

At first the researcher has to introduce herself to the whole
family and to the children. After brief interview with the whole
family members, each of them has to be interviewed separately.

The application started with the patient group (the OCD
parents, their children and the spouse or the caring relatives) in
a structured interview. The referred OCD parents from the out
patient clinics of either private clinics or of the Ain Shams
University Psychiatric Clinics, were first diagnosed by the
referral professional then reassessed by the researcher using the
DSM 1V criteria for OCD. Then, the parent evaluation sheet and
the Yale- Brown obsessive compulsive scale were applied.

After interviewing the parent, each child was interviewed
separately or with his/ her mother if refused to stay alone with
the researcher. However, data were to be collected from both the
child and the mother (or the caring relative) for confirmation,
especially with the young subjects.

- 108 -



5.

Method and Procedures

I. Application Difficulties

The most important problem of application of this research
was the difficulty of searching for the OCD cases in terms of
the inclusion criteria and the acceptance of the referred OCD
cases to be included in the research programme.

The problem of refusal of parents to include their children in
the research and to participate in the programme was the
second important problem of this research.

Most of the parents or almost all of them was denying any
problem related to their children, as they said “They are Ok”
and “They have no difficulties”. After interviewing them,
many problems appeared, with marked difficulty to obtain
data especially from the affected partner, usually the child or
the spouse or the caring relative were more cooperative.

1t was not only interviewing the child, but also confirming the
data especially from the caring parent and the spouse or the
relative to obtain the most valid and true results.

I'he problem of application on the children of young age
(3-10 years), to make sure that the children understood the
meaning of the items.

The problem of application of this research on obsessive
cases who are usually so obsessive about their children that
they deny the presence of any problem as regard their
children.
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I11. Statistical Procedures

For the purpose of testing the hypotheses of the present
research (page ...), t-test and ANOVA techniques were used to
compare two means of two groups. SPSS package was used for
statistical analysis of data using the above techniques.

1. t-test

The formulae of t-test for independent groups assuming
homoginity of variances is as follows:

Ml "Mz
x! + Zx; (N + N,
N+ N, -2 N, N,

where M, and M = Meansf thetwosamples

! =

Yxt and Tx; = Sumsof squaresnthetwosamples

N, and N, = numbeif casesinthetwosamples

Wherhomoginityis notassumedhe followingformulaésussed.

M M,
h.,n
N, N

Where V1 and V2 = variances of the two samples.
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2- ANOVA

Analysis of variance was used for comparison between more
than (wo means, between and within groups as follows:

(1) within groups mean squares

T X2 2
(MSN:(wn _ s _ X,
K(n-1) K@m-1) (N-K)

where  (SS)w

within groups sum of square

Xs = adeviation of an observation from its set mean

(2) Between groups mean squares

K-1 K -1

where (SS), = sum of squares for between sets

(MS%:w&b_nzﬁ

Between groups mean squares (MS)y

Within groups mean squares (MS).,
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CHAPTER FIVE

Results

The present study was designed to test the following
hypotheses:

1-Children of OCD parents compared to children of control
parents are at high risk for various psychiatric symptoms
especially:
(1) Anxiety symptoms.
(2) Depressive symptoms.
(3) Obsessive compulsive symptoms.

2- There are differences in psychiatric symptoms between male
and [emale children of both patient and control parents.

3- There are differences in different psychiatric disorders between
children of OCD parents in comparison to children of normal
control parents as regard their age and sex.

To test the previously stated hypotheses, data were collected
using the previously described tools. The results are presented in
this chapter according to the order of hypotheses.

The statistical analysis was processed using the SPSS 98
statistical programme.

For_statistical analysis purposes, the subjects were

grouped as follows:
1- Parent groups

®  Puarents were grouped into:

- Patient group parents > OCD parents (P.G. P.)
-Control group parents - psychiatrically and organically free
parents (C.G. P.)
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2-  Children groups

o The children of the two parent groups were classified as
Sfollow:
- Patient group children = P_G_Chi
- Control group children = C_G_Chi

e Children of the two parent groups were divided according
to their age into:

-Ageclass] =ACI = Children aged 3 to 6 years
- Age class I = ACII = Children aged above 6 to 12 Years
- Age class [II = AC III = Children aged above 12 to 15 years

. Children of the two parent groups were also divided
according to their sex as follows:

- Female children of patient group are called [P_F_Chi].
- Male children of patient group are called [P_M_Chi].
- Female children of control group are called [C_F_Chi].
- Male children of control group are called [C_M_Chi].

The following tables show the socio- demographic variables of
both patient and control groups.

Table (5-1-A)
Personal data of both patient and control groups

P.G.P C.G.P T- test
Mean Sb Mean SD t. Sig.
*Age 38.58 6.05 38.08 3.30 0.272 0.788
*Duration of iliness 10.68 6.58 0.00 0.00 5.821 0.000%**
*Martial status 1.00 0.00(a) 1.00 0.00(a) ——— -—-
*Education 5.53 2.20 7.54 0.52 10.937 | 0.060
*Children age 8.43 3.88 8.43 3.62 0.001 0.977
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Table (5-1-A) shows the primary descriptive analysis of personal
data of parents of both groups as regard, age, duration of illness,
marital status patient education and children age, the results show
no statistical significance between the two groups as regard
patient age, martial status, patient education and children age. The
duration of illness was statistically significant, as it is higher in
the patient group. The restriction of the inclusion criteria of both
groups may give a plausible explanation, as most of the variables
were more or less similar in both groups. As regard marital status,
it was equal in both group (all cases and controls were married)
and so standard deviation was 0 (no difference).

N.B.

(a) =cannot be computed because the standard deviations of both
groups are 0

*  =significant at 0.05 level

**  =gignificant at 0.01 level

kx* = significant at 0.001 level

As regard the total number of children in both patient and
control groups table (5-1-B) shows their more or less equality in
number as regard their age and sex.

Table (5-1-B)
Male children of both OCD and control parents

Age class P-M-Chi C-M-Chi Total
Ac | 7 4 11
AC U 6 9 15
AC 111 4 5 9
Total 17 18 35

Female children of both OCD and control parents

Age class P-F-Chi C-F-Chi Total
AC 1 10 7 17
AC Il 9 6 15
AC NI 6 4 10
Total 25 17 42
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Table (5-1-C)

Differences between the patient and control parents
as regard general home atmosphere

P.G.P, C.G.P T- Test
Home atmosphere Mean SD Mean SD t. Sig,
* Harmonious .26 0.45 0.69 0.48 -2.571 0.015%*
* Quarrelsome 0.37 0.50 0.00 0.00 2.666 0.012%*
* Cold 0.05 0.32 0.00 0.00 0.823 0.417
* Competitive 0.00 0.00(a) 0.00 0.00(n) - —
* Overprotection 0.21 0.42 0.15 0.38 0.392 0.698
* Warm 0.11 0.32 0.38 0.51 -1.927 0.063
* Over criticism 0.21 0.42 0.00 0.00 1.803 0.081
* Over involvement 0.11 0.32 0.07 0.28 0.262 0.795
* Communications 0.05 0.23 0.00 0.00 0.823 0.417
* Exclusions 0.05 0.23 0.00 0.00 0.823 0417

Table (5-1-C) shows the descriptive statistics and t - test

of different types of general home atmospheres that may
passively affect children upbringing.

The two groups showed significant difference between the
I* and 2" types of home atmospheres where, the OCD
parents were less harmonious and more quarrel compared to
the control group parents.
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Table (5-1-D)

Different patterns of parental management of children of
both patient and control parents

- N P.G.P C.G.P T. test
Parental Pattern Mecan | S.D | Mean | SD t. Sig.
* Positive interaction 0.37 0.50 0.92 0.28 -3.651 | 0,001 %**
* Parental level of eriticism 0.47 0.51 0.15 0.38 1.919 | 0.064
* Hostility 0. 00 0.00(a) 0.00 0.00(a) — —
* Rejection 0.11 0.32 0.00 0.00 1.197 | 0.241
* Isolated parent 0.21 0.42 0.00 0.00 1.803 | 0.081
* Overprotection 0.37 0.50 0.00 0.00 2.666 | 0.012%*
* Sharing attitudes towards
child problem 0.42 0.51 0.77 0.44 -2.011 | 0.053*

Table (5-1-D) shows the significant difference between the

two groups as the OCD parents were less interactive with their

children, more over protective and showed less sharing with their

spouses as regard various children problems compared to the

control parents.
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Table (5-1-E)
The statistical difference between patient and control
parents in the Yale-Brown obsessive compulsive scale

(Y-BOCS)
P.G.P C.GpP T.test
Items Mean_| S.D | Mean | SD | Sig.
*Aggressive obsessions. 7.11 6.43 0.77 1.74 3.452 0.002***
* Contamination obsessions. 10.89 6.85 2.77 2.45 4.081 0.000%**
* Misc. obsessions. 9.74 6.85 3.15 2.38 3.315 0.002%**
* Somatic obsessions. 2.84 2.29 0.69 0.95 3.188 0.003***
* Cleaning washing obsessions. 7.68 5.21 0.23 0.83 5.091 0.000***
*Checking compulsions. 5.37 3.76 0.69 1.38 4.274 0,000+
* Repeating rituals. 1.74 1.73 0.38 0.96 2.557 0.016%*
*Counting compulsions. 1.37 1.38 0.00 0.00 3.549 0.001***
* Ordering arranging compulsions. 1.37 1.50 0.00 0.00 3.275 0.003%**
* Sexual obsessions. 1.37 3.35 0.00 0.00 1.464 0.154
* Hoarding saving obsessions. 0.53 1.07 0.15 0.55 1.147 0.261
*Religious obsessions. 3.63 2.22 0.15 0.55 5.514 0.000***
* Symmetry and exactness 3.26 2.23 0.15 0.55 4.896 0.000***
obsessions. 0.26 0.81 0.00 0.00 1.172 0.251
* Hoarding collecting compulsions. 4.21 31 0.77 1.24 3.214 0.003%**
*Misc. compulsions

OCD parents scored significant level among all the scale
items except the recording of sexual obsessions, the
hoarding- saving obsessions and the hoarding-collecting
compulsions which showed no significant difference between
the two groups and this shows how the research was very

restricted in collecting cases and application of the research
criteria. (Table 5-1-E).
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Results

When children of both OCD and control parents were
considered, the following tables summarize the difference
anxiety, depression and obsessive compulsive symptoms and
disorders reported among them.

I- Anxiety symptoms and disorders.

Anxiety symptoms and disorders. Were analyzed according
to the organized symptom checklist and the DSM IV criteria for
different anxiety disorders as follows:-

A- Anxiety symptoms according to child age.

The following tables will present different anxiety symptoms
according to age and the symptom checklist used for collection
of data.

Table (5-2)
Anxiety symptoms among children of both patient and
control groups according to age.

Age P_G_Chi C_G_Chi t-Test
Cis
s Mean SD Mean SD T Sig.
AC 1 7294 | 10947 | 4273 3.438 | 0882 |0.386
AC 11 19.867 | 12586 | 9.733 8276 | 2.605 |0.015%*
AC 111 25100 | 12279 | 3.667 4416 | 5162 | 0.000**

Table (5- 2) shows the presence of anxiety symptoms
among children of the OCD parents group with significant
presence among the 2" and 3™ age groups.
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Table (5-3-A) Anxiety symptoms in the first age group

P_G_Chi C_G_Chi ANOVA
Item
Mean SD Mean SD F. Sig.

L. Tension and worry

through out the day. 0.05 1.00 0.09 0.30 3.199 0.085
2. poor peer relationship. 1.059 | 2.861 0.000 0.000 1.487 0.234

. Psych ic

symptoms.
(1) Vomiting. 0.24 0.75 0.36 0.92 0.162 0.690
(2) Colic. 0.12 0.49 0.09 0.30 0.027 0.872
(3) Diarrhea. 0.24 0.75 0.09 0.30 0.363 0.552
(4) Constipation. 012 0.49 0.09 0.30 0.027 0.872
(5) Loss of appetite. 0.47 1.07 0.09 0.30 1.308 0.263
(6) Head ache. 0.00 0.00 0.00 0.00 - -
(7) Sweating. 0.00 0.00 0.00 0.00 - -
(8) Palpitation. 0.00 0.00 0.00 0.00 . -—
4.sleep problems
(1) Insomnia, 0.47 1.01 0.00 0.00 2.369 0.136
(2) Awake and search for

mother. 0.47 1.07 0.45 1.04 0.002 0.969
(3) Crying while asleep. 0.18 1.53 0.18 060 0.001 0.980
(4) Awake in panic. 0.35 0.86 0.00 0.00 1.820 0.189
(5) Night- mares. 0.05 0.24 0.18 0.40 1.019 0.322
(6) Night terrors. 0.24 0.75 0.18 0.60 0.039 0.845
(7) Bed wetting, 0.24 0.75 0.09 0.30 0.363 0.552

8) Hypersomnia. 0.12 0.49 0.00 0.00 0.638 0.432
3. Specific phobia. 0.82 1.33 0.45 1.04 0.603 0.444
6. Other
(I)Nail biting, 0.00 0.00 0.36 0.81 3.508 0.072
(2)Thumb sucking. 0.00 0.00 0.27 0.90 1.579 0.220
(3)Tics. 0.00 0.00 0.00 0.00 —— -
(4)Trichotillomania. 0.12 0.49 0.00 0.00 0.638 0.432
(5)Irritability and tension. 0.71 1.05 0.91 1.14 0.236 0.631
(6)Temper tantrums, 0.65 1.06 0.40 0.70 0.431 0.517

Table (5-3-A) shows the absence of significant difference in
anxiety symptoms among children of the first age group of both
patient and control parents of children.
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Results

Table (5-3-B)
Anxiety symptoms among children of the second age group.

P G Chi C G_Chi ANOVA
e Item Mean SD Mean SD F. Sig.
1. Tension and worry
throughout the day 1.13 0.92 0.13 0.35 15.594 | 0.000%**
2. Poor peer relationship. 0.733 2.840 | 0.7333 | 1.579 0.000 | 1.000
. Psycl i
symptoms.
(1) Vomiting 0.20 0.56 0.27 0.59 0.100 | 0.754
(2) Colic 0.60 1.12 0.47 0.74 0.147 | 0.704
(3) Diarrhea 0.20 0.56 0.13 0.35 0.152 | 0.699
(4) Constipation 0.06 0.26 0.47 0.92 2.653 | 0.155
(5) Loss of appetite 1.60 1.24 0.67 1.18 4.469 | 0.04*
(6) Headache 0.40 0.91 0.53 0.99 0.147 | 0.704
(7) Sweating 0.27 0.80 0.20 0.77 0.054 | 0.818
8) Palpitation 0.47 1.06 0.06 0.26 2.016 | 0.167
(1) Insomnia 0.40 0.91 0.27 0.80 0.182 | 0.673
(2) Awake searching for
mother 0.73 1.28 0.13 0.52 2.835 | 0.103
(3) Crying while asleep 0.27 0.80 0.00 0.00 L1672 | 0.207
(4) Awake in panic 0.47 1.06 0.00 0.00 2.907 | 0.099
(5) Night-mares 1.00 1.31 0.13 0.35 6.130 | 0.020*
(6) Night terrors 0.27 0.70 0.00 0.00 2.154 | 0.153
(7) Bed wetting 0.53 1.13 0.27 0.70 0.605 | 0.443
(8) Hypersomnia 0.27 0.70 0.00 0.00 2.154 | 0.153
S. Specific phobias 2.00 1.46 0.87 1.30 5.020 | 0.033*
6. Other neurotic
symptoms
(1) Nail biting 0.20 0.77 0.00 0.00 1.000 | 0.326
(2) Thumb sucking 0.00 0.00 0.00 0.00 —— ——
(3) Tics 0.00 0.00 0.00 0.00 T e
(4) Trichotillomania 0.00 0.00 0.00 0.00 ---- ——
(5) Irritability and tension 1.67 1.45 0.73 0.96 4.328 | 0.047+
(6) Temper tantrums 1.67 1.45 0.73 0.96 4.328 | 0.047*
7. Social fears and with
drawl 0.73 1.10 0.53 0.74 0.341 | 0.564
| 8. School phobias 1.93 1.28 1.40 1.18 1.404 | 0.246
9.Self injury phobia 0.73 1.28 0.20 0.77 1.906 | 0.178
10. Regression,
(1) Bed wetting and soiling. 0.53 .13 0.27 0.70 0.605 | 0.443
(2) Complete dependence
on parents, 1.00 1.31 0.20 0.41 5.091 | 0.032+*
(3) Crying in unsuitable
situations, 1.33 1.50 0.20 0.41 7.996 | 0.009***
I1. Vocal tics. 0.00 0.00 0.00 0.00 -— - |
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Results

Table (5-3-B) shows the presence of anxiety
symptoms among children of OCD parents of the second age
group with significant presence of tension and worry allover the
day, psychosomatic loss of appetite, night mares, specific
phobias, irritability —and tension, temper tantrums and
regression.

- 121 -



Results

Table (5-3-C)

Anxiety symptoms among children of the third age group.

P chi group C chi group ANOVA
Item Mean SD Mean SD F, Sig.
1. Tension And Worry
throughout The Day 1.80 1.03 0.33 0.71 12.737 | 0.002%**
2. Poor Peer Relationship. 1.500 | 2.068 | 0.667 | 2.000 | 0.793 | 0.386
ho Somatic Symptom
(1) Vomiting 0.40 0.84 0.00 0.00 2.013 | 0.174
(2) Colic 0.20 0.63 0.00 0.00 0.895 | 0.357
(3) Diarrhea 0.20 0.63 0.00 0.00 0.895 | 0.357
(4) Constipation 0.30 0.67 0.22 0.67 0.064 | 0.804
(5) Loss Of Appetite 0.20 0.63 0.22 0.67 0.006 | 0.941
(6) Headache 0.50 0.85 0.00 0.00 3.096 | 0.096
(7) Sweating 0.10 0.32 0.00 0.00 0.895 | 0.357
(8) Palpitation 0.10 0.32 0.00 0.00 0.895 | 0.357
4. Slee lem
(1) Insomnia 1.20 1.40 0.00 0.00 6.589 | 0.020*
(2) Awake Searching For mother. | 0.60 1.07 0.11 0.33 L1705 | 0.209
(3) Crying While Asleep 0.60 1.07 0.00 0.00 2,787 | 0.113
(4) Awake In Panic 0.40 0.97 0.00 0.00 1.534 | 0.232
(5) Night-Mares 1.00 1.15 0.00 0.00 6.711 | 0.019**
(6) Night Terrors 0.50 0.85 0.00 0.00 3.097 | 0.096
(7) Bed Wetting 0.10 0.32 0.00 0.00 0.895 | 0.357
(8) HyperSomnia 1.20 1.55 0.00 0.00 5368 | 0.033*
5. Specific Phobias 2.10 1.29 0.22 0.67 | 15.385 [ 0.001***
6. Other Neurotic Symptoms
(1) Nail Biting 0.60 1.26 0.00 0.00 2.013 | 0.174
(2) Thumb Sucking 0.00 0.00 0.00 0.00 -—— —
(3) Tics 0.20 0.63 0.00 0.00 0.895 | 0.537
(4) Trichotillomania 0.60 1.07 0.00 0.00 2.787 | 0.113
(5) Irritability And Tension 1.30 1.34 0.22 0.67 4.759 | 0.043*
(6) Temper Tantrums 1.10 0.14 0.22 0.67 2.763 | 0.115
7. Social Fears And With Drawl 0.40 0.70 0.33 0.71 0.043 | 0.839
8. School Phobias 1.90 1.37 0.44 0.88 7.378 | 0.015**
9.Self Injury Phobia 0.90 1.29 0.00 0.00 4.378 | 0.052*
10. Regression
* Bed wetting and soiling 0.00 0.00 0.00 000 | -—- ———
* Complete dependence on
parents 0.90 1.29 0.00 0.00 4.378 0.052*
* Excessive crying in unsuitable
situations 0.40 0.97 0.11 0.33 0.723 0.407
11. Vocal tics 0.00 0.00 0.00 0.00 ——em e
12. Fears of friendship loss 0.30 0.67 0.22 0.67 0.064 0.804
13. Fears of sexual
unattractiveness 0.40 0.52 0.00 0.00 5.368 0.033*
14. Fears of teenage personal
future 0.70 0.82 0.22 0.67 1.904 0.186
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Results

I P_G_Chi C_G_Gji ANOVA
em Mean | _SD_ | Mean | SD K. Sig.
15. Fears about future of the
] world. 0.10 0.32 0.11 0.33 0.006 0.941
16. Fears of death. 0.80 1.14 0.00 0.00 4.443 0.050*
17. Fears of death of others. 1.50 0.00 0.00 0.00 9.764 | 0.006***

Table (5-3-C) shows the presence of anxiety symptoms
among children of OCD parents more than the children of the
control parents with significant presence of tension and worry
throughout the day, insomnia, night mares, HyperSomnia, specific
phobias, irritability and tension, school phobias, self injury phobia,
complete dependence on parents, fears of sexual unattractiveness,
fears of death and fears of death of others (especially the mother)
among the patient group children.

- 123 -



Results

B- anxiety symptoms according to child sex

Anxiety symptoms were analyzed according to children
age and sex of both groups as follows:

and control groups according to age

Table (5-4-A)
Anxiety symptoms between male children of both patient

r” P_M_Chi C_M_Chi T- Test
Age Class Mean SD_ | Mean | SD t Sig.
AC | 6.429 5287 | 2750 | 2.062 | 1311 [0.222
AC 1L 23833 | 15562 | 6111 | 5947 | 3.137 | 0.008**
AC 111 33250 | 14.009 | 5200 | 5.586 | 2.665 |0.032*

Table (5-4-B)
Anxiety symptoms among female children of both patient

and control groups according to age

T P_F_Chi C_F_Chi T- Test

Age Class Mean SD Mean SD t. Sig,
AC 1 7900 | 13.908 | 5.143 | 3.891 | 0.595 | 0.564
AC TI 17222 | 10305 | 15167 | 8.727 | 0.401 | 0.695
AC 111 26333 | 12209 | 1750 | 1.258 | 3.933 |0.004***

According to the anxiety

symptoms were significa
parents especially male c

symptoms checklist, anxiety

well as females of the 3™ age group

ntly present among children of OCD
hildren of the 2™ and 3™ age groups as
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Results

Table (5-5-A)
Sleep problems among patient and control male children

P M Chi C M _Chi T- Test \

Age Class Mean SD Mean SD i Sig.

AC I 1.571 2.299 1.000 0.817 0471 | 0.649
AC I 6.167 2.483 0.333 0.707 5604 | 0.002%**
AC LI 4.000 1.155 0.200 0.447 6.219 | 0.004***

Table (5-5-B)
Sleep problems among patient and control female children

P_F_Chi C_F_Chi T- Test
Age Class Mean SD Mean SD t. Sig.
AC 1 2.500 4.577 1.143 1.215 0.894 0.391
AC I 2.444 2.920 1.500 1.643 0.715 0.487
AC 111 6.667 4.457 0.000 0.000 3.664 0.015%*

Tables (5-5-A) and (5-5-B) show the presence of significant
sleep problems among children of the 2™ and 3 age groups.
Such problems were much more prominent between males of the
2™ and 3™ age groups followed by the female of the 3" age

group.
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Results

Table (5-6-A)

Neurotic symptoms among patient and control children of

various age groups

P _Chi G C_Chi G T- Test
Age class Mean SD. Mean SD. t. Sig.
AC1 1471 | 2239 1.909 2343 | -0.497 | 0.623
ACH 3533 | 3.182 1.467 1.885 | 2.164 | 0.041*
AC I 3.800 | 3.765 0.444 1333 | 2.640 | 0.022%*

Table (5-6-B)

Neurotic symptoms among patient and control male children

P M _Chi C M _Chi T- Test
Age class Mean SD. Mean SD. t. Sig.
ACT 2.714 2215 0.500 1.000 1.861 0.096
ACH 4.166 3.601 0.333 1.000 2.543 0.047*
AC 1l 4.500 3.873 0.800 1.789 1.919 0.096

Table(5-6-C)

Neurotic symptoms among patient and control female children

P F Chi C F Chi T- Test
Age Class Mean SD. Mean SD. t. Sig.
ACT 0.600 | 1.897 2.714 2.564 | -1.961 0.069
ACII 3111 | 3.019 3.167 1.602 | -0.046 0.964
AC HI 3.333 | 3.983 0.000 0.000 2.050 0.096

Neurotic symptoms (e.g. nail bitting, thumb sucking, tics,
temper tantrums) were significantly
present between patient children of the 2" and 3™ age groups.
Such neurotic symptoms were more significant among males of

irritability and tension,

the 2™ age group. (Table 5-6-A, B and C).
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Results

Table (5-7-A)
Regression between male children of various age groups

| P M Chi C M Chi T- Test
Age Class Mean SD. Mean SD. t. Sig.
ACIl 3.600 2.757 0.111 0.333 2.54 0.050*
ACIH 1.250 1.500 0.200 0.447 1.353 0.258

Table (5-7-B)
Regression between female children of various age groups

P_F _Chi C_F Chi T- Test

Age class Mean SD. Mean SD. (. Sig.
ACH 2778 | 3.270 1.500 1.975 | 0.853 0.409
ACHI 1333 | 2422 0.000 0.000 | 1348 0.235

Tables (5-7-A) and (5-7-B) show the significant
presence of regression symptomatology between children of

OCD parents of the 2™ age group especially male children
(Table 5-7-A).
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Results

C- Anxiety disorders according to DSM 1V criteria

Many anxiety disorders were assessed especially separation
anxiely, generalized anxiety disorder (including over anxious

disorder

of children),

specific phobias,

school phobias,

agoraphobia and social phobia, they will be presented according

to both child age and sex.

1-Separation anxiety disorder

Separation anxiety disorder were significantly present among
children of OCD parents as follows:

Table (5-8-A)

Separation anxiety among children of various groups

according to DSM 1V
P_G_Chi C_G_Chi ANOVA
Age class Mean SD Mean SD F. Sig.
AC 1 0.41 0.62 0.00 0.00 4.812 | 0.037+
AC Ul 0.53 0.83 0.06 026 | 4.287 |0.048*
AC 1l 0.40 0.52 0.11 0.33 2.043 | 0171

Table (5-8-B)

Separation anxiety according to child age and sex

Age . P_G_Chi C G Chi ANOVA

class Sex Mean SD Mean SD F. Sig.
Acl Male 0.29 0.49 0.00 0.00 1.309 0.282
Acl Female 0.50 0.71 0.00 0.00 3.431 0.084
Ac Il | Male 0.83 0.98 0.11 0.33 4,266 | 0.059*
Acll | Female 0.33 0.71 0.00 0.00 1.300 0.275
Ac IH | Male 0.25 0.50 0.20 0.45 0.025 0.879
Ac HI | Female 0.50 0.55 0.00 0.00 3.200 0.111
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Results

Table (5-8-A) and (5-8-B) show the significant presence of
separation anxiety among children of OCD parents compared to
children of control parents. Separation anx1ety were more
significant among children of the 1% and 2™ age groups and was
not significant among the 3™ age group. Male children of OCD

parents belonging to the 2™ age group significantly reported
such disorder.
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Results

2- Generalized anxiety disorder
(Including over anxious disorder in children)

Generalized anxiety disorder as a diagnosis were significantly
present among children under investigation as follows:

Table (5-9-A)
GAD among children of patient and control Subjects

P G Chi C G Chi ANOVA
Age Class Mean SD Mean SD F. Sig.
All children 0.74 0.80 0.085 0.28 21.114 | 0.000***
AC 1 0.41 0.71 0.00 0.00 3.627 | 0.068
AC H 0.80 0.77 0.20 0.41 7.000 | 0.013**
AC 11 1.20 0.79 0.00 0.00 20.707 | 0.000***

Table (5-9-B)
GAD according to child age and sex

Age P_G_Chi C_G_Chi ANOVA

Class Sex Mean SD Mean SD F. Sig.
Acl Male 0.29 0.76 0.00 0.00 0.545 | 0.479
Acl Female 0.50 0.71 0.00 0.00 3.431 | 0.084
Acll Male 0.50 0.55 0.11 0.33 2.963 | 0.109
Acll Female 1.00 0.87 0.33 0.52 2.836 | 0.116
Aclll Male 1.25 0.96 0.00 0.00 8.838 | 0.021*
Ac 1H Female 1.17 0.75 0.00 0.00 9.224 | 0.016**

Tables (5-9-A) and (5-9-B) Show the statistically
significant difference of generalized anxiety as a disorder
between patient and control children groups especially among
children of the second and the third age groups. The sex
difference was not significant except for the children of the 3™
age group, as both sexes experienced such disorder, with slightly
more significance among females.
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Results

3- Specific phobia

Such diagnosis were present among children under
investigation. The following tables will show its significance.

Table (5-10-A)
Specific phobias among Children all groups

P G_Chi C G Chi ANOVA
Age class Mean SD Mean SD F. Sig.
All children 1.55 1.47 0.57 1.09 10.579 | 0,002%%**
AC 1 0.82 1.33 0.45 1.04 0.603 0.444
AC 1I 2.00 1.46 0.87 1.30 5.020 0.033*
AC 111 2,10 1.29 0.22 0.67 15.385 | 0.001***

Table (5-10-B)
Specific phobias according to child age and sex

Age P_G_Chi C_G_Chi ANOVA
class Sex Mean | SD | Mean SD F. Sig.
Acl | Male 071 | 125 | 1.5 1.50 0.406 | 0.540
Acl | Female 090 | 145 | 0.0 0.00 2.647_ | 0.125
Acll | Male 250 | 122 | 056 113 9.984 | 0.008%**
Acll | Female .67 | 158 | 133 1.51 0.166 | 0.690
Aclll | Male 200 | 141 | 0.0 0.00 | 10.370 | 0.015%*
Aclll | Female 217 | 133 | 050 1.00 4.507 | 0.067

Table (5-10-A) and (5-10-B) Show the presence of specific
phobia as a diagnosis among children of OCD parents. It was
more present among the 3" age group ( above 12 years) followed
by those of the 2™ age group (6- 12 years) compared to normal
controls. Spec1ﬁc phobias were more prevalent among males of
the 2" and 3" age groups.
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Results

Table (5-11-A)
School phobia among the second and the third age groups

P_G_Chi C_G_Chi ANOVA
Age Mean SD Mean SDh F. Sig.
All children 1.92 1.32 1.09 1.16 5.223 | 0.027*

AC I 1.93 1.28 1.40 1.18 1.404 | 0.246
AC HI 1.90 1.37 0.44 0.88 7.378 | 0.015*%*

Table (5-11-B)
School phobia according to child age and sex
Age P G Chi C G Chi ANOVA

Class Sex Mean SD Mean SD F. Sig.
Ac I Male 1.33 1.51 1.22 1.30 0.023 0.881
Ac 1l Female 2.33 1.00 1.67 1.03 1.560 0.234
Ac 111 Male 2.00 1.41 0.40 0.89 4.329 0.076
Ac 111 Female 1.83 1.47 0.50 1.00 2.467 0.155

Table (5-11-A) and (5- 11-B) show the significant presence
of school phobia among children of OCD parents with specific
significance among children of the 3" age group. Such disorders
has no sex difference between both groups.
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4- Other phobias
Other phobias such as agoraphobia and social phobia were

absent between children under investigation as follows.

Table (5-12)
Agoraphobia among children of both groups

P G Chi C G Chi ANOVA
Age Class Mean SD Mean SD F. Sig.
AC I 0.00 0.00 0.00 0.00 — —
AC 11 0.00 0.00 0.00 0.00 - -
AC 111 0.00 0.00 0.00 0.00 — —

Table (5-13)
Social phobia among children of both groups

P_G_ Chi C_G_Chi ANOVA
Age Class Mean Sb Mean SD F. Sig.
AC 1 0.00 0.00 0.00 0.00 - -—-
AC 11 0.00 0.00 0.00 0.00 - -
AC 111 0.00 0.00 0.00 0.00 — -

Tables (5-12) & (5-13) show the complete absence of social
phobia and agoraphobia as diagnoses among children of both

patient and control parents.
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Results

I1. Depressive symptoms and disorders.

Depressive symptoms and disorders were analyzed according
to the depression symptom checklist for children and the DSM IV
criteria for different depressive disorders as follows:

A- Depressive symptoms according to age.

In the following tables depressive symptoms were analyzed
according to the symptoms checklist and children age as follows:

Table (5-14)
Depressive symptoms among children of both patient
and control groups according to age.

P_G_Chi C_G_Chi T- Test
Age Class == =
Mean SD Mean SD t. Sig.
Ac 1 4.294 4.180 2.364 3.472 1.272 0.215
Ac I 13.333 6.433 3.800 4411 4.734 0.000***
Ac 111 13.100 5.216 3.444 2.963 4.881 0.000***

Depressive symptoms were significantly present among children
of the 2" and 3" age groups (table (5-14).
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Results

Table (5-15-A)
Depressive symptoms among children of the first age group.

P G Chi C-G_Chi ANOVA
Ttem Mean | SD | Mean | SD F. Sig.

1- Easy Fatigue. 0.24 0.75 0.09 0.30 0.363 0.552
2- Flat emotions. 0.12 0.49 0.00 0.00 0.638 0.432
3- Feel miserable. 0.29 0.85 0.00 0.00 0.303 0.264
4- Excessive crying. 0.41 0.94 0.45 1.04 0.013 0.911
5- Crying with no reason. 0.59 1.12 0.36 0.81 0.329 0.571
6- Excessive slowness. 0.71 1.16 0.36 0.67 0.780 0.385
7- Psychosomatic complains. 0.24 0.75 0.00 0.00 1.061 0.312
8- Agitation and irritable

mood. 0.88 1.27 0.73 1.10 0.110 0,743
9- Loss of interest of beloved

daily activities. 0.00 0.00 0.00 0.00 = ———
10- Poop appetite. 0.82 1.33 0.36 0.81 1.049 0.315
11- Over eating. 0.00 0.00 0.00 0.00 — ———

Table (5-15-A)

insignificant.

shows the presence of depressive
symptoms among children of OCD parents of the first age group
but the difference between them and the control children was
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Results

Depressive symptoms among children of the

Table (5-15-B)

second age group.

P_G_Chi C_G_Chi ANOVA
ltem Mean | SD | Mean| SD | F. Sig.
1- Feel unhappy, miserable and
fearful. 1.13 0.92 0.00 | 0.00] 22,989 0.000***
2- Easy fatigue. 1.73 1.22 0.27 | 0.59 | 17.464| 0.000***
3- School failure. 0.066 0.26 0.13 | 035]| 0.350 | 0.559
4- Inattention. 1.60 1.35 0.40 | 0.83 | 8.591 | 0.007***
5- Poor concentration. 1.67 1.35 0.33 0.62 | 12.174| 0.002***
6- Social withdrawal. 0.27 0.80 0.20 | 0.56 | 0.070 | 0.793
7- Lack of coping with minor
frustrations, 0.47 1.06 0.00 | 0.00] 2.907 | 0.099
8- Lack of Interest of daily
activities. 0.33 0.90 0.00 | 0.00 | 2.059 | 0.162
9- Insomnia or hypersomnia. 0.47 0.99 0.20 0.77 | 0.675 | 0418
10- Low self esteem. 0.93 1.22 0.73 1.16 | 0.211 | 0.650
11- Conduct problems. 0.33 0.90 0.00 0.00 | 2.059 | 1.621
12- Guilt feeling and self
blame. ' 0.53 1.13 0.27 | 0.59 | 0.659 | 0.424
13- Flat emotions. 0.33 0.90 0.00 | 0.00{ 2.059 | 0.162
14- Excessive slowness. 1.47 1.30 033 | 090 | 7.692 | 0.010**
15- Poor appetite. 1.60 1.24 0.67 1.18 | 4.469 | 0.044*
16- Over eating. 0.40 1.06 0.27 | 0.70| 0.166 | 0.687
Table (5-15-B) shows the presence of depressive

symptoms more among children of OCD parents with significant

emphasis of the following symptoms:

- Feeling unhappy and miserable.
- Basy fatigue, apathy and loss of energy.

- Inattention.

- Poor concentration.
- Excessive slowness.

- Poor appetite.
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Results

Table (5-15-C)
Depressive symptoms among children of the third age group.

I’ G Chi C-G Chi ANOVA
Item Mean SD Mean SD F. Sig.

1- Feel miserable, unhappy

and tearful. 1.60 1.07 0.11 0.33 | 15.813] 0.001***
2- Easy Fatigue. 2.20 1.03 0.44 0.73 | 17.955] 0.001***
3- Flat emotions. 1.50 1.35 0.22 0.67 6.556 | 0.020*
4- Poor appetite, 1.50 1.43 0.89 1.17 1.023 | 0.326
5- Over eating. 0.30 0.95 0.22 0.67 0.042 | 0.840
6- Worthlessness. 1.50 1.43 0.00 0.00 9.794 | 0.006%**
7- Suicidal ideas. 0.60 0.97 0.00 0.00 3.451 | 0.081
8- Suicidal attempts. 0.10 0.32 0.00 0.00 0.895 | 0.357
9- Substances abuse, 0.30 0.67 0.00 0.00 1.768 | 0.201
10- Excessive shyness. 1.70 1.16 1.00 1.12 1.785 | 0.199
11- Excessive slowness. 1.80 1.14 0.56 0.88 6.997 | 0.017*

Table (5-15-C) shows the presence of depressive
symptomatology among children of OCD parents more than
control parents do with significant presence of the following
symptoms:

- Feeling miserable and unhappy.
- Easy fatigue and loss of energy.
- Flat emotions.

- Worthlessness.

- Excessive slowness.
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Results

B- Depression symptoms according to child sex

The following tables show the difference between patient and
control group children in the depressive symptoms according to
age and sex.

Table (5-16-A)
Depressive symptoms between male children of both
patient and control groups according to age.

P M Chi C M Chi T- Test
Age Class Mean SD Mean SD t. Sig.
Ac 1 5.143 3.716 0.250 0.500 3.430 | 0.013**
Ac 11 12.833 6.735 1.889 2.804 3.768 | 0.009%**
Ac 1l 14.250 4.113 3.200 3.962 4.090 | 0.005***

Table (5-16-B)
Depressive symptoms among female children of both
patient and control groups according to age.

P F Chi C F Chi T- Test
Age Class Mean SD Mean SD t. Sig.
Ac 1 3.700 4.572 3.571 3.910 0.060 | 0.953
Ac 11 13.667 6.614 6.667 5.047 2.192 | 0.047*
Ac 12.333 6.089 3.750 1.500 2.714 | 0.027*

Table (5-16-A) Shows the significant presence of
depressive symptoms among males of the OCD parents of all
age groups. On the other hand females of the OCD parents
showed such symptoms among the 2" and 3" age groups only
(Table 5-16-B).
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C- depressive disorders according to DSM criteria.

As regard depressive disorders, the following tables show
its presence among children under investigation.

1-Dysthymia

Dysthymia as a diagnosis was significantly present among
children under investigations. The following tables will show
such results.

Table (5-17-A)
Dysthymia among children of both groups according to age.

P_G Chi C G Chi T- Test
Age Class Mean SD Mean SD T. Sig.
Ac 1 0.05 0.24 0.00 0.00 0.638 | 0.432
Ac 11 0.87 0.74 0.06 0.26 15.508 | 0.000%**
Ac 111 1.70 0.82 0.00 0.00 38.151 | 0.000***

Table (5-17-B)
Dysthymia according to child age and sex.

Age P G Chi C G Chi ANOVA
Class Sex  "Mean | SD | Meam | SD F. Sig.
Ac I | Male 0.14 | 038 | 0.00 0.00 0.545 | 0.479
Ac 1 Female 0.00 0.00 0.00 0.00 e ——
Ac 1| Male 100 | 063 | 000 0.00 | 23.400 | 0.000%**
Ac 1l |Female | 078 | 083 | 0.17 0.41 2736 | 0.122
Ac Il | Male 200 | 082 | 0.00 0.00 | 3L111 | 0.001%*
Ac Il _|Female | 150 | 0.84 | 0.00 0.00 | 12343 | 0.008***

Tables (5-17-A) and (5-17-B) Show the significant presence
of dysthymia as a diagnosis among children of OCD parents.
Such diagnosis was more prominent between older children (2"
and 3" age group children). Such disorder was present among
males of the 2" and 3" age groups and females of 3™ age group
only.
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Results

2- Major depressive episode.

Major depressive episode as a diagnosis was completely
absent among children of both OCD parents and normal controls

(Table 5-18).

Table (5-18)
Major depressive episode among children

of various Groups.

P_G_Chi C_G_Chi ANOVA

Age Class —T . -
Mean SD Mean SD F Sig.
AC 1 0.00 0.00 0.00 0.00 - —
AC 11 0.00 0.00 0.00 0.00 - ——
AC 111 0.00 0.00 0.00 0.00 - —
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111. Obsessive compulsive symptoms
and disorders.

While analyzing the data of the present research as regard
obsessive compulsive symptoms and disorders, data were
investigated according to different OC symptoms according to
child age, sex and according to the DSM IV Criteria for OCD as
follows:

A- OC Symptoms according to child age

The folowing tables will show in details the different OC
symptoms between children of both OCD and control parents,
according to their age.

Table (5-19)
OC symptoms among children of both patient and control
groups according to age

P-G-chi C-G-chi T- Test
Age Class Mean SD Mean | SD t. Sig.
AC 1 12.589 17.628 8.273 8.890 0.855 0.401
AC 1II 22,400 20.318 13.933 14.878 1.302 0.203
AC I 27.400 16.433 20.222 19.360 0.874 0.394

Table (5-19) Shows the complete absence of significant
difference between total OC symptoms among the three age
classes of both patient and control group children as a total score.
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Results

Table (5-20-A)
Obsessive and compulsive symptoms among children

of the first age group
P-G-chi C-G-chi ANOVA
Item
Mean | SD Mean SD F. Sig. |

1- General appearance,
- Perfectionism and mastery. 076 | 1.25 0.73 1.01 0.007 | 0.934
- Carelessness. 0.00 | 0.00 0.27 0.90 1.579 | 0.220
- Cleanliness and tidiness. 0.71 1.16 0.18 0.60 1.895 | 0.180
- Over concern about external

appearance. 0.59 1.12 0.73 1.27 0.092 | 0.763
2C . Isi
- Counting things. 053 | 1.01 0.00 0.00 | 2998 | 0.095
- Counting things until being sure. 041 | 0.94 0.00 0.00 | 2.085 | 0.161
- Counting to specific number. 0.18 | 0.73 0.00 0.00 | 0.638 | 0.432
3- Bed time rituals.
- Rituals refated to sleep. 0.47 1.07 1.36 L12 | 4.499 | 0.044*
- Anxiety when such rituals not

completed. 035 | 0.86 0.00 0.00 1.820 | 0.189
- Specials arrangement of eating

utensils. 053 | L.18 0.00 0.00 | 2.189 | 0.151
- Special behavior related to started

eating. 029 | 0.85 0.00 0.00 1.303 | 0.264
- Rituals related to setting. 0.82 1.33 0.45 1.04 | 0.603 | 0.444
- Forgettnes of important task 053 | 1.18 0.00 0.00 | 2.189 | 0.151

related to eating lead to anxiety.
- Use own utensils only. 0.24 | 0.66 0.27 0.90 0.016 | 0.900
- Feelings of uncleanness of utensils

when others use it. 0.65 1.06 0.00 0.00 4.066 | 0.054*

- Cleanin

compulsions,

- Uncleanness 0.47 1.07 0.00 0.00 2.109 | 0.158
- Excessive hand washing. 0.71 | 0.99 0.00 0.00 | 5.571 | 0.026*
- Washing compulsions. 0.00 0.00 0.00 0.00 - ——
6- School ritual
- special arrangement of the school

bag. 053 | 1.18 1.00 141 0.910 | 0.349
- Checking homework. 035 | 0.86 0.45 1.04 | 0.079 | 0.780
- Studying in special place. 0.00 | 0.00 0.27 0.90 1.579 | 0.220
- Studying related compulsions. 0.00 0.00 0.00 0.00 - -
7- Checking compulsions,
- Checking and double checking. 0.47 1.07 0.00 0.00 2,109 | 0.158
- Checking doors and windows. 0.29 0.85 0.55 1.04 0.493 | 0.489

- Orderi r i Isions
- Arranging things in a perfect way. 0.71 1.21 0.64 1.03 | 0.025 | 0.877
- Arrangment and rearrangment. 0.00 | 0.00 0.00 0.00 - -
- Putting things in specific order. 0.29 0.85 0.27 0.90 0.004 | 0.950
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| P_G_Chi C_G_Chi ANOVA
tem Mean | SD | Mean | SD | F. | Sig.

- Spesific concern of other things

rather than ordering. 0.47 1.07 0.00 | 0.00 | 2.109 | 0.158
- Prolonged duration in bathroom, 0.12 0.49 0.09 | 0.30 | 0.027 | 0.872
- Repeated questioning. 0.47 1.07 045 | 0.82 | 0.002 | 0.967
- Walking rituals. 0.18 0.73 0.09 | 030 | 0.136 | 0.716
- Indecisiveness. 0.47 1.07 045 | 1.04 | 0.002 | 0.969

Table (5-20-A) shows

the presence of different OC
symptomatology between children of both groups, with
significant emphasis of the presence of bed time rituals (between
control group children) and eating rituals as well as cleaning
obsessions and compulsions (between OCD parent children).
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Table (5-20-B)
OC symptoms among children of the first age group

I P-G-chi C-G-chi T- Test
tem Mean SD Mean SD t. Sig.

- Perfectionism. 2,058 |3.112 | 1909 | 2.256 | 0.138 0.892
- Counting compulsions. 1.118 | 2.027 | 0.000 | 0.000 | 2.273 0.037*
- Bed time rituals. 0.824 | 1918 | 1.364 | 1.120 | -0.845 | 0.406
- Eating rituals. 3.059 |5.043{ 0.727 | 1.849 | 1.735 0.097
- Cleaning obsessions and

compulsions. 1.177 | 1.845} 0.000 | 0.000 | 2.629 | 0.018**
- School rituals. 0.882 | 1.900 | 1.727 | 2.867 | -0.941 0.355
- Checking compulsions. 0.765 | 1.787 | 0.546 | 1.036 | 0.368 0.716
- Ordering- arranging compulsions. | 1.000 | 1.904 | 0.910 | 1.814 | 0.126 0.901
- Misc- obsessions. 1.706 | 2.733 | 1.090 | 1.137 | 0.824 0.418

Table (5-20-B) shows

the presence of different OC
symptoms among patient group children with significant
emphasis of the presence of counting compulsions and cleaning
obsessions among such age group.
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Table (5-21-A)
Obsessive and compulsive symptoms among children of the
second age group

P-G-chi C-G-chi ANOVA
ltem Mean | SD | Mean | SD | F. Sig.

1- General appearance,
- Perfectionism and mastery. 1.93 | 128 | 0.73 | 1.03 | 7.986 | 0.009***
- Carelessness. 0.40 1.06 ;| 0.00 | 0.00 | 2.154 | 0.153
- Cleanliness and tidiness. 1.33 1.50 | 0.47 1.06 | 3.351 | 0.078
- Over concern about external

appearance. 1.53 1.51 0.73 1.10 | 2.762 | 0.108
2-C . Isi
- Counting things. 053 [ 099 | 040 | 091 | 0.147 | 0.704
- Counting things until being sure. 0.27 0.59 0.00 0.00 | 3.027 | 0.093
- Counting to specific number. 0.00 0.00 0.00 0.00 - —
- Rituals related to sleep. 0.67 | 118 | 133 | L.11 | 2.545 | 0.122
- Anxiety when such rituals not

completed. 0.60 1.12 | 040 | 0.51 | 6.396 | 0.534
4- Eating rituals,
- Special arrangement of eating

utensils. 060 | 1.24 | 0.67 1.23 | 0.022 | 0.884
- Special behavior related to started

eating. 0.20 | 0.56 0.60 112 | 1.527 | 0.227
- Rituals related to setting. 0.67 1.18 1.00 1.31 | 0.538 | 0.469
- Forgettness of important task

related to eating lead to anxiety. 0.33 0.82 0.20 | 0.56 | 0.272 | 0.606
- Use own utensils only. 0.73 1.28 | 0.00 | 0.00 | 4.924 | 0.035*
- Feelings of uncleanness of utensils

when others use it. 0.80 1.21 0.00 | 0.00 | 6.588 | 0.016**
S- Cleaning obsessions and

compulsions.
- Uncleanness - Excessive hand 0.87 1.30 | 047 | 0.83 | 1.004 |0.325
washing. 0.93 1.28 | 0.07 | 026 | 6.609 | 0.016**

- Washing compulsions. 0.40 1.06 0.33 0.90 | 0.035 | 0.854
6- School ri
- Special arrangement of the school

bag, 1.13 1.46 1.33 129 | 0.158 | 0.694
- Checking homework. 0.73 1.03 1.07 1.28 | 0.616 | 0.439
- Studying in special place. 047 | 092 | 073 | 1.16 | 0.487 | 0.491
- Studying related compulsions. 0.33 0.72 0.00 0.00 | 3.182 | 0.085
7- Checking compulsions,
- Checking and double-checking, 0.67 1.18 | 0.20 0.77 | 1.649 | 0.210
- Checking doors and windows. 0.40 0.74 0.73 1.28 | 0.764 | 0.389
8- Ordering arranging compulsions,
- Arranging things in a perfect way. 1.33 1.40 | 0.67 0.90 | 2,414 | 0.123
- Arrangment and rearrangment. 020 {077 ) 0.00 | 0.00 | 1.000 | 0.326
- Putting things in specific order. 0.80 1.26 0.00 0.00 | 6.000 | 0.021*
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P_G_Chi C_G_Chi ANOVA

Item Mean Sb Mean SD F. Sig.

- Spesific concern of other things
rather than ordering. 0.47 0.99 0.27 0.70 0.406 | 0.529
- Prolonged duration in bathroom. 0.87 1.30 0.27 0.59 2.637 | 0.116
- Repeated questioning. 1.33 1.50 0.80 1.21 1.155 ] 0.292
- Walking rituals. 0.27 0.80 0.00 0.00 1.672 | 0.207
- Indecisiveness. 0.60 1.12 0.47 0.99 0.119 | 0.733

Table (5-21-A) shows the presence of most of the
assessed obsessive and compulsive symptomatology with
significant presence of perfectionism, eating rituals (especially
using own utensils only and feelings of spoiling of utensils when
others use it), excessive hand washing and ordering compulsions
( in the form of putting things in specific order).
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Table (5-21-B)
OC symptoms among children of the second age group

P-G-chi C-G- chi T- Test
ltem Mean | SD | Mean | SD . Sig.

- Perfectionism. 5.200 3.189 1.933 2.865 | 2.951 | 0.006***
- Counting compulsions. 0.800 1.424 0.400 0.910 | 0917 | 0.369
- Bed time rituals. 1.267 2.283 1.733 1.487 | -0.644 | 0.512
- Eating rituals. 3.333 5.314 2.467 3.583 | 0.524 | 0.605
- Cleaning obsessions and

compulsions. 2,200 2.651 0.867 1.727 | 1.632 | 0.114
- School rituals. 2.667 3.638 3.133 3.314 | -0.367 | 0.716
- Checking compulsions. 1.067 1.388 0.933 1.792 | 0.228 | 0.821
- Ordering- arranging

compulsions. 2.333 2.820 0.667 0.899 | 2.181 | 0.044*
- Misc.-obsessions. 3.533 3.292 1.800 1.699 | 1.812 | 0.081

Table (5-21-B) shows the presence of different OC
symptomatology among patient group children of the second
age group with significant presence of obsessions related to
perfectionism in the form of excessive cleanliness, tidiness and

over-concern about general appearance as well as ordering-
arranging compulsions.
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Table (5-22-A)

Obsessive and compulsive symptoms among children
of the third age group

P-G-chi C-G-chi ANOVA
Item
Mean SD Mean SD F. Sig.
1 General appearance.
- Perfectionism and mastery. 2.00 1.25 0.89 1.36 3.441 | 0.081
- Carelessness. 0.20 0.63 0.33 0.71 0.188 | 0.670
- Cleanliness and tidiness. 1.00 1.15 0.78 1.20 0.169 | 0.689
- Over concern about external
appearance. 2.10 1.20 1.11 1.45 2.643 | 0.122
- Counting things. 0.70 1.06 0.67 1.12 0.004 | 0.948
- Counting things until being sure. 0.80 1.14 0.33 1.00 0.895 | 0.357
- Counting to specific number. 0.10 0.32 0.00 0.00 0.895 | 0.357
3- Bed time rituals.
- Rituals related to sleep. 0.80 1.32 1.44 1.01 1.404 | 0.252
- Anxiety when such rituals not
completed. 0.70 1.25 0.67 1.00 0.004 | 0.950
- Eating rituals
- Special arrangement of eating
utensils. 0.50 0.85 0.78 1.30 0.310 | 0.585
- Special behavior related to
started eating. 0.10 0.32 0.33 0.71 0.895 | 0.357
- Rituals related to setting. 0.40 0.97 1.22 1.30 2,480 ;| 0.134
- Forgettness of important task
related to eating lead to anxiety. 0.30 0.67 0.67 1.12 0.768 | 0.393
- Use own utensils only. 1.30 1.25 0.22 0.44 5.975 | 0.026*
- Feelings of uncleanness of utensils
when others use it. 1.40 1.51 0.22 0.44 5.088 | 0.038*
- Cleanin i )
compulsions,
- Uncleanness. 1.10 1.10 0.78 1.30 0.342 | 0.566
- Excessive hand washing. 1.30 1.25 0.33 0.71 4.157 | 0.057*
- Washing compulsions. 0.30 0.67 0.11 0.33 0.576 | 0.458
0-School rituals,
- special arrangement of the school
bag. 1.20 1.32 1.33 1.32 0.048 | 0.829
- Checking homework. 1.20 1.23 1.22 1.20 0.002 | 0.969
- Studying in special place, 0.80 1.23 1.11 136 | 0.274 | 0.608
- Studying related compulsions. 0.60 1.07 0.67 1.12 0.018 | 0.896
- Checking compulsion
- Checking and double checking. 1.20 1.23 0.44 1.01 2.107 | 0.165
- Checking doors and windows. 1.20 1.40 0.56 1.13 1.202 | 0.288
8- Ordering arranging
compulsions,
- Arranging things in a perfect
way. 1.30 1.34 1.00 1.32 0.241 | 0.630
- Arrangment and rearrangment, 0.30 0.67 0.00 0.00 { 0.768 | 0.201
- Putting things in specific order. 1.40 1.17 0.67 1.32 1.640 | 0.217

_148-




Results

P G Chi C G Chi ANOVA
Item Mean | SD | Mean | SD F. | Sig.

- Mi €
- Spesific concern of other things

rather than ordering. 1.00 1.33 1.00 1.22 0.00 1.000
- Prolonged duration in bathroom. 0.60 1.07 0.67 0.87 0.22 0.884
- Repeated questioning, 0.60 1.07 0.33 1.00 0.311 | 0.584
- Walking rituals. 0.10 0.32 0.00 0.00 0.895 | 0.357
- Indecisiveness. 0.80 1.14 0.33 0.71 1.124 | 0.304

Table (5-22-C) shows the presence of some OC symptoms
among children of OCD parents such as eating rituals and

cleaning obsessions and compulsions.
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Table (5-22-B)

OC symptoms among children Of the third age group

I P-G-chi C-G-chi T- Test
tem Mean SD Mean SDb t. Sig.

- Perfectionism. 5.300 | 2.946 | 3.111 | 4.197 1.327 | 0.202
- Counting compulsions. 1.600 | 2319 | 1.000 | 2.000 | 0.600 | 0.556
- Bed time rituals. 1500 | 2,549 | 2.111 | 1.833 | -0.593 | 0.561
- Eating rituals. 4.000 | 3.127 | 3.444 | 3.469 | 0.367 | 0.718
- Cleaning obsessions and

compulsions. 2.700 | 2.627 | 1.222 | 1.922 | 1.385 | 0.184
- School rituals. 3.800 | 4.077 | 4.333 | 4.528 | -0.270 | 0.790
- Checking compulsions. 2.400 ; 2.591 | 1.000 | 1.581 1.437 | 0.171
- Ordering- arranging compulsions. 3.000 | 2.261 | 1.667 | 2.062 1.338 | 0.199
- Misc.- obsessions. 3.100 | 3.036 | 2.333 | 2.291 | 0.616 | 0.546

Table (5-22-B) shows the absence of any significant OC
symptoms among children of both patient and control groups of
the 3" age group as a total score of different items.
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B- OC symptoms according to child sex

The following tables will show the presence of different OC
symptoms among both patient and control group children
according to their sex as follows:

1- Male children

Boys revealed some significant OC symptomatology as
follows:

Table (5-23)
OC symptoms between male children of both patient and
control groups according to age

P-M-chi C-M-chi T- Test
Age Class Mean SD Mean SD t. Sig.
Ac 1 9.429 14.842 10.250 8.500 -0.100 0.922
Ac I 24.167 25.733 12.556 11.854 1.035 0.338
Ac_ I 26.000 11.860 34.600 12,973 -1.025 0.340

Table (5-23) shows the absence of significant OC symptoms
among males of the different age groups as a total score in the
obsessive compulsive symptom checklist.

When data were further analyzed according to each of the sub-

scales, the following results were obtained as shown in the
following tables.
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OC symptoms among males of the first age group

Table (5-24-A)

P-M-chi C-M-chi T- Test
Ttem Mean | SD. | Mean | SD. t. Sig.

- Perfectionism. 1.429 | 2992 | 3.500 2380 | -1.179 0.269
- Counting compulsions. 0.286 | 0.756 | 0.000 0.000 0.739 0.479
- Bed time rituals. 0.000 | 0.000 | 2.000 1.414 | -3.908* | 0.004%%*
- Eating rituals, 2000 | 3.651 | 0.500 1.000 | 0.788 0.451
- Cleaning obsessions and

compulsions. 1.571 | 2.149 | 0.000 0.000 1.934 0.101
- School rituals. 0.143 | 0378 | 0.750 1.500 | -0.795 0.481
- Checking rituals. 1.286 | 2.360 | 0.000 0.000 1.441 0.200
- Ordering arranging compulsions. | 1.143 | 2.268 | 2.000 2,708 | -0.564 0.586
- Misc. obsessions. 1.571 | 2.070 | 1.500 1.291 0.062 0.952
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Table (5-24-B)
OC symptoms among males of the second age group

P-M-chi C-M-chi T- Test .
ltem Mean | SD. | Mean | SD. t. Sig.

- Perfectionism. 5.000 | 3.847 | 0.778 | 0.972 2.633 0.043*
- Counting compulsions, 1.000 | 1.673 | 0.222 | 0.667 1.083 0.320
- Bed time rituals. 1.167 | 1.835 | 2.222 | 1.302 | -1.310 0.213
- Eating rituals. 3.833 | 6.338 | 2.111 | 2.935 0.623 0.555
- Cleaning obsessions and

compulsions. 2333 | 2.875 | 0779 | 1.642 1.342 0.203
- School rituals. 3.333 | 3.670 | 3.111 | 3.296 0.122 0.904
- Checking rituals. 0.833 | 1.330 | 0.889 | 2.028 | -0.059 0.954
- Ordering arranging compulsions. | 2.167 | 2.483 | 0.556 0.882 1.526 0.179
- Misc. obsessions. 4.500 | 3.886 | 1.889 | 1.965 1.732 0.107
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Tables (5-24-C)
OC symptoms among males of the third age group

P-M-Chi C-M-chi T- Test
ltem Mean | SD. | Mean | SD. t. Sig.

- Perfectionism. 4.500 | 3.109 | 5600 | 4.219 | -0.433 0.678
- Counting compulsions. 0.000 | 0.000 | 1.800 | 2.490 | -1.616 0.181
-Bed time rituals. 0.750 | 1.500 | 3.200 | 1.643 | -2.307 0.064
- Eating rituals. 3.500 | 2.646 | 5.000 | 4.062 | -0.634 0.546
- Cleaning obsessions and

compulsions. 3.250 | 2.500 | 2.200 | 2.168 0.676 0.521
- School rituals. 4.000 | 5745 | 7.800 | 2.683 | -1.151 0.287
- Checking rituals. 3.000 | 2944 | 1.800 | 1.789 0.716 0.508
- Ordering arranging compulsions. | 2.250 | 1.708 | 3.000 | 1.871 | -0.620 0.555
- Misc. obsessions. 4.250 | 3.500 | 4.200 | 0.837 0.028 0.979

Tables (5-24-A, B, C) show the presence of some OC
symptoms among males of the 2™ age group in the form of
perfectionism and mastery, cleanliness and tidiness and over
concern about general appearance. On the other hand, control
parent’s male children of the first age group showed the
significant presence of bedtime rituals.
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2- Female children
Female children revealed some significant OC symptoms as
shown in the following tables.

Table (5-25)

OC symptoms among female children of both patient and

control groups according to age

P-F-chi C-F-chi T- Test
Age Class Mean | SD Mean SD t Sig.
Ac 1 14800 | 19810 | 7.143 | 9.564 | 1.0 | 0.308
Ac I 21222 | 17456 | 16000 | 19.657 | 0540 | 0.598
Ac 11 28333 | 19977 | 2250 | 0500 | 2558 | 0.034*

Table (5-25) shows the

significant presence of OC
symptoms among females of the patient group belonging to the
3" age group only.

When data were further analyzed according to each of the
sub-scales, the following results were obtained.
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Table (5-26-A)

OC symptoms among females of the first age group

P-F-chi C-F-chi T- Test
Item Mean SD. Mean SD. t. Sig.
- Perfectionism. 2.500 | 3.275 1.000 1.732 | 1.102 | 0.288
- Counting compulsions. 1.700 | 2.452 0.000 0.000 | 2.193 | 0.056*
- Bed time rituals. 1.400 | 2.366 1.000 0.817 | 0.494 | 0.630
- Eating rituals. 3.800 | 5.903 0.857 2,268 | 1.433 |0.177
- Cleaning obsessions and
compulsions. 0.900 | 1.663 0.000 0.000 | 1.711 | 0.121
- School rituals. 1.400 | 2.366 2.286 3.408 | -0.636 | 0.534
- Checking rituals. 0.400 | 1.265 0.857 1.215 | -0.745 | 0.468
- Ordering arranging compulsions. 0.900 | 1.729 0.286 0.756 | 0.877 | 0.395
- Misc. obsessions. 1.800 { 3.225 0.857 1.069 | 0.860 [ 0.407
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Table (5-26-B)

OC symptoms among females of the second age group

P-F-chi C-F-chi T- Test
Item Mean |_SD. | Mean | SD. | t | Sig.

- Perfectionism. 5.333 | 2.916 | 3.667 | 3.932 | 0.946 | 0.362
- Counting compulsions. 0.667 | 1.323 | 0.667 | 1.211 | 0.000 | 1.600
- Bed time rituals. 1.333 | 2.646 | 1.000 | 1.549 | 0.277 | 0.786
- Eating rituals. 3.000 | 4.899 | 3.000 | 4.648 | 0.000 | 1.000
- Cleaning obsessions and

compulsions. 2.111 | 2,667 | 1.000 | 2.000 | 0.867 | 0.402
- School rituals. 2222 | 3.768 | 3.167 | 3.656 | -0.481 | 0.638
- Checking rituals. 1.222 | 1.481 | 1.000 | 1.549 | 0.280 | 0.784
- Ordering arranging compulsions. 2444 | 3.167 | 0.833 | 0983 | 1.195 | 0.253
- Misc. obsessions, 2.889 | 2.892 | 1.667 | 1.366 | 0.958 | 0.356
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Table (5-26-C)
OC symptoms among males of the third age group

P-F-chi C-F-chi T- Test
Item Mean | SD. | Mean | SD. | Sig.

- Perfectionism. 5833 | 2994 | 0.000 | 0.000 | 3.817 | 0.005***
- Counting compulsions. 2.667 2.503 0.000 0.000 | 2.609 | 0.048*
- Bed time rituals. 2.000 | 3.098 | 0.750 0.957 | 0.924 | 0.389
- Eating rituals. 4,333 | 3.615 1.500 1.000 | 1.818 | 0.118
- Cleaning obsessions and

compulsions. 2.333 2.875 0.000 0.000 | 1.988 | 0.104
- School rituals. 3.333 | 3.077 | 0.000 0.000 | 2.654 | 0.045*
- Checking rituals. 2.000 2.530 0.000 0.000 | 1.936 | 0.111
- Ordering arranging compulsions. | 3.500 2.588 0.000 0.000 | 3.312 | 0.021*
- Misc. obsessions. 2333 | 2733 | 0000 | 0.000 | 2.092 | 0.091

Tables (5-26- A, B, C) Show the presence of many OC
symptoms among female children of OCD parents. Among the 1*
age group, female patient’s children showed the presence of
counting compulsion. While females of the 3" age group showed
the presence of multiple traits such as perfectionism, counting
as well as ordering-arranging

compulsions, school
compulsions.

rituals
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C- Obsessive compulsive disorder
according to DSM 1V.

When obsessive compulsive disorder as diagnosis was
considered the following results were obtained as shown in the
following tables.

Table (5-27-A)
DSM 1V criteria for OCD among patient and
control children according to age.

P-Gchi C-G-chi ANOVA

Age class Mean SD Mean SD F, Sig.

Ac 1 0.00 0.00 0.00 0.00
Ac I 0.47 0.64 0.33 049 | 0412 | 0526
Ac I 0.90 0.57 0.56 073 | 1341 | 0263

Table (5-27-A) shows the presence of OCD as a diagnosis
among both patient and control children at different ages, but the
difference between them was statistically insignificant.

Table (5-27-B)
OCD according to children age and sex

Age P-G-chi C-G-chi ANOVA
Class Sex
Mean SD Mean SD F. Sig.
Ac I Male 0.00 0.00 0.00 0.00 -— -—
Ac I Female 0.00 0.00 0.00 0.00 - ———
Ac I Male 0.67 0.82 0.33 0.50 0.975 0.341
Ac Il Female 0.33 0.50 0.33 0.52 0.000 1.000
Ac 11T Male 1.25 0.50 1.00 0.71 0.354 0.571
Ac I Female 0.67 0.52 0.00 0.00 0.400 0.035*

among children

Table (5-27-B) shows the presence of OCD asa diagnosis
Such diagnosis was

under

investigation.

statistically significant only among females of the 3" age group.
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CHAPTER SIX

DISCUSSION

Family problems don’t cause OCD, but the way families
react to the symptoms, can affect the disorder, just as the
symploms can cause a great deal of disruption and many
problems especially for children, OCD rituals can tangle
up family members including children endlessly.

It is sometimes necessary for the whole family to go
through therapy with the affected partner.

Parental obsessive compulsive disorder is not uncommon in
comparison to the rest of adult psychiatric population. Mostly
OCD parents experience anxiety and \ or depression in addition
to their primary obsessions and \ or compulsions. Such disorders
are always related to adverse social circumstances.

Children of OCD parents accommodate their parental
rituals through either participation in behaviors related to
such rituals or through modification of their daily routines
[Rachman and Hodgson, 1980].

On the other hand, many clinicians reported that such
accommodation can be stressful for most of the OCD
families  and adversely  affect family functioning
[Livingston et al, 1990].

A more comprehensive investigation of family
participation and modifications of functioning s
warranted because of the potentially negative effects such
behaviors may have or both the patients and their
relatives.

The impact of parental mental illness on the other family
members especially the children has been studied abroad
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|[Rutter and Quirton, 1984], but unfortunately receive very
little support in our country.

All types of mental disorders are linked to a raised rate
of behavioural and emotional problems in children.
Children of parents with all types of anxiety disorders,
depression and alcoholism are more likely to show such
problems [Mansour, 1993].

Moreover, two factors were found to be associated with
anxiety and depression in school-age children: mothers
who are emotionally unsupported and mothers who report
emotional symptoms in themselves [Goodyer et al,
1988]. Both factors are relatively chronic stresses in the
lives of children, and in their presence acute events
continue to exert effects of importance on the probability
of emotionally disturbed. The presence of two or more
stresses  significantly increases the risk of emotional
disorder in children, suggesting that family stresses
summate each other’s effects |Goodyer, 1990].

Interestingly there is no particularly patterning of their
adversities  that  discriminates  between anxious and
depressed cases. There are different psychological and
statistical forms of interaction between social factors. The
main point is that recent adversities are important in
exerting  psycho-pathological effects. The over all
probability of being emotionally disturbed, however is
explained by the combination of effects of different forms
of undesirable life experiences [Goodyer, 1990].

The findings on the association between different forms
of social adversity including parental mental health
problems and emotional problems in children are few.
The pattering and interactions of both acute and chronic
family factors require more investigation.
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On the other hand, such high rates of psychopathology
and dysfunction among relatives of psychiatric patients
may sometimes be identified, but do not receive the
needed services. This may be attributed not only to a
defect in the services available for the family, but also to
some cultural background.

Better services for the needs of children of the mentally
ill parents will result in primary prevention with respect to
the relatives especially children, and in secondary
prevention with respect to the patients.

Our discussion aims mainly at concentrating on
detection of psychiatric morbidity among children of
OCD  parents, with special consideration of anxiety,
depression, and obsessive compulsive disorders.

For such purposes, the samples were highly selective as
regard both parents and their children. Two groups of
parents (OCD parent group and control parent group) as
well as their children were highly selected according to
the previously mentioned inclusion and exclusion criteria.

Some of the parents socio-demographic characteristics as
regard: age, duration of illness, marital status, education,
their children age and sex, general home atmosphere and
lastly  characteristics of parent-child relationship were
shown in Tables [(5-1) (A, B, C, D, and E)].

It was found that, there were no statistically significant
differcnce between the two groups as regard parent age,
education, marital status and children age, but there was a
highly significant difference as regard the duration of
parent illness. This can be explained by the highly
restricted  inclusion criteria for the present study, which
reflects the sample selection [Table (5-1-A)].
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When children subjects were concerned, Table (5-1-B)
shows the more or less equality in: number as well as age
and sex of both patient and control children.

As regard general home atmosphere of both patient and control
parents, OCD parents were found to be less harmonious and
more quarrelsome [Table (5-1-C)]. Bebbington, (1981)
reviewed marital disharmony to be a common problem among
mentally ill parents and this will lead to a failure to create a
homogenous marriage. Which may eventually lead to marital
problems such as separation and divorce as well as children
problems.

On the other hand, OCD parents were found to be more
over protective, less interactive and less sharing attitudes
towards child problems [Table (5-1-D)].

Many researches agreed with such result, as it was found
that OCD parents were less warm, poor interactive and
over interfering with their children |Hanjo et al, 1989|.

Over protectiveness has been defined as provision of
excessive physical contact, prolongation of infantile care,
prevention or discouragement of independent behavior
and insistence on refairing control. An over protective
upbringing were found to be anxiety provoking [Knolker,
1983; Merkel et al, 1993]. This might explain the
significant presence of many anxiety symptoms among
children of OCD parents.

As mentioned earlier, children are not involved by the
nature of their parent illness (i.e. obsessions and
compulsions)  only, but also its possible comorbid
symptomatology (i.e. Anxiety and \ or depression). This
will reflect itself on the nature of parental care the
children are receiving.
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As parental OCD is usually accompanied by anxiety and
/ or depression, and secondary depression was found to be
the most important form of depression present with OCD,
as a result of devastation and incapacity affecting parents
in their work, emotionality, and social interactions
[Yarura-Tabias and Neziroglu, 1983]. A depressed
mother is likely to be less responsive to the needs of her
children, less able to provide consistent discipline and less
likely to initiate interaction [Weissman and Paykel, 1974,
Mills et al, 1984] (90% of patients with OCD experience
secondary depression. Depression may also accompany
parental OCD as a comorbid disorder).

On the other hand comorbidly over anxious OCD mother
often transmits her anxiety to the children by example.
Less usual forms of direct impact of illness occur when a
child is involved in parent obsessional rituals [Graham,
1994].

A depressed OCD mother is usually separated and
isolated from her children, less giving attention as well as
affection. This was reflected to a great extent among
children under investigation, as most of the OCD parents
were found to be less interactive with their children. Such
undue paternal care may give a good explanation of
presence of many symptomatology among children of
OCD parents.

On the other hand, the significant presence of many
anxiely symptoms such as separation anxiety, school
problems, complete dependence on parents on daily
activities, etc, may be highly correlated to the over
protectiveness of OCD parents under investigation. Such
way of upbringing, as mentioned earlier, is anxiety
provoking and lead to complete dependence on parents
[Table (5-1-D)].

-164-



Discussion

Moreover, less harmonious sharing of OCD couples,
as regard child problems might fortunately lead to marital
disharmony. Such problem was greatly manifested among
such families, as quarrel, some or less harmonious
atmosphere. This will lead to marital problems as well as
children emotional problems [Table (5-1-C)].
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Psychiatric Morbidity Among Children
of OCD Parents

As mentioned earlier, the present research is concerned
of detection of psychiatric morbidity among children of
OCD parents with special emphasis on:

. Anxiety symptoms and disorders.
II . Depressive symptoms and disorders.
L11. Obsessive compulsive symptoms and disorders.

Many researches agreed with the positive correlation of such
symptomatology and parental OCD [Cowei 1961; Rachman
and Hodgson, 1980].

I. Anxiety Symptoms and Disorders

Anxiety is the first emotion to be experienced even at
low level of stress (ie. parental illness) [Pearce, 1998]. It
is a symptom of almost all psychiatric disorders and can
be precipitated by all types of emotional stress [Ghanem,
2000].

Furthermore, anxiety is often a normal and necessary
part of life. Indeed in many situations it is abnormal not to
experience anxiety. Thus, to call anxiety is “abnormal”
many factors such as: frequency of occurrence, chronicity
and duration of occurrence, rationality of the response,
one’s ability to control its effects and disruption of normal
life routines, must be considered. Each of these factors
must be evaluated separately and in combination
[Kleinknecht, 1991].

There is a general agreement that living with a mentally
ill family member is associated with increased dysphoria
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and irritability, particularly for the children and the
spouse. Children of parents with anxiety disorders were
more anxious and fearful and reported more school
difficulties than the control group [Turner et al, 1987].
This could explain the significant presence of many
anxiety symptoms and disorders among children of OCD
parents under investigation.

Anxiety may become symptomatic at any age when it
prevents or limits developmentally appropriate adaptive
behavior. The child’s ability to recover from anxiety and
to remain anxiety-free when the provoking situation is
absent, are essential for diagnostic purposes.

For example, in a separation paradigm, it is not
usually deviant for a young child to respond with distress
to the parent’s departure. What are no longer
unremarkable are:

(1) The inability to recover promptly once the separation is
affected (the proper care is available to the child).

(2) Compromised functioning during normal separation
experiences.

(3) Concerns about future separations and vigilance or even
avoidance of activities potentially associated with
separation.

[Rutter et al, 1994].

Therefore, inflexibility of affective response is an
important indicator, in addition, the degree of distress and
dysfunction influences diagnostic standards.

It is difficult to specify guidelines since these vary with
age, as well as, with cultural and familial standards.
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The best is to judge the child’s ability to participate in
expected age appropriate social and academic activities
[Rutter et al, 1994].

In brief, three clinical features impringe on the definition
on pathological anxiety. Two of these, distress and
dysfunction, vary in importance as a function of
developmental stage. The third, symptomatic inflexibility,
is a diagnostically important regardless of age. [Klein,
1978).

Because anxiety has normal adaptive forms through
development, the identification of pathology may pose
difficulty in ambiguous cases. Inflexibility of affect is
suggested as a key feature of symptomatic anxiety
[Rutter et al, 1994].

Although children and adolescents can experience the
same anxiety disorders as adults, they also display some
other patterns somewhat specific to them because of their
unique developmental and life situations. However, the
most specific  childhood and adolescent categories
include:  over anxious disorder, separation anxiety
disorder, school phobia or refusal and social phobia.

Anxiety symptoms and disorders among children under
investigation were tested according to child age, sex and
DSM 1V criteria as follows:
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A. Anxiety Symptoms According to Child Age

On reviewing the results of the present research children
of OCD parents showed the presence of many anxiety
symptoms, (as assessed by the anxiety symptom
checklist). Such symptomatology were significantly more
prominent among children of the second and third age
groups (above 6 to 12 and above 12 to 15 years
respectively) [Table (5-2)].

When data were further analyzed, according to the
anxiety symptom checklist, children of the OCD parents
of the first age group (3 to 6 years) showed the absence of
any significant anxiety symptoms among them [Table (5-
3-A)]. On the other hand, children of the 2" age group
showed the presence of many statistically significant
anxiety symptoms such as: tension and worry throughout
the day, sleep problems (nightmares), psychosomatic
symptoms  (loss of appetite), specific phobias, irritability
and tension, temper tantrums and regression symptoms (in
the form of complete dependence on parents in daily

activity and  excessive crying in unsuitable situations)
[Table (5-3-B)].

Furthermore, children of the OCD parents of the age 3"
age group reported significant presence of many anxiety
symptoms such as: tension and worry throughout the day, sleep
problems (insomnia, night mares and hypersomnia), irritability
and tension, regression and specific phobias including school
phobias, and others (self injury phobia, fears of death and fears
of death of others especially mothers) [Table (5-3-C)].

Otherwise no significant differences were detected

between the two groups as regard other anxiety
symptoms.
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The absence of significant anxiety symptoms among
children of the 1% age group might be explained by the
less ability of such young children to express themselves
verbally. Also, such young children are more distracted
and involved in their play, so less liable to show such
symptoms. The poor co-operation of the parents with
examiner may give another explanation.

As anxiety is the first expression of reaction to stress (living
with an OCD parent) [Pearce, 1998]. Children of the 2™ and 3™
age groups revealed many anxiety symptoms. Such
symptomatology are mostly related to parental illness, because
of their absence among children of control parents.

The first mentioned significant anxiety symptom were the
tension and worry all over the day as expressed by the children
with restless feelings and excessive worry about performance
and competence at school and parental dissatisfaction.

Sleep problems were another presentation of anxiety
among children of OCD parents. Insomnia and night
mares are not uncommon, such experiences may well
explain why the child often attempts to sleep with his or
her parents. Such behavior was expressed by many of our
children ~ subjects. Such symptomatology may reflect
separation problems. Younger children when separated,
may become extremely homesick, may yearn to return
home, and may become preoccupied with fantasies of
returning. But older children may deny needing the parent
on account of their embarrassment, even though their
behavior denies their lack of concern [Kleinchrecht,
1991]. Simonds and Parraga, (1982) reviewed sleep
problems to be a common manifestation among children
of mentally ill parents. It may take the form of restless
sleep (28%), sleep talking (13%), and fear of dark (10%).
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On the other hand, sleeping problems was a common
problem among children of obsessional parents directly
related to disturbed maternal relationship [Rutter 1966].
Also  10% of children of OCD parents have sleep
problems [Mansour, 1993].

Richman (1981), revealed awaking at night and its
association with maternal illness especially anxiety and
depression as well as stress within the family. In the
present research, awaking at night and searching for
mother was a frequent symptomatology among children
of OCD parents, and this may be explained by separation
difficulty of over anxious children.

Kleinknecht (1991), reported difficulty in falling asleep
to be characteristic of an over anxious child.

Moreover, hypersomnia was significant among children
of the 3" age group (above 12 years). Kaplan and
Sadock, (1995), correlated hypersomnia to either already
manifested anxiety disorder or as an initial stage of
depressive  disorder.  Depressive  symptoms among
children of such age group were highly significant in the
present study, which is with accordance of Kaplan’s
results.

All the previously mentioned results might give good
explanation of the presence of many sleep problems
among  children of OCD parents especially insomnia,
hypersomnia and night mares as well as separation

difficulty at night (presented as separation anxiety) and
specific fear of darkness.

Significant loss of appetite among children of OCD parents of
the 2" age group may be also directly correlated to poor appetite
significantly present among such children (of the same age
group), as a depressive manifestation in reaction to stress
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[Table (5-15-B)]. Poor appetite is one of the depressive
symptoms among children. It is also one of many psychosomatic
symptoms that may be related to school problems [Graham,
1994]. Psychosomatic symptoms were also prominent among
children of OCD mothers than OCD fathers [Mansour, 1993].
On the other hand, a study investigating psychiatric
morbidity in children taken to their primary care
physicians, showed that almost one of three of cases with
somatic complains had emotional disturbance and the
presentation was significantly associated with stress in
lives of the child and their parents [Garralda and Bailey,
1986].

Specific phobias and school phobias were another
manifestation of anxiety among children of OCD parents.
Many phobias  were expressed by children under
investigations, such as: fear of darkness, insects, animals,
fear of dolls (expressed by one of our sample - a young
boy aged 9 years).

Specific fears were also significant among children of
obsessional parents [Cowei, 1961]. Specific fearfulness
among such children may be correlated to maternal
anxiety and / or depression [Skynner, 1974].

School phobia is well known to be the most common
phobia among school children in Egypt [Abou Hatab,
1994]. It has been estimated to involve between 1-2% of
school aged children [Kleinknecht, 1991]. In the present
study, it was a manifestation of both patient and control
children, but it was more significant among children of
OCD parents. School problems, phobias and refusal may
rather be correlated to an anxious and perhaps depressed
mother (anxiety and depression always present with
OCD), who has, for some years had an overly close
relationship with the child in question together with an
over protective parenting [Skynner, 1974].
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On the other hand, when a child becomes fearful of
separation, refusal to go to school often follows. School
refusal may represent a case of school phobia. However,
often the school refusal is part of the larger picture of
separation anxiety; that is, it is not school that they fear
but separation from parents (usually the caring mother -
in our case the OCD mother) [Kleinknecht, 1991).

In keeping with recommendation of DSM III- R., it
would seem more appropriate to retain the term school
phobia for those cases in which the anxiety and fear
reactions occur in account of school per-se. When school
refusal is due to fear of being separated more generally,
separation anxiety is more appropriate term.

The problem usually showed itself first at a time of
change of school or after a period of absence (e.g. minor
illness)  [Graham, 1994]. It appears to peak during
periods of major traumas and transitions, such as when
first beginning school (5-8 years of age) and junior high
or high school (11-14 years of age) [Kleinknecht, 1991].

Such prevalent school phobias may also be correlated to
the excessive worry about performance and competence
at school expressed by children of OCD parents belong to
the 3" age group, as well as the perfectionist life style
characteristic of OCD families as well as their children,
which was  another significant result of the present
research [Table (5-26-C)].

Irritability and tension, temper tantrums and regression
were  another  significant  anxiety symptoms  among
children of OCD parents of the second and third age
groups.
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Cowei (1961), was in accordance with that, as excessive
excitability, temper tantrums and inclination to cry easily
(a sign of regression) were significantly present among
children of obsessional parents. This might be explained
by the excessive dependence on the mother as well as the
anxious atmosphere among OCD families.

Behaviorally, the child may exhibit such nervous habits
such as restlessness, tantrums, nail biting, hair pulling as a
part of over- anxious disorder [Kleinknecht, 1991].

Fears of death and fears of death of others especially the
mother  (the sick mother) were another prominent
manifestations among children of OCD parents aged 12
and above. This might be explained by either depressive
feelings manifested among such children, separation
problems or feelings of rejection and lack of closeness in
the mother-child relationship. Such close relationship is
very important for such children as they need more
attachment and more emotional support. Such fears were
extremely expressed by female children which were
sometimes tearful for their mothers.

Kaplan and Sadock, (1995) explained the authoritarian,
rigid and strict upbringing to be highly related to
childhood depression which may be presented in the form
of fear of death of the child himself or his mother. Such
upbringing styles are characteristic to OCD families.

However, the fear of death, fear of death of others
(especially the mother) and self injury phobia, were
reported by children of the 3™ age group, such specific
fears and phobias were also considered a part of
gencralized anxiety with its cognitive (worry), behavioral
(clinging and refusal) and physiological (aches and pains
or psychosomatic complaints) manifestations, that appears
to be a form of phobia (a phobia of: being left, illness, or
injury) occurring to themselves or to their families. For
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younger children, the fears are quite general and non
specific. As  children age, their fears become more
specific, often centering on concerns of danger and death
[Kleinknecht, 1991).

On the other hand, Adam et al, 1994 described fear of
death or illness (which might also corresponds to self-
injury phobia in the present study) as a typical obsession
among older children.

B. Anxiety Symptoms According to Child Sex

When children were investigated according to their sex,
male children of OCD parents were more significant to
show anxiety symptoms than females. Males of the
second and third age groups (above 6 to 12 and above I2
to 15 respectively) showed significant presence of anxiety
symptoms, while females started to show such symptoms
after the age of 12 years [Tables (5-4-A) and (5-4-B)].

Sleep problems were more significantly apparent among
males above six (second and third age group children)
while such problems were only significant among females
above the age of twelve [Tables (5-5-A) and (5-5-B)].

On the other hand, other neurotic symptoms such as
irritability and tension, temper tantrums, nail biting were also
prominent among children of the 2™ and 3™ age groups with
special significance of the males of the 2" age group [Tables (5-
6-A),

(5-6-B) and (5-6-C)].

Regression ~ were  another  significant  neurotic
symptomatology of the male children of OCD parents
belonging to the 2™ age group [Tables (5-7-A) and
(5-7-B)].
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Most of childhood psychiatric disorders are much
more common among males than females on the contrary
of the adult psychiatric disorders |[Kaplan and Sadock,
1995].

There is considerable data to show that boys are more
likely than girls to develop emotional or behavioral
disturbance when exposed to marked family discord
[Rutter, 1982].

The evidence suggests, however, that girls take longer to
respond to discord and that sex differences in different
disorders diminish with time [Rutter, 1986a].

Boys may be more vulnerable because of a biologically
determined greater susceptibility to social hazards. For
example, family discord may have a qualitatively more
adverse impact on boys. Thus boys are more likely to go
into care than girls at the time of break-up [Packman,
1986]. Also, boys are exposed to more parental quarrels
than girls [Hetherington; Cox and cox, 1982].

On the other hand, boys are more likely to respond to
adversity with aggressive behavior, while girls are more likely
to disengage and withdraw [Rutter, 1982; Masten et al, 1988].
Such male reaction may elicit a negative response from parents
and may become a coercive cycle of disruptive-aggressive
response patterns [Patterson, 1986a, b).

These intrinsic response patterns may reflect the
biological component of sex differentiated responses in
response to adverse life experience.

Male children of the present research expressed their
reaction to their parent’s illness, in the form of anxiety,
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earlier than females. This might also be related to the
juvenile onset OCD in which males outnumbered girls in

contrast to equal ratio in later onset symptomatology
[Swedo, 1989].

C. Anxiety Disorders According to DSM 1V

Using more strict criteria for diagnosing anxiety
disorders, the following were obtained as regard:

1. Separation anxiety disorder

Separation anxiety disorder was very significant among
children of OCD parents especially of the 1% and 2™ age
groups (3-6 and above 6-12 respectively) [Table (5-8-A)].
On the other hand, males of the 2™ age group reported
significant presence of such disorder than females [Table
(5-8-B)].

According to DSM IV, the onset of the disorder should
be before 18 years of age, and its manifestations might
vary with age. Younger children may not express specific
fears of definite threats to parents, home or themselves.
As children get older, worries or fears are often of
specific dangers (e.g. Kidnapping).

Separation anxiety, is at some time a normal expectation
in children’s developmental experiences. Anxiety at being
separated from family becomes classified as a disorder
only when it is severe and persists beyond what is
expected for a child’s normal age and expected
developmental level [Kleinknecht, 1991].

Separation anxiety disorder is characterized by excessive
anxiety to the point of panic when a child is separated
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from parents or parent figures, from home, or from
familiar  surrounding.

Such children are expected to report sleep disturbances.
Such problems are not uncommon, and often involve
insomnia and night mares. There experiences may well
explain why the child often attempts to sleep with his or
her parents. In the present study sleep problems were
significantly  present among children of OCD parents
above 6 years age.

The presence of adverse ongoing social experiences in
the life of the family may well alter the likely impact of
separation. Thus, infants and children, who experience
poor relationship  with their care-givers, may exhibit
substantial distress at the time of separation [Rutter
1985a, b]. Therefore the impact of separation is increased
because of the absence of an adequate relationship with a
caregiver (in our case the OCD mother). This suggests
that such a relationship confers important psychological
effects of protection against the negative impact of
separation.

Separation anxiety disorder was the only significant
anxiety manifestations among children under 6 years of
age. This may be related to complete dependence of such
young children (belong to that age group) on their parents
especially mothers. Disturbance in  mother-child
relationship as well as overprotective parenting proposed
by OCD mothers may predispose to such anxiety disorder
among children especially younger ones (3 up to 12
years), such children are in need for strong attachment
links.

On the other hand, separation anxiety was encountered
in about 34% of OCD cases [Garrison et al, 1995]. Also
depressed and anxious mothers have reported increased
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rates of separation anxiety in their children compared to
controls (10 versus 0% respectively) [Weissman et al,
1984b).

On the other hand, childhood OCD was commonly
associated  with  separation  anxiety, risk  aversion,

submissiveness and  perfectionism  [Rassmussen and
Eisen, 1992].

2. Generalized Anxiety Disorder (GAD)
(including over anxious disorder of childhood)

GAD was significantly present among children of OCD
parents especially of the second and third age groups
[Table (5-9-A)]. Both males and females above 12 were
significantly having the disorder —with almost equal
figures.

Children with GAD tend to worry more excessively
about their competence or the quality of their
performance, and are mostly perfectionist, as well as
unsure of themselves (DSM IV).

Typically the child will worry about future events,
exams, being injured, being included with other children.
In these children, there is often an element of
perfectionistic tendencies, obsessional self-doubts,
conformity and approval-seeking from others, along with
concern over what others think of them.

This chronic worry, results in continuous states of ANS
activation, including feelings of a lump in the throat,
headache, stomachache, nausea, difficulty falling asleep.
Behaviorally, the child may exhibit some nervous habits
such as restlessness, tantrums, nail biting and hair pulling
[Kleinknecht, 1991].
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In the present research, children above 6 years, showed
such perfectionistic tendencies, psychosomatic symptoms
as well as other neurotic manifestations such as tantrums,
general irritability and tension and others. Such neurotic
symptomatology ~ were significantly present among the
children of the 2™ and the 3™ age groups [Table (5-6-A)].

Severe performance anxiety, frequently have its onset in
late childhood [bst, 1987]. However, it is known that
overanxious children are typically not brought to clinics
for treatment until they are about 13 years old. Perhaps by
such age, it is clear to parents that the worry is beyond
what might be expected for children and that it is not
likely to go away on its own. Thus treatment may be seen
as necessary to further the child’s social development
[Kleinknecht, 1991].

On the other hand, over anxious disorder co-occurred in
29% of children selected for separation anxiety disorder
(n = 21), but the onset of over anxious disorder never
preceded that of the separation anxiety [Klein et al,
1992b]. This chronological sequence raises the possibility
that, at times, symptoms subsumed in overanxious
disorder simply may be complications of a specific
anxicty diagnosis, and may represent a severity dimension
rather than additional discrete disorder.

In our case, OCD parent’s children showed both
separation anxiety and generalized (over anxious) anxiety
disorders among children aged 3 and above and 6 and
above respectively. This may be explained in terms of the
previous overlap in different comorbid anxiety disorder,
especially among children above 6 years.

When the gender of the child is considered, it has been
suggested that the onset of anxieties may differ
developmentally between the genders, with girls having
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carlier onsets than boys [Abe and Masui, 1981].
However, the evidence on this point is contradictory, as
males were found to have over anxious disorder in about
2 to 1 ratio over females [Kleinknecht, 1991].
Problematically, means of assessment are different, so in-
consistent data are presented.

As regard children of OCD parents. Mansour, (1993)
found GAD as a diagnosis to be present among 50% and
70% of children of OCD fathers and mothers respectively.
On the other hand, Brynsk, (1998) convinced relation
between childhood OCD and other anxiety disorders.

In the present study, both separation anxiety, specific
phobias and overanxious disorder were significantly
present among children of OCD parents. In a recent study,
on a randomly selected group of 210 children aged 8-17
years, 21% of the sample was having one or more anxiety
disorder [Kashani and Orvaschel, 1990]. Of those with
the anxiety disorder 36% had more than one diagnosis,
with the most frequent diagnosis being separation anxiety
and over-anxious disorders.

Younger children were troubled mostly by bad dreams,
separation from family, presence of strangers, and more
often sick to their stomachs. Older children in their teens
were  more  concerned  with  social  fears, past
imperfections, and tended to worry a great deal
[Kleinknecht, 1991]. Such results were more or less in
accordance with the results of the present research.

3. Specific phobias

According to DSM IV criteria for specific phobia,
children of OCD parents of the 2™ and 3™ age groups
were having such diagnosis [Table (5-10-A)], with
specific emphasis of school phobia which were significant
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among OCD parent’s children with no sex difference
[Tables (5-11-A) and (5-11-B)].

Such phobias were in the form of fear of darkness,
insects, animals, earthquake, self-injury  phobia fears
related to death, school phobia, and phobias related to
sleep.

This might be a manifestation of anxiety or an early
manifestation of obsessive compulsive disorder
[Rachman and Hodgson, 1980]. Phobic disorder is
always associated with an increased family history of
anxiety disorders |[Ghanem, 2000].

Many children experience specific or simple phobias.
About 2 percent of children have clinical- level phobias
[Melamed and  Segal, 1985], the most common
childhood phobias are of animals (dogs, cats, mice,
spiders and the like) and of illness or injury. If such
phobic fears are not treated or do not go away early on,
they are unlikely to simply disappear on their own.
|[Kleinknecht, 1991].

Phobias of animals, darkness and imaginary creatures,
frequently have their onset in early childhood [Ost, 1987].
Concerns about performance are reported to being in late
childhood
[Bauer, 1980]. Whereas interpersonal, social anxiety does so in
early adolescent [Ost, 1987]. Such developmentally appropriate
fears can be influenced by their context, which include maternal
behavior. It would be simplistic to view children’s fear asa
function of age exclusively [Rutter et al, 1994].
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4. Other phobias

Other phobias were also assessed in the present research
such as social phobia and agoraphobia. Both disorders
were absent statistically among all children of both patient
and control groups [Tables (5-12) and (5-13)].

Although many manifestations of social fears were
present among children under investigation, they do not
fulfill the DSM IV criteria for social phobia. On the other
hand, no data were recorded regarding criteria for
Agoraphobia.

Social phobia characteristically occurs with greatest
frequency during adolescence which is in any case a time
of acute self consciousness. Although shyness is very
common during adolescence [OCD parent’s children was
showing such symptom (shyness) among them above the
age of 12 (Table (5-15-C)]. True social phobia with
typical ~avoidance reactions, that are disabling occurs in
1% of young people [McGee et al, 1990].

Also, agoraphobia is extremely rare before adolescence
[Kaplan and Sadok 1995]. In the present research OCD
parent’s children were mostly attached to their parents
despite of their illness, as separation anxiety were
significantly present among them.
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II — Depressive Symptoms and Disorders

Sadness is part of the normal range of emotional
reactions. The symptom of depression, however is not
synonymous  with sadness or unhappiness. Although
unhappiness is a prominent component of the depressive
mood state, the negative mood of depression may be
represented more by features such as feeling of flatness
[Hamilton, 1982].

Depression as a disorder implies more than just an
isolated symptom such as feeling sad or unhappy. The
term syndrome or disorder requires the combination of
many symptoms to form a symptom complex. In most
classification ~ systems, the syndrome of depression is
defined by the combination of depression mood with
certain associated symptoms, particularly a negative style
of thinking, loss of enjoyment, and somatic symptoms
such as loss of energy, reduced sleep and others [Rutter et
al, 1994].

It will be appreciated that to define the syndrome of
depression in terms of number of symptoms only, may
give rise to error. For example, one person with many
minor symptoms causing no impairment may be seen as
suffering from the depressive syndrome, while another
person  with few symptoms causing much impairment
may not be so regarded.

Accordingly most diagnostic systems include additional
criteria that are intended to sharpen the differentiation
between depressive symptoms and disorder. For instance,
the DSM 1V definition of major depressive episode
requires that symptoms have been present during the same
2-weeks period and there is an impairment.
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The idea that children can develop conditions that are
the same as these depressive disorders of adults has been
controversial [Rutter, 1986a; Harrington, 1989].

Indeed, until recently it was widely believed that
depressive disorders could not occur in childhood or that
if they did occur then they took a “masked” form, being
expressed  through symptoms such as delinquency,
phobias, enuresis and others. However, the wuse of
symptom-oriented personal interviews with children has
now led to widespread recognition that disorders
resembling adult depression can and do occur in
childhood. Indeed, in DSM IV the criteria for pre-
pubertal, adolescent and adult depression are identical
[Rutter et al, 1994].

However, perhaps more importantly, the strategy of
applying unmodified adult criteria to children has been
criticized because it ignores developmental research on
age changes in the frequency and expression of affective
phenomena.

Three developmental issues are especially relevant.
Firstly, there are substantial age differences in the
occurrence of most forms of affective phenomena
[Rutter, 1986b; Angold, 1988a,b]. Secondly, children
differ from adults in their ability to experience some of
the cognitive features said to characterize adult
depression, such as guilt. Thirdly, the valid application of
adult criteria to children requires not only that they are
capable of experiencing depression, but also they can
report it accurately [Rutter, 1986a]. It seems that young
children have limitations in this last respect, frequently
confusing emotion such as sadness and anger.

Clearly, then it is better to identify age—-appropriate
symptoms of depression. That take into account the
child’s level of functioning in various cognitive and
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affective ~ domains [Carlson and Garber, 1986;
Harrington, 1991]. So, developmental approaches to the
diagnosis and classification of affective conditions among
the young require more investigation, though they are
going to be difficult to define [Rutter et al, 1994].

The present research is a trial to solve such problem, as
most of the symptoms under investigation were classified
according to child age.

As mentioned earlier, depressive reaction to stress
between children start to appear with a very high level of
stress. When considering living with an OCD parent a
chronic negative life adversity, children of such parents
may respond to such life experience with the development
of such symptomatology.

So, the risk for development of depressive symptoms
and disorder among relatives of OCD parents may be
attributed not Just  to  maternal or. paternal
psychopathology and genetic factors but also to the
concurrent chronic stress within the family.

On the other hand, about two third of OCD patients have
a lifetime history of major depression. The majority
(85%) of those who are depressed have a mood disorders
secondary to their OCD |Rasmussen and Eisen, 1988].

Having a depressed parent, probably doubles the risk for
the offspring having depressive symptoms or disorders
before 18 years [Kaplan and Sadock, 1995].

Threats to the child’s well being that arise because of an
event at home or at school, will have a more powerful
effect if the child is emotionally vulnerable because of his
personality or other adverse background [Goodyer et al,
1987].
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So, children of OCD parents are not only involved by
the nature of their parent’s illness (obsessions and
compulsions), but also by the other adverse circumstances
and parental mood changes usually presented with OCD.

A. Depressive Symptoms According to Child Age

On reviewing the results of the present study, depressive
symptoms were found to be present among children of
OCD  parents with significant predominance among
children of the 2™ and 3™ age groups (above 6 to 12 and
above 12 to 15 years respectively) [Table (5-14)].

The absence of significant depressive symptoms among
children of the 1% age group (3-6 years) was also
supported by many other researchers. Kaplan and
Sadock (1995) reported that mood disorders among
preschool children are extremely rare, while Rutter et al,
(1970-a) stated that depression in such age group is
uncertain, largely because of lack of agreed criteria
appropriate for this age group. Also, there is an increase
in rates of depression with age [McGee et al, 1992].

In the preadolescent period, 10-15% of children show
depressed mood [Rutter et al, 1970a]. Meanwhile
Kaplan and Sadock (1995) estimated that about 5% of
prepubental and 15% of adolescents have mood disorders.

The depressive symptoms experienced by OCD parent’s
children of the 2™ age group (above 6 to 12 years) were
mainly: feeling miserable and unhappy, easy fatigue,
inattention and poor concentration, excessive slowness
and poor appetite.
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While children of the 3™ age group (above 12 to 15
years) showed the significant presence of: unhappy
feelings, easy fatigue, flat emotions, worthlessness as well
as excessive slowness.

Depressive symptoms were present among 50% of
children of OCD parents [Mansour, 1993].

According to Pearce (1998), depressive reaction among
children start to appear with a very high level of stress,
and this could explain why parental OCD in the present
study affected mainly the older children especially when
duration of illness of the parental OCD were considered
(Mean duration of parental OCD in the present study was
= 10.68 years and SD was= 6.85) which is so long to
affect the older children.

Graham (1994) described many depressive symptoms
among children aged 6 and above. Among such
symptomatology ~ was: poor concentration and inattention,
apathy, appetite loss, sense of hopelessness and miserable
and unhappy look.

Mostly, symptoms such as poor concentration,
inattention,  apathy, slowness and poor appetite are
masked symptomatology for depression and does not
attract parental attention for underlying psychopathology.

Barker (1988) described depressed mood that is a mood of
sadness and gloom together with tearfulness as an essential
feature for depressive disorder. Such symptomatology was
significantly present among children of both the 2™ and 3" age
groups. On the other hand, self blame and feelings of
unworthiness and guilt, of a degree not justified by
circumstances are often present among depressed children. Such
worthlessness was significantly reported among older children
(above 12 years).
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According to Pearce (1998), children who suffer from
depression will always have other symptoms as well as
just being miserable. It is more helpful to divide the
symptoms into those that are specific to depression and
those that are not. The specific symptoms of depression
are hopelessness and worthlessness. So it is not surprising
that suicidal feelings and fears related to death are
commonly associated with depression. The non-specific
symptoms of depression are alternations in sleep and
appetite, which, in most cases are reduced but in a few
cases they are increased. Other associated symptoms
include anxiety, hypochondriasis, irritability  and
relationship difficulties, poor concentration and loss of
interest [Pearce, 1998].

Most of such non-specific symptoms for depression
were reported by children under investigation (OCD
parent’s children). Sleep problems, appetite loss, poor
concentration and inattention, irritability and tension,
temper tantrums as well as many other anxiety symptoms
and phobias.

The key symptoms of hopelessness and worthlessness
can only develop in children who are at least seven or
eight years of age. This is because to be hopeless requires
the child to have developed a clear understanding of time
and what ‘forever” means. Children do not develop an
accurate understanding of time and are not able to tell the
time until they are around 7 years of age. Also, at this age
children develop a clear understanding of what kind of
person they are. This is when children develop self-worth
and self-esteem [Pearce, 1998].

Worthlessness was significantly present among children
above twelve years of age. Such old children, are more
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likely to show depressive reaction to parental illness, as
an effect of long term life adversity.

Goodyer, et al, (1988), suggested that recent adversities (such
as family marital, accident or illness which occurred in the 12
months prior to the onset of disorders in children) continue to
exert pathological effects on children and adolescents in the
presence or absence of more chronic social adversities in the
child’s life. In the present research parental OCD may be
considered a chronic life adversity (The mean duration of illness
of parental OCD was = 10.68 years and SD = 6.58).

Children younger than eight years may become
depressed, but they must have been subjected to the most
appealing stress that has prematurely forced them into a
state  of misery and depression. Alternatively, young
children ~ can  sometimes pick up depression from
somebody else, most likely from a parent. Depression just
like other powerful emotions can be caught from other
people. This type of “second hand“ depression usually
disappears whenever the child spends some time away
from the depressed parent. Research shows that parents
are often unaware of their child’s depression. On the other
hand, few parents are convinced that their children are
depressed when they are not [Pearce, 1998].

Forehand et al (1987); Looked at the relationship
between parental depressive mood and child functioning,
There was an association between the severity of parental
depressed mood and problematic behavior in their
children, and that process was bi-directional. Weissman
et al, (1987) investigated 125 children (aged 6-23 years),
of 56 depressed parents and compared them with control
group who had non- depressed parents. The children of
depressed parents were more likely to suffer from
depression themselves and at an earlier age than children
of non-depressed parents.
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When considering parental OCD a chronic life adversity,
children of such parents are more likely to have their
mothers having poor confinding relationships with their
children, more neglecting and depriving their children
from affection. Such children are more likely to develop
depressive states characterized by apathy and withdrawal
[Graham, 1994].

Also, child psychiatric attenders with depressed mood
have more commonly previously sustained parental loss
or separation [Caplan and Douglas, 1969]. Such results
were also  experienced by many  children under
investigation, who described their mothers (who were
continuously living in the same place with their children)
as isolated mothers.

A high level of psychopathology was also reported if the
mothers were currently experiencing  depressive
symptomatology, even if not diagnosed as having a
depressive disorder, and diagnosed by other diagnoses
especially anxiety disorders. Also depression in the
mother is more strongly linked with psychopathology in
children than depression in the father [Hammen et al,
1987].

Also children of depressed mothers differed from
controls  on having inattention, unhappiness and
withdrawal in the teacher’s rating scales [Rutter, 1990].

As mentioned earlier, secondary depression is the most
important form of depression present with parental OCD
as a result of many adversitiecs associated with their
primary  diagnosis  [Yarura-Tobias and Neziroglu,
1983]. The presence of many depressive symptomatology
among children of OCD parents in the present research
may be related to such parental secondary depression.
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According to Pearce (1998), depression can be caught
from others. Depression leads to isolation, giving up
previous activities and generally adopting a lifestyle
where there are likely to be few positive and rewarding
experiences. Such manifestations may be transmitted to
children of OCD parents, leading to the development of
depressive symptoms among them. This is not to say that
living a life of pleasure will protect against depression but
high self-esteem and a good level of confidence will.

The development of self-esteem in children might be
impaired by being in painful or unpleasant situation
(living in adverse back ground) over which they have no
control.  An important aspect of self esteem is a sense of
mastery over the environment. Children brought up in
environment in which events occur in random fashion and
can not be predicted or anticipated, might lack a sense of
mastery and so predisposed to depression [Seligman and
Peterson, 1986]. So, after several unsuccessful attempts
have been made by the child to escape from unpleasant
circumstances, lack of motivation and apathy may
supervene. A number of depressed children in what, seem
to them “fo be hopeless” fit with this model well. This is
what is called “learned helplessness” [Barken, 1988].

Considerable sadness and misery may accompany the
child’s feelings of helplessness in the face of his own
behaviors (obsessions or compulsions) |Graham, 1994].
It is important here to notify that among children of OCD
parents of the 2™ and 3" age groups many OC
symptomatology ~ were  significantly present such as
cleaning obsessions and compulsions, ordering- arranging
compulsions and eating obsessions.

On the other hand, OCD children were considered
exceedingly slow in  completing work assignments
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[Graham, 1994]. The presence of excessive slowness in
daily activities such as reading, writing, eating, studying,
etc, among children of the 2™ and 3" age groups of the
present study, may fit with Graham’s results, such
children were extensively anxious and worried about
making errors and so they may be either depressed or
developing OCD.

Graham (1994), considers excessive slowness one of
the children obsessions. On the other hand, such
symptomatology may be one of the manifestations of
childhood depression [Hamouda, 1998].

Children of OCD parents are mostly vulnerable to
develop symptoms and disorders during the course of
their parent illness together with their social adversity.
Such children may develop depression as a comorbid
disorder. Swedo et al, (1989) described 26% of children
under 18 years to have concurrent anxiety and / or
depression with their OC symptoms and disorders. In the
present study, many anxicty and OC symptoms were
significantly  present among children of OCD parents
[(Tables(5-21-A), (5-21-B), (5-22-A) and (5-22-B)].

Also, depression symptoms and disorders may be
secondary to other child psychiatric disorders such as
separation  anxiety = [Barker, 1988], which  was
significantly present among children of OCD parents of
the present study.

The observation that when anxiety and depression co-
occur, onset of the anxiety syndrome typically precedes
that of the affective disorder [Kovacs et al, 1989; Klein,
1990]. Such observation has implications regarding the
developmental relationship between the two affects.

-193-



Discussion

Varying co-occurring symptoms on disorders may
reflect a single underlying disorder, or represent different
clinical phases of the same disorder over time.

An extensive New Zeland study of 11 year olds reported
a 17% rate of depression among children with anxiety
disorder. Also, of the 15-year-olds a 14% comorbid rate
of depression with anxiety disorder was revealed [McGee
et al, 1992].

If children and adolescents with a depressive disorder
are selected, rates of comorbid anxiety were very
elevated, but differed between childhood and
adolescence;  71% and 33% respectively |Harrington et
al, 1990].

The present research also suggest the presence of both
anxiety and depression among OCD parent children with
earlier ~ onset of anxicly symptoms and the later
development of depression.

B. Depressive Symptoms According to Child Sex

On reviewing the results of the present study, male children of
OCD parents showed significant presence of depressive
symptomatology among the all age groups under investigations
[Table (5-16-A)]. Comparative to this female children of OCD
parents showed the significant presence of depressive
symptomatology among the 2" and 3" age groups only [Table
(5-16-B)].

There is considerable data to show that boys are more
likely than girls to develop emotional and behavioral
problems when exposed to marked family disturbances
[Rutter, 1982].
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As previously mentioned many mechanisms may operate
in explanation of the possibility of development of
different anxiety symptoms and disorders in males more
than females, which indicate that female protection may
depend on biological factors in males and the socio-
cultural aspects of gender difference rather than specific
differences in the psychology of males and females. Such
mechanisms for boys and girls in relation to stress may
operate under different conditions and are not mutually
exclusive. Biological vulnerabilities may need to be
considered in the context of family disorder. The chain of
effects that follows may bias further the risk to boys as a
consequence of socio-cultural mechanisms.

The diminution of sex differences in depressive symptoms
among children under investigation can also be seen in children
attending the clinic. The rate of new onset depressive illness is
approximately equal in boys and girls [Goodyer et al, 1988].

Garrison et al, (1989) supported the previous result as there
is little difference between school children and preadolescent
boys and girls in the rate of depressed mood and depressive
disorders.

Furthermore, boys and girls are equally likely to be
exposed to severe recent life events, suggesting that
gender does not protect or promote exposure to these
types of recent social adversities |[Goodyer et al, 1988].

This suggests that protective effects of femininity,
biological and socio-cultural, have thresholds for their
effects. Cases attending clinics represent the severe end of
disorder, where gender effects have been overcome, at
least as far as the development of significant
psychopathology is concerned.
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What is not clear is what are the mechanisms which
operate to overcome the effects of gender. For example,
biological factors may unfold both genetic and acquired
factors such as parental damage. Females from families
with high genetic loading for affective disorder may have
a greater biological propensity towards psychopathology
than females with no such genetic loading [Goodyer,
1190].

On the other hand, many characteristics may attribute to
the prevention of psychopathology. Competitiveness and
self-aggran-  dizement are seen as components of
“maleness”, whereas characteristics such as empathy,
nurturance and warmth as  “femaleness” [Spence and
Helmreich, 1978). Concepts defined as masculine may be
stronger correlate with positive mental health [Taylor
and Hall, 1982].

Recent findings indicate that depressive symptoms in
females are correlated with a low level of masculine
attributes  [Wilson  and  Cairns, 1988]. Thus low
masculinity was related to depression in both sexes in that
study. The results do not support a direct effect of sex-
role attributes on depressive symptoms, as the level of
masculinity was constant across all ages, but the
prevalence of depressive symptoms showed a significant
increase with age. The findings suggest that the origins of
sex-role  attributes will be found in pre-school and
preadolescent years but their effects as an indirect
vulnerability factors only become apparent during the
teenage years.

It seems that among the depressed children, the sex ratio
is about equal, or there is a male predominance, but by
adolescence  the female predominates as the adult
population. However, data from clinical samples

-196-



Discussion

suggested that the switch of sex ratio begins around the
age of 10 years, with rates of depression increasing
steadily in both boys and girls, but with the increase of
age, being more marked in girls [Angold and Rutter,
1992].

Possible explanations for these age trends and sex difference
reviewed by, Rutter (1991), include an increase in risk factors
(e.g. hormonal changes, genetic factors, increased adverse life
events), a decline in protective factors (e.g. loss of social
support, changes in ability to experience depressive cognitions)
and measurement artifacts.

Rutter, (1986) also pointed out that, before puberty
there are about twice as many as boys as girls with
depressive symptoms.  Whereas after puberty the situation
is reversed.

This might explain the higher significance of
deapressive symptomatology among males of the 2" and
3!’

age groups (6 and above) compared to females of the
same age range.

C. Depressive Disorders According to DSM 1V

The two depressive disorders described by DSM were
Dysthymia and major depressive episode.

1. Dysthymia

Dysthymia was significantly present among OCD
parent’s children of the 2" and 3" age groups (above 6 to
12 and above 12 to 15 years respectively) [Table (5-17-
A)].

According to DSM 1V, children and adolescents with
dythymic disorders wusually describe their mood as
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irritable, cranky rather than depressed or sad and
unhappy. Both the irritable and unhappy moods were
significantly present among children of OCD parents.
Irritable mood were significantly present among children
of the 2™ and 3" age groups, also the unhappy feelings,
sadness and tearful look were characteristics of such
children.

Dysthymic criteria also, attribute the significant present
of two or more of the following symptomatology: poor
appetite or overeating, insomnia or hypersomnia, low
energy or fatigue, low self esteem, poor concentration or
difficulty making decisions and feelings of hopelessness.

Most of the previously mentioned symptomatology were
significantly present among children of OCD parents. For
example, poor appetite was significantly present among
the children of the 2" age group, insomnia and
hypersomnia together with apathy and easy fatigue were
reported by children aged 6 up to 15. Also, poor
concentration and inattention were significant depressive
manifestations of children of the 2™ age group.

On the other hand, dysthymic disorder has an early and
insidious onset (i.e. childhood and adolescents). This was
proved in the present study, as dysthymia started to be
significantly present among children aged 6 and above.

Dysthymia was significantly present among both boys
and girls of the second and third age groups [Table (5-17-
B)].

Such disorders were significant among males of the 2™
age group (6 fo 12 years) and both males and females of
the third age group [Table (5-17-B)].
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This is in accordance with data which outnumbered
school age boys than girls in depressive disorders. Such
difference  disappears with adolescents [Kaplan and
Sadock, 1995].

The Dysthymic disorder according to DSM 1V applies to
longstanding (! year for children and adolescents) mood
disorders characterized by mild depressive symptoms.

Carlson and Cantwell (1980), found that 60% of
referred children had depressive symptoms, 49% had a
depressive syndrome and 28% had an affective disorder.
Kolvin et al, (1991) estimated that 1 in 3 outpatients at a
child psychiatric department had significant depression
and 1 in 4 had major depression.

Research on the psychosocial correlates of childhood
emotional problems are at an early stage. In the presence
of acute adversity it seems that children are equally likely
to become anxious as they are to become depressed
[Goodyer et al, 1988]. Also, the needs to know about the
mechanisms by  which such  external psychosocial
stressors lead to internal mood state of depression. Many
psychological models have been devised to explain these
links, but perhaps the most influential among
investigators of childhood depression has been the idea of
learned helplessness.

It is asserted that the expectation of uncontrollable
adverse events leads to depression, but only if the person
attributes  them to internal, stable and global causes
[Rutter et al, 1994]. The reformulated learned
helplessness theory has many similarities with the so-
called cognitive theorics of depression, the depressed
people were characterized by a negative cognitive set:
They had a negative view of themselves, of the world and
of the future.
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2. Major depressive disorder

As a diagnosis, major depressive episode (between
children under investigation) was absent. This was also
proved by many researchers as major depressive
conditions are considerably less common among children
[Kashani et al, 1983].
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II1. Obsessive Compulsive Symptoms
and Disorders.

Until, recently, obsessive compulsive disorder (OCD)

was unfamiliar to most child psychiatrists, even though,
classic description of the disorder featured cases with
childhood presentation. The recognition that OCD was
more common in adults than previously believed, and the
retrospective reports suggest that one-half to one-third of
adult subjects had their onset in childhood or adolescence,
focused the attention of the child psychiatric community
on this chronic and often disabling disorder [Karno et al,
1988].

Children of OCD parents are soaked in their parents
rituals and abnormal behaviors and thinking, that may
negatively alter their behavior. However, there is normal
superstitious behavior and developmental rituals, that can
occur normally in children. The absence of compulsive
traits among control children, supports to a great extent
the relation between parent’s illness and compulsive
behavior among their children.

Although the clinical presentation in young children is
similar to that in older children and adolescents. Familial
OCD appears to be increased among young children,
suggesting that genetic factors may be more prominent in
this subgroup [Rutter et al, 1994].

Obsessional symptoms among children have been seen
as an unconscious defense against internal anxiety, or as
learned  avoidance responses to  anxiety provoking
situations. They can also be seen as exaggerations of
adaptive behavior, for repeated checking against danger,
that is of survival value [Graham, 1994].
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As mentioned earlier, children of obsessional parents
are at high risk for various psychiatric morbidity
including OCD. If direct and vicarious social transmission
contribute in any significant degree to the genesis of
obsessions and/ or compulsions, then the children of OCD
parents should display a significantly elevated incidence
of such problems.

Also, many investigators agrec to the strong genetic
component  to itsdevelopment |[Nicolini et al, 1999].
Three main ways of studies concluded the genetic basis of
such disorder: studies of familial incidence, of mono-
zygotic and di-zygotic twins and studies of adoptive
parents. Mostly it is a bi-directional gene-environmental
correlation.

There is ofien a strong family history with about two
thirds of parents of OCD children showing obsessional
tendencies and about 5% obsessional disorders [Clark
and Bolton, 1985].

The presence of OC symptoms among children of OCD
parents may play an important role in vulnerability for
either episodic or chronic OCD later on, according to the
duration  of OC symptoms, its severity, comorbid
symptomatology, and the severity of their parent’s illness
[Thomson, 1995].
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A. Obsessive Compulsive Symptoms
According to Child Age

On reviewing the results of the present study, children of
OCD parents of the first age group (3 to 6 years) showed
the significant presence of some OC symptoms which
were: cleaning obsessions and compulsions (excessive
hand washing), eating rituals, and counting compulsions.
On the other hand, children of control parents showed
significant presence of “bed time rituals” among them
[Tables (5-20-A) and (5-20-B)].

Older children (above 6 to 12 years) showed the
significant  presence of perfectionism, eating rituals,
cleaning obsessions and compulsions as well as ordering—
arranging compulsions, among children of OCD parents
[Tables (5-21-A) and (5-21-B)].

On the other hand, OCD parent’s children above 12
years showed the significant presence of eating rituals as

well as cleaning obsessions and compulsions only [Table
(5-22-A)).

Rituals were more frequently the presenting complain
than were obsessions. A combination of rituals and
obsessions was most common, and pure obsessives were
rare compared with the more frequent pure ritualizers
[Swedo et al, 1989c].

Cleaning obsessions and compulsions were the most
frequently presenting OC symptom among the three age
groups under investigation. That result was in accordance
with many other researchers’ results.

Susan et al (1992), described washing rituals as the
most common OC symptom, affecting over 85% of
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children at some point of time. Hand washing was slightly
more frequent than showering [Goodman et al, 1989].

Washing and cleaning compulsions were much more
common among children than obsessions. It may occur in
its absence.  Almost all cases at some time experience
excessive washing as one symptom [Rapoport et al,
1995].

Children before 8 years, would have elaborate washing
or checking rituals, without cognitive obsessions [Swedo
et al, 1989].

The excessive washing was manifested by either
increased frequency, ritualized washing patterns that took
several minutes or longer to complete, or excessively
slow hand washing. No child reported excessively long
or frequent baths [Susan et al, 1992].

The present research proved such results as washing
rituals, in the form of excessive hand washing, were
reported by children of different age group. Neither
uncleanness  feelings nor  washing compulsions  were
revealed although it was reported by some children. Such
washing ritual may be either related to parental cleaning
obsessions (which were  significantly  a  major
manifestation among almost all OCD parents) or related
to an underlying cleaning obsession to the child or
adolescent himself, which was difficult to be verbalized
by children under investigation.

Many children reported that their excessive hand
washing were related to their parental needs, others were
participated in such parental compulsions against their
will.  Also some children especially younger one were
participated in such rituals 1o prevent harm on themselves.
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Some adolescents were refusing to use common
bathrooms even if they are clean, for either fear of
contamination, or according to parental needs.

Grados et al, (1997), proved the close correlation
between fear of contamination and cleaning compulsions,
in terms of escape and passive avoidance.

The second most presenting symptom among children of
all age groups, were the eating rituals. Such rituals can
also be considered as a part of cleaning obsessions and
compulsions. The OCD parent’s children were highly
concerned about the use of their own eating utensils only,
and the feeling that they are contaminated if others use
them.

This was very related to Khanna and Srinath (1998),
as fear of use of impersonal objects were significantly
commonly reported among OCD children. Also, thoughts
of contamination and uncleanness was described by
Riddle et al, (1990) and Thomson, (1995).

On the other hand, bed time rituals were experienced by
control parent’s children below six years. Such result was
in accord with Yaryura-Tobias and Neziroglu (1997),
as bed time rituals were considered a normal childhood
compulsive behaviour, that begins around the age of 3 and
6 and disappears rapidly, and can be considered as a part
of normal development.

Counting compulsions were significantly experienced by
OCD parent’s children below 6 years, and was completely
absent among control children. It could be related to
parent illness as an avoidant response for anxiety
provoking parental behaviour, as very young children
may ritualize for facing their anxiety [Graham, 1994].
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Yaryura-Tobias and Neziroglu (1997) consider
arithmo-mania and counting compulsions a common form
of ideational compulsions. In grade school years counting
and symmetry were particularly common [Rutter et al,
1994].

Another OC symptom that was presented by OCD
parent’s children aged 6-12 years was ordering-arranging
compulsions.

Garrison, (1995) considered arranging compulsion the
most  common compulsion (56%). Obsessional symmetry,
ordering-arranging  and exactness were experienced by
about (17%) of young OC children [Swedo et al, 1992].

Such children were concerned about arranging things
(eg toys, cubs, cars) according to their color, shape or
nature, putting things in specific order, as well as
arrangement and  rearrangement of objects were also
experienced by such children (aged 6-12 years).

Washing, checking and ordering rituals were particularly
common among children according to DSM IV. This is in
accordance with the results of the present research.

Another important obsessional behaviour experienced by
children of the 2™ age group were perfectionist external
appearance and the excessive need for mastery as well as
tidiness. Rapoport, (1986) considered OC children as
being excessively perfectionist as well as neat and tidy.
This may also come with the perfectionist life style
characteristic for OCD families.

Such  perfectionistic character may be also a part of the
generalized anxiety of such children, as over anxious
disorder was manifested among children of such age

group.
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Only, about 26% of children having obsessive
compulsive symptoms or disorders as a single diagnosis.
Although a secondary diagnosis may be relatively mild,
depression either life time or current and anxiety disorders
were the most common associated disorders, and are
equally likely to predate or follow the onset of OCD
[Rutter et al 1994].

Fifteen of a total of 20 subjects received a life time
diagnosis of OCD (18 current and 2 with past illness),
had one or more other life time psychiatric diagnoses (/0
current), with depression, bulimia, over anxious disorder
most common |[Whitaker et al, 1990].

As far as the present research is concerned, many of children
of OCD parents revealed different diagnoses. Anxiety,
depression and obsessive compulsive manifestations were
significantly revealed with variable degrees. More investigation
is needed to give a good explanation to the coalescence of such
disorders as regard both the onset and the possible comorbidity
of each of them and the others.

Also, a possible relationship between irrational fears
particularly of cleanliness and contracting illness, and

obsessive and compulsive  behaviors were considered
|Kleinkneef,1991].

Such irrational fears were considerably reported among
children under investigation. The possible correlation of
such fears, for example fear of death or fear of self-injury
may also be considered with the manifested obsessions
and compulsions especially cleaning obsessions. On the
other hand fear of death and fear of something terrible
happening (e.g. fire, death, illness) was one of the
presenting obsessions of Goodman et al, (1989).
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To sum up, children of OCD parents reported many OC
symptoms such as cleaning obsessions and compulsions,
eating  rituals, ordering-arranging compulsions, counting
compulsion, as well as perfectionism.

Among Egyptian studies 50% of children of male OCD
parents presented with ruminations compared to 30%
having rituals. On the other hand 20% of children of
female OCD parents have OC traits mainly rituals.

Early recognition of such early obsessive compulsive
traits and disorders is very important, as further episodes
are likely to develop at later time in about 20-60% of
early onset cases |Zeitlin, 1990].

B. OC Symptoms According to Child Sex

On discussing the relation between the OC symptom
development and the child sex. Many literature described
the correlation between the early OC symptomatology
and the male sex [Swedo et al, 1989; Graham, 1994].

Among children below 6 years, females of OCD parents
showed significant presence of counting compulsions,
while control parent’s showed the presence of bed time
rituals among their male children [Tables (5-26-A) and
(5-24-A)].

Perfectionism was the only significantly present OC
symptom among males of the 2" age group (above 6 to
12 years). 1t was the only OC symptom presented among
male children of OCD parents [Table (5-B-24)].

Females above 12 years reporied many OC symptoms
that were: perfectionism, counting compulsion, school
rituals as well as ordering-arranging compulsions [Table
(5-26-0)).
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The significant presence of counting compulsions among
females of the 1* age group may be a response to anxiety
— provoking environment, as living with an OCD parent is
too stressful, and children may ritualize in response to
such stress |[Graham, 1994].

On the other hand, the presence of bed time rituals
among male children of the first age group can go with
the previously mentioned data, as bed time rituals were
considered a  normal  compulsive behaviour that
commences around such age |[Yaryura -Tobias and
Neziroglu, 1997].

Perfectionism was present among male children of OCD
parents as part of their symptomatology. It may be part of
their over-anxious behaviour or related to Juvenile onset
OC symptomatology, as boys outnumbered girls, [Judith
et al, 1992]. Also among obsessionals who do not have
compulsive  rituals, male predominate  [Kleinknecht,
1991].

As children get older, female children (above 12) of
OCD  parent exceedingly have OC symptomatology
compared to control group. Such symptoms were mainly
compulsions (counting  compulsions,  school related
rituals, ordering-arranging  compulsions). This was in
accordance with Garrison et al, (1995) as females were
more likely to show compulsions than males.

School related rituals significantly present among
females above twelve years may also be related to their
over-anxious  behavior  with  cxcessive  worry  about
competence at school, school phobias as well as
perfectionistic ~ behaviour  significantly reported among
them.
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C. Obsessive Compulsive Disorder According to
DSM 1V Criteria

OCD as a diagnosis, was present among both patient and
control  group children, but without the presence of
significant difference except for female children above 12
years of age.

Current debates about diagnostic criteria-including
whether obsessions are inevitably present, and what
degree of insight is required concerning the irrationality
of symptoms are of particular importance for childhood
OCD. DSM 1V state that compulsions are designed to
neutralize or prevent some dreaded event. This may be in
error, about 40% of children with typical compulsive
rituals deny associated obsessions [Swedo et al, 1989c],
and surprisingly similar figures are also available for
adults [Karno et al, 1988] suggesting that neutralization
is not relevant at any age. While some children may not
be willing or able to verbalize associated thoughts, long
term contact with these subjects indicates that many
children report only rituals accompanied by vague
discomfort if these rituals are not carried out and without
any associated thoughts.

The degree of insight needed for the diagnosis is also in
dispute, as some young or even old patients, at least some
of the time “believe” their obsessions.

However, generally children do not differ from adults in
this respect. While in theory it might seem that young
children would be particularly prone to “believe” their
obsessional thoughts, experience to date suggests that the
DSM IV adult criteria are appropriate for the diagnosis in
childhood. It seems however that for both adults and
children,  diagnostic  criteria must acknowledge that
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compulsions can and do occur in the absence of
obsessions, and that partial “belife” in the necessity for
these thoughts/behaviors is seen, particularly in severe
cases [Rutter et al, 1994].

Among children, the fully developed OCD is much less
common than different OC symptoms. It has been
described as occurring in 1-2% of American high school
students  with a  significant number describing their
symptoms as having begun before puberty [Flament et
al, 1988]. Preadolescent and adolescent females were
revealed the same results.

Also  Graham (1994), described children of OCD
parents to have higher incidence for obsessional traits
rather than a definite obsessive compulsive disorder, the
fact that prove itself in the present study.

However, the diagnosis of OCD is straight forward even
with very young subjects. Subjects with an early age at
onset may begun their rituals or obsessions in easily
recognizable fashion, with only minor allowances for
developmental level. Young children with tantrums when
there rituals become interrupted together with subjective
distress at having to do them with lack of other behavioral
abnormalities lead to the diagnosis of OCD.

However, the significant absence of OCD among OCD
parent’s children may be related also to the fact that the
affected probands tend to deny any symptomatology
among their children (there was difficulty in collecting
data about OC symptoms from mothers and Sathers). Also
children tend to keep their ritualistic behaviour hidden.

The improper data as regard time consumed in each
ritual and the degree of impairment may also play a role
in absence of such diagnosis among children of OCD
parents.
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Also, observation as a method for collection of data and
investigating such children is very important, as many
parents and children are not capable of providing the
accurate information as regard child behaviour.
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RECOMMENDATIONS

To help OCD families to best cope with their possible
problems related to the presence of such disorders within
the family with its possible symptomatology, and the
impact of its hazardous involvement of each of the family
member especially children in the parental obsessions and
compulsions.  The following are suggestions  and
recommendations

1. Education

This is crucial in helping patients and families learn how
best to manage OCD and prevent its complications and its
possible hazards on both the patient and the other family
members.

A. For the parents and their families

I- parents and their families as well as others close to
them are in need to learn all about OCD, its possible
symptomatology and possible treatments. Each of the
OCD parents can help him / herself to get the best
treatment, and the best support for his / her family, to
keep the illness under control and prevent its possible
hazardous side effects especially on children.

OCD parents should look at their compulsions, start a
new strategy in management, as it is true that their illness
is reflected on their children.

2- Helping the OCD parents to understand that there are
treatments, that can help, is a big step towards getting the
person and his / her family into treatment. This can be
done through health education, radio and T.V programs,
that could explain the disorder in its simplest way, to help
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people know that they need help and need to ask
professionals.

3- Reading books, attending lectures, talking to
professionals (family doctors or psychiatrists) can help
OCD families to solve their possible problem in the most
rapid and perfect way.

4- An available booklet, to be written by psychiatric
professionals may give a great help to OCD families to
live with such devastating illness. Such booklet should
give good advice and practical tips to help family
members learn how to support their loved mother / father,
and learn to cope with the disorder. Many families
member feel frustrated and confused by the symptom of
their parent illness. They don’t know how to help their
loved parent, help each other and help themselves.

B. For school teachers and school psychologist

1- Both school teachers and school psychologists should
be aware and understanding every thing about the
disorder. They have an important role in identifying
students at risk for OCD, through regular assessment
using modified checklist and rating scales, child interview
and direct observation (The most important).

2- School teachers and school psychologists should also
be interactive in management of such problem together
with the treating physician and other clinicians for best
comprehensive  management.

C. For the clinicians and medical health
professionals

1- It is important to raise the knowledge about the
disorder among such health professionals. Many
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clinicians  don’t know what’s OCD, Its possible
symptoms, and the ways of management. This will help to
a great extent in early detection and management of many
lost cases, which will then prevent many hazards on their
families.

2- The therapist can help family member learn to become
gradually disentangled from the parent’s rituals, in small
steps and with the patient agreement. The parental refusal
to participate in treatment will not help the patient learn
life long strategy for coping with OCD symptoms.

3- Family intervention and family therapy with some
interactive education session and even a monthly group
meeting (fo see several families together) could give a
great help.

D. For the common people

I- Every person should know what is OCD. most of us
deal with individuals having the disorder. If our
knowledge about the disorder is raised, we can help many
of them in both early detection and prevention of further
complications.

2- Pathology—free individuals need to be more -co-

operative with the research programs. This will reflect
itself on all of us to obtain the best reliable results.

II. S.0.S. Obsessions

An emergency line to help relatives for counseling and
assistance.
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IIL.  Support Groups

Support groups can be very helpful to OCD families.
They could be either related to Governmental health
institutes or non governamental social organizations.

IV. Financial Support

It is also important to support such high-risk families
(OCD families) financially, to gain the best treatment
strategies, both the medical treatment and other ways of
management.

V. Research Wise Recommendations

I- Further researches should be directed to investigate the
impact of mental illness on the rest of the family in every
aspect.

2- Screening for child mental health problems. Such
screening  researches are very deficient in our country,
especially when researches are concerned with children of
mentally ill. Also, it is important to have working
knowledge of the main risk and the protective factors for
child psychiatric disorder. Most of which are family
related.

3- Identification of risk and of disorder must be closely
linked with  the specialist multi-professional treatment
services.
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SUMMARY_AND CONCLUSIONS

In the field of psychiatry, family processes and interaction, as an
etiological factor for most of psychiatric disorders, have typically
been examined by many researchers. Comparative to this, few
researchers have studied the impact of the presence of
psychiatrically ill member on the rest of the family members
(especially children), or to what extent they cope with their
various psychosocial problems.

Parents are responsible for providing adequate environment to
make  their children thrive physically, emotionally and
intellectually. On the other hand, parental mental illness may
allter to a great extent such healthy upbringing atmosphere, that
may result in many psychosocial problems for children.

Moreover, parental obsessive compulsive disorder is not
uncommon psychiatric illness, in comparison to the rest of adult
psychiatric population. Anxiety and depression are common
disorders that always experience themselves in addition to the
original parental obsessions or compulsions. Such concomittant
disorders are always provoking to many adverse psychosocial
problems.

Children of OCD parents accommodate their parental rituals
through either participation in behaviors related to such rituals or
through modification of daily functioning. They may also be
negatively affected by such adverse life experiences and develop
emotional or behavioral problems.

Few studies have been carried out investigating the effects of
family adversity of parental OCD on the preschool and school-
age children especially in our country.

The aim of the present research is to find out the possible
psychiatric morbidity that might be manifested among children of
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obsessive compulsive parents with special emphasis on: anxiety,
depressive and obsessive compulsive symptoms and disorders.
Such illnesses were investigated according to the child age, sex
and DSM 1V criteria.

For such purposes two groups of parents as well as their children
were highly selected and they were named.

1. Patient group parents (OCD probands).
II.  Control group parents (psychological and organically free
comparison group).

The two groups were selected according to restricted inclusion
criteria as each of the parents (either patient or control parents)
has to be:

» Egyptian regardless his / her age, sex or social background.

= Having children of either or both sexes, aged 3 to 15 years of
age.

» Continuously living with their children for the last six
months until being assessed.

» For the OCD parents: they should fulfill the DSM 1V
criteria for OCD.

= For the control parents: they should be free from any
physical or psychiatric disorders as well as not receiving any
medical treatment including substance abuse and addiction.

Many parents were excluded from the reseearch as follows:

= Parents refused to participate or refused to include their
children in the research programme.

» Unmarried OCD cases, or married and having no children or
having children out of age under consideration.

» Parents having children with any other mental disorders
especially mental retardation.

-218-



Summary and Conclusions

Consents were taken from each of the OCD parents and control
parents afier prolonged explanation of both the steps and the
importance of the study. All parents as well as spouses and other
cargivers gave voluntary consent. Subjects refused to participate
were excluded from the study.

The present study was performed on subjects as
follows:

1- Patient group parents (OCD parents)

The first nineteen OCD parents attending the outpatient clinics
of Institute of Psychiatry, Ain Shams University and some private
clinics, and fullfilled th DSM IV criteria for OCD, as well as their
children [children no. = 42: (males = 17, females = 25)].

2- Control group parents

Thirteen  psychologically  and organically free subjects
volunteered for the ongoing study, matched as much as possible
with the patient group as well as their children [children no. = 35:
(males = 18, females = 17)].

Pilot study was performed on (5) OCD parents as well as their
children (no. = 8). According to the results of the pilot study, new
symptom checklists for all the symptoms and disorders under
investigation were organized.

Such  symptom checklists ~classified children into three age
classes  (for better assessment of different symptomatology
according to child age) as follows:

AC1 = 3to6years.
ACII = above 6 to 12 years.
ACIIl = above 12 to 15 years.
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Psychometric properties ol the new symptom checklist were
estimated as follows:

(1) Content validity:

All the symptom checklists were given to 10 professors ol
psychology and psychiatry to judge the relevance of the items in
each scale for assessment of the disorder under consideration. The
judges either add, remove or rearrange any item that was found to
be unsuitable or inapplicable.

The possible rearrangement of the scales was done, then the
checklists were rejudged by 5 professors of psychology and
psychiatry, after doing the possible modifications. They all agreed
for the valdity of items in assessing different symptomatology.

(2) Reliability:

Reliability of each of the symptom checklists, with its sub-scales
were tested using the “alpha cronbach” technique. All the
reliability coefficients were significant at 0.01 level.

That means that it is suitable for use for assessment of the
disorders used for it.

All OCD parents as well as control parents were subjected to:

1-Parent evaluation sheet - for collection of personal data.

2-DSM IV criteria for OCD.

3-The Arabic version of Yale Brown obsessive compulsive scale
(Y-BOCS).
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All children of either OCD or control parents were subjected
to:

1- Child and adolescent evaluation sheet.
2- Assessment of anxiety symptoms and disorders using:

a- Anxiety symptoms checklist for children.

b- DSM 1V criteria for different anxiety disorders and phobias:
[GAD  (including over anxious disorder in children),
separation anxiety, specific phobias, social phobia and
agoraphobia.

3- Assessment of depressive symptoms and disorders using:
a- Depression symptom cheklist for children.
b- DSM 1V criteria for depressive disorders (Dysthymia and
major depressive episode).

4- Assessment of obsessive compulsive symptoms and disorder
using:
a- Obsessive compulsive symptom chechlist for children.
b- DSM 1V criteria for OCD.

Application of tools on each individual takes from 30-45
minutes, and sometimes there was need to reassess some cases.

Many application difficulties were faced such as, the problem of
collection of cases in item of the restricted inclusion criteria and
the problem of making the subjects agree to participate in the
rescarch and include their children. On the other hand, the
problem of application of the tools on young children was very
time consuming.,

Data were collected and tabled then analysed using the SPSS
computer programme. T-test and ANOVA techniques were the
main slatistical methods used for analysis of data.
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The main results of the present research were classified
according to the different disorders under investigation as
follow:

I- Anxiety symptoms and disorders

Regarding anxiety symptoms and disorders, most of children of
OCD parents reported such manifestations according to their age,
sex and DSM IV criteria as follows:

A- Children aged 3 to 6 years:

Children of such age group did not show any significant anxiety
symptoms except the separation anxiety disorder which was
significantly present among such children with no sex difference.

B- Children aged above 6 to 12 vears

Children belonged to such age group showed the significant
presence of anxiety symptoms. Many anxiety symptoms were
reported such as: tension and worry throughout the day, sleep
problems (especially night mares), psychosomatic symptoms
(especially loss of appetite), irritability and tension, temper
tantrums, regression symptomatology and spesific phobias (such
as school related phobias, fear of animals, of insects,

darkness......). Males reported such anxiety symptoms more than
females.

Separation anxiety, generalized anxiety disorder and specific
phobias as diagnoses (according to DSM 1V) were significantly
present among such age group children.

Both separation anxiety and specific phobias were more
significant among males, whereas generalized anxiety disorder
showed no sex difference.
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C- Children aged above 12 to 15 years

Children of such age group showed many anxiety symptoms
which were highly significant among them. Such symptoms were
in the form of: tension and worry throughout the day, sleep
related problems (especially insomnia, hypersomnia, nightmares),
irritability and tension, specific phobias especially: school related
phobias, self injury phobia, and fear of death of themselves and
the others (especially mothers).

Both male and female children revealed such anxiety symptoms
with more significant symptomatology among females (males =
0.03, females = 0.004 level of significance).

Generalized anxiety disorder (including over anxious disorder in
children) were significantly present among children of such age
group with no sex difference. On the other hand, specific phobias
were present among such children especially males.

Separation anxiety disorder was not significantly present among
children of that age group.

Moreover, other phobias such as Agoraphobia and social phobia

as diagnoses were not reported at all by any of the children under
investigation of both patient and control parents.

II- Depressive symptoms and disorders

When  depressive symptoms and disorders were considered,
children of OCD parents reported the following results according
to the child age, sex and DSM 1V criteria for different depressive
disorders as follows:

A. Children aged 3 to 6 vears

Children of such age group showed no significant depressive
symptomatology among them, but when sex of the child was

-223-



Summary and Conclusions

considered, male predominance was revealed. Both Dysthymia
and major depressive episode were completely absent among such
age group children.

B- Children aged above 6 to 12 years

Depressive symptomatology were highly significant among
children of such age. Such symptoms were in the form of; feeling
unhappy and miserable, easy fatigue, inattention and poor
concentration, excessive slowness and poor appetite. Both male
and female children showed the significant presence of such
symptomatology.

Also Dysthymia was highly present among such children with
male predominance.

C- Children aged above 12 tolS5 years of age

Children of such age group showed the significant presence of
depressive symptoms. Such symptomatology was: feeling
miserable and unhappy, easy fatigue and loss of energy, flat
emotions, worthlessness, poor appetite and excessive slowness.
Both male and female children showed the significant presence of
such symptomatology.

Moreover Dysthymia as a diagnosis was significantly present
among children of the third age group. Both males and females
reported such diagnosis.

Major depressive episode as a diagnosis was completely absent
among children of both patient and control parents of the three
age groups under investigation.
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I11- Obsessive compulsive symptoms and disorder

Obsessive compulsive symptoms were significantly present
among  children of OCD parents according to their age and sex as
well as DSM 1V criteria as follows:

A. Children aged 3 to 6 vears

Children of such age group showed many OC symptoms such as
eating rituals, cleaning obsessions and compulsions (excessive
hand washing and counting compulsions).

Females showed significant presence of counting compulsions
while males showed no significant obsessions or compulsions
among them.

On the other hand, OCD as a diagnosis was completely absent
among children of both patient and control parents.

B- Children aged above 6 to 12 years

Children belonging to such age group showed the significant
presence of perfectionism and mastery, eating rituals, excessive
hand washing and ordering arranging compulsions.

Perfectionism was specifically present among males of such age
group.

On the other hand, OCD was not significantly repeated among
such age group childern.
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C- Children aged above 12 to 15 years

Children of the third age group reported the significant presence
of eating rituals as well as excessive hand washing as an
obsessional traits among them.

Females of such age group showed the significant presence of
many OC symptomatology such as counting compulsions, school
related rituals, ordering arranging compulsions as well as
obsessions related to perfectionistic general appearance.

Moreover females of such age group reported OCD as a
diagnosis among them compared to controls and male children.

The previously mentioned results were discussed in terms of the

previous literature. Many explanations were given in terms of
such literature as well as social, cultural and demographic
background.

As for conclusion, the present research proved the significant
relation between parental OCD and the appearance of many
symptoms and disorders especially anxiety, depressive and
obsessive compulsive symptoms and disorders among their
children. Absence of symptomatolgy of such disorders among the
control group children, prove the correlation between parental
OCD and the presence of child problems. Most of children (of
both sexes) of OCD parents showed significant anxiety,
depressive and obsessive compulsive symptoms and disorders
with variable degrees. Males reported anxiety and depressive
symptomatology in reaction to such stress, while females reported
more depressive and obsessive compulsive reactions to such
adverse life experiences.

Many recommendations and suggestions were enumerated
directed to OCD families (OCD parents, children and others
close to them), school teachers and school psychologists, medical
health professionals as well as to the common people.
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Such recommendations were related mainly o education of the
OCD parents and their familics through health education, radio
and T.V. programs, rcading books, attending lectures, talking to
prolessionals, directed programs and others to help them know
the disorder, its possible symptoms and ways of management.

Also, both medical health professionals and psychiatrists showed
raise¢ their knowledge about such disorder, for giving the best
family support, as regard the needs of the children as a primary
prevention and the needs of the OCD parents for the secondary
prevention.

Other recommendations include financial support and, support
groups which may be either related to the health institutes or to
the non-govermental social organizations.

As for the future researches, the researchers should direct their
attention to investigate the impact of parental mental illness on
the rest of family members in all aspects (social, psychological,
Jinancial, family attitudes modification of functioning and others).
Such researches are extremely lacking and deficient in our
country and need more investigation.

Also family participation and accommodation in either patient
obsessions or compulsions need more studies. The effect of
patient symptom as well as its severity on family functioning and
accommodation need further classification.

Lastly, family attitudes towards parent illness as well as the
negalive response, such attitudes might reflect on the parent
illness are questioned. Further study of family accommodation
and its relationship to family attitudes and patients outcome is of
direct clinical relevance.
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Appendix I

Parent evaluation sheet

* Patient name:

Sex: Female: Male:
Age: Date of birth:

Address:

Telephone:

* Duration of illness
* Education of the patient Yes

01 llliterate

02 Reads and writes
03 Primary school

04 Preparatory school
05 Secondary School
06 Technical school
07 University

08 Post graduate

09 Unknown

* Occupation of The Patient

* Marital status

01 Married No. of marriages
02 separated

03 Divorced
04 Widowed

* No. of children ...... * Males ... * Females

* Education of the spouse



* Occupation of the spouse

* General home atmosphere

01.
02.
03.
04.
05
06.
07.
08.
09.
10.
11

Harmonious
Quarrelsome
Cold

Competitive

. Overprotection

Warm

Over criticism
Over involvement
Communication
Exclusion
Unknown

* Family Function

a._quality of parental relationship

* Mutual affection

* Capacity to communicate about and resolve problems . ...

* Sharing of attitudes over child’s problems

b. Quality of parents — child relationship

01 Positive interaction

02 Parental level of criticism
03 Hostility

04 Rejection

05 Isolated parent

06 Overprotective

Yes

No

No

No



1. Name

2. Sex

3. Age

4. Birth date ;

5. School

6. Grade

7. Birth order:

Appendix 11

Child And Adolescent
Evaluation Sheet



* School
- First attendance

- Feelings towards school

- Feelings towards teachers

- Relation with his\her friends
- Educational progress

* Examination:
- General appearance

- Motor development * Sit
* Walk
- Language * Words

* Sentence

- Interaction with the examiner (cooperative
or not

- Intelligence * Verbal
* Draw a man

* Mood:
- Depression / Hopeless

- Mania / Hypertalkative

- Anhe donti

- Social withdrawal



- Self esteem

- Sleep/ Dreams/ Nightmares/ Night terrors
- Appetite

- Weight gain

- Concentration

- Dissociation

- Suicide

*Anxiety
- School refusal
- Phobias
- Panics
- Psycho somatic symptoms

- Somatic Co.

*Obsessions / Compulsions
- Rituals
- Obsessions

- Perfectionism






Appendix 111
Arabic version of Y-BOCS

AGGRESSIVE OBSESSIONS

Past | Current
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SEXUAL OBSESSIONS

Current

Past
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HOARDING / SAVING OBSESSIONS
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((Distinguish from nobbies and concern with objects of monetary or sentimental value))

RELIGIOUS OBSESSIONS
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MISCELLANEOUS OBSESSIONS

Current Past
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Appendix 1V

Anxiety symptom check-lists for children
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Appendix V

Depressive symptom check-lists for children
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Appendix VI

Obsessive Compulsive Symptom check-list for children
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APPENDIX VII-A

“ Generalized Anxiety Disorder ”

B Diagnostic criteria for 300.02 Generalized Anxiety
Disorder

A.

Excessive anxiety and worry (apprehensive expectation), occurring
more days than not for at least 6 months, about a number of events or
activities (such as work or school performance).

. The person finds it difficult to control the worry.

The anxiety and worry are associated with three (or more) of the
following six symptoms (with at least some symptoms present for more
days than not for the past 6 months). Note: Only one item is required
in children.

(1) restlessness or feeling keyed up or on edge

(2) being easily fatigued

(3) difficulty concentrating or mind going blank

(4) irritability

(5) muscle tension

(6) sleep disturbance (difficulty falling or staying asleep, or restless
unsatisfying sleep)

. The focus of the anxiety and worry is not confined to features of an

Axis I disorder, e.g., the anxiety or worry is not about having a Panic
Attack (as in Panic Disorder), being embarrassed in public (as in Social
Phobia), being contaminated (as in Obsessive-Compulsive Disorder),
being away from home or close relatives (as in Separation Anxiety
Disorder), gaining weight (as in Anorexia Nervosa), having multiple
physical complaints (as in Somatization Disorder), or having a serious
illness (as in Hypochondriasis), and the anxiety and worry do not occur
exclusively during Posttraumatic Stress Disorder.

The anxicty, worry, or physical symptoms cause clinically significant
distress or impainment in social, occupational, or other important areas
of functioning.

. The disturbance is not due to the direct physiological effects of a

substance (e.g., a drug of abuse, a medication) or a general medical
condition (e.g., hyperthyroidism) and does not occur exclusively during
a Mood Disorder, a Psychotic Disorder, or a Pervasive Developmental
Disorder.




APPENDIX VII-B

“ Separation Anxiety Disorder ”

N
(2)

(3

4

(6))
©)

@)
®

. Specify if.

M Diagnostic criteria for 309.21 Separation Anxiety
Disorder _ :

A. Developmentally inappropriate and excessive anxiety concerning sep-
aration from home or [rom those to whom the individual is attached, as
evidenced by three (or more) of the following:

recurrent excessive distress when separation from home or nujor
attachment figures oceurs or is anticipated

persistent and exceessive worry about losing, or about possible harm
hefalling, major attachment figures

persistent and excessive worry that an untoward event will lead o
separation from a major attachment figure (e.g., getting lost or being,
kidnapped)

persistent reluctance or refusal o go 0 school or elsewhere
because of fear of separation

persistently and excessively fearful or reluctant 10 be alone or
without nujor attachment figures at home or without significant
adults in other settings

persistent reluctance or refusal 1o go to sleep without being near
a major attachment figure or to sleep away from home

repeated nightmares involving the theme of separation

repeated complaints of physical symptoms (such as headaches,
stomachaches, nausea, or vomiting) when separation from major
attachment figures occurs or is anticipated

B. The duration of the disturbance is at least 4 weeks.
C. The onset is before age 18 years.

D. The disturbance causes clinically significant distress or impairment in
social, academic (occupational), or other important areas of functioning.

. E. The disturbance does not occur exclusively during the course of a
Pervasive Developmental Disorder, Schizophrenia, or other Psychotic
Disorder and, in adolescents and adults, is not better accounted for by
Panic Disorder With Agoraphobia.

L Early Onset: if onset occurs before age 6 years

L""\




APPENDIX VII-C

« §pecific Phobias ”

M Diagnostic criteria for 300.29 Specific Phcbia

A.

B.

Marked and persistent fear that is excessive or unreasonable, cued by
the presence or anticipation of a specific object or situation (e.g., flying,
heights, animals, receiving an injection, seeing blood).

Exposure to the phobic stimulus almost invariably provokes an immedi-
ate anxiety response, which may take the form of a situationally bound
or situationally predisposed Panic Attack. Note: In children, the anxiety
may be expressed by crying, tantrums, freezing, or clinging.

The person recognizes that the fear is excessive or unreasonable.
Note: In children, this feature may be absent.

. The phobic situation(s) is avoided or else is endured with intense anxiety
or distress,

The avoidance, anxious anticipation, or distress in the feared situation(s)
interferes significantly with the person’s normal routine, occupational
(or academic) functioning, or social activities or relationships, or there
is marked distress about having the phobia.

In individuals under age 18 years, the duration is at least 6 months.

The anxiety, Panic Attacks, or phobic avoidance associated with the
specific object or situation are not better accounted for by another
mental disorder, such as Ohsessive-Compulsive Disorder (e.g., fear of
dirt in someone with an obsession about contamination), Posttraumatic
Stress Disorder (e.g., avoidance of stimuli associated with a severe
stressor), Separation Anxiety Disorder (e.g., avoidance of school), Social
Phobia (e.g., avoidance of social situations because of fear of embar-
rassment), Panic Disorder With Agoraphobia, or Agoraphobia Without
History of Panic Disorder.

Specify type:
Animal Type

N

atural Environment Type (e.g., heights, storms, water)

Blood-Injection-Injury Type
Situational Type (e.g., airplanes, elevators, enclosed places)
Other Type (e.g., phobic avoidance of situations that may lead to choking,

vomiting, or contracting an illness; in children, avoidance of loud sounds
or costumed characters)




APPENDIX VII-D

“ Social Phobia »

M“M—

M Diagnostic criteria for 300.23 Social Phobia

A A marked and persistent fear of one or more social or performance
situations in which thes person is exposed to unfamiliar people or to
possible scrutiny by others, The individual fears thar he or she will act
in a way (or show anxiety symptoms) that will be humiliating or
embarrassing.  Note: [n children, there must be evidence of the capacity
tor age-appropriate social relationships with familiar people and the
anxiety must occur in peer settings, not just in interactions with adults.

B. Exposure 10 the feared social situation almost invariably provokes
anxiety, which may take the form of a situationally bound or situationally
predisposed  Panic Auack. Note: In children, the anxiety may be
expressed by crying, tantrums, freezing, or shrinking from social situa-
tons with unfamiliar people.

9]

The person recognizes that the fear is excessive or unreasonable,
Note: in children, this feature may be absent.

D. The feared social or performance situations are avoided or clse are
endured with intense anxiety or distress,

E. The avoidance, anxious anticipation, or distress in the feared social or
performance situation(s) interferes significa ntly with the person's normal
routine, occupational (acadentic) functioning, or social activities or
relationships, or there is marked distress about having the phobia.

F. In individuals under age 18 years, the duration is at least 6 months.

G. The fear or avoidance is not due to the direct physiological effects of a
substance (e.g., a drug of abuse, a medication) or a general medical
condition and is not better accounted for by another menta) disorder
(e.g., Panic Disorder With or Without Agoraphobia, Separation Anxiety
Disorder, Body Dysmorphic Disorder, a Pervasive Developmental Dis.
order, or Schizoid Personality Disorder).

H. If a general medical condition or another mental disorder is present, the
fear in Criterion A is unrelated to it, e.g., the fear is not of Stuttering,
trembling in Parkinson’s disease, or exhibiting abnormal eating behavior
in Anorexia Nervosa or Bulimia Nervosa,

Specify if:

Generalized: if the fears include most social situations (also consider the
additional diagnosis of Avoidant Personality Disorder)




APPENDIX VII-E

“ Agora Phobia ”

B Criteria for Agoraphobia -

Note: Agoraphobia is not a codable disorder. Code the specific disorder in which
the Agoraphobia occurs (e.g., 300.21 Panic Disorder With Agoraphobia [p. 402 or
300.22 Agoraphobia Without History of Panic Disorder {p. 404]).

A. Anxiety about being in places or situations from which escape might be
difficult (or embarrassing) or in which help may not be available in the
event of having an unexpected or situationally predisposed Panic Attack
or panic-like symptoms. Agoraphobic fears typically involve character-
istic clusters of situations that include being outside the home alone;
being in a crowd or standing in a line; being on a bridge; and traveling
in a bus, train, or automobile.

Note: Consider the diagnosis of Specific Phobia if the avoidance is limited to
one or only a few specific situations, or Social Phobia if the avoidance is limited
1o social situations.

B. The situations are avoided (e.g., travel is restricted) or else are endured
with marked distress or with anxiety about having a Panic Attack or
panic-like symptoms, or require the presence of a companion.

C. The anxiety or phobic avoidance is not better accounted for by another
mental disorder. such as Social Phobia (e.y.. avoidance limited to social
situations because of fear of emburrassment), Specific Phobia (e.g..
avoidance fimited to a single situation like elevators). Obsessive-
Compulsive Disorder (eg.. avoidance of dirt in someone with an
obsession about contamination). Posttraumatic Stress Disorder (e.g..
avoidance of stimuli associated with a severe stressor). or Separation
Anxiety Disorder (e.g., avoidance of leaving home or relatives),







APPENDIX VIII-A

“ Major Depressive Episode ”

M Criteria for Major Depressive Episode

A.

Five (or more) of the following symptoms have been present during the
same 2-week period and represent a change from previous functioning;
at least one of the symptoms is either (1) depressed mood or (2) loss
of interest or pleasure.

Note: Do not include symptoms that are clearly due to a general medical
condition, or mood-incongruent delusions or hallucinations.

(1) depressed mood most of the day, nearly every day, as indicated
by either subjective report (e.g., feels sad or empty) or observation
made by others (e.g., appears tearful). Note: In children and
adolescents, can be irritable mood.

(2) markedly diminished interest or pleasure in all, or almost all,
activitics most of the day, nearly every day (as indicated by either
subjective account or observation made by others)

(3) significant weight loss when not dieting or weight gain (e.g., a
change of more than 5% of body weight in a month), or decrease
or increase in appetite nearly every day. Note: In children,
consider failure to make expected weight gains.

(4) insomnia or hypersomnia nearly every day

(5) psychomotor agitation or retardation nearly every day (observable
by others, not merely subjective feelings of restlessness or being
slowed down)

(6) fatigue or loss of energy nearly every day

(7) feelings of worthlessness or excessive or inappropriate guilt (which
may be delusional) nearly every day (not merely self-reproach or
guilt about being sick)

(8) diminished ability to think or concentrate, or indecisiveness, nearly
every day (either by subjective account or as observed by others)

(9) recurrent thoughts of death (not just fear of dying), recurrent
suicidal ideation without a specific plan, or a suicide attempt or a
specific plan for committing suicide

The symptoms do not meet criteria for a Mixed Episode (see p. 335).

The symptoms cause clinically significant distress or impairment in
social, occupational, or other important areas of functioning.

. The symptoms are not due to the direct physiological effects of a

substance (e.g., a drug of abuse, a medication) or a general medical
condition (e.g., hypothyroidism).

The symptoms are not better accounted for by Bereavement, i.e., after
the loss of a loved one, the symptoms persist for longer than 2 months
or are characterized by marked functional impairment, morbid preoc-
cupation with worthlessness, suicidal ideation, psychotic symptoms, or
psychomotor retardation.




APPENDIX VIII-B

“ Dysthymic Disorder *

-

M Diagnostic criteria for 300.4 Dysthymic Disorder

A.

D.

H.

Depressed mood for most of the day, for more days than not, as
indicated cither by subjective account or observation by others, for at
least 2 years. Note: In children and adolescents, mood can be irritable
and duration must be at least 1 year.,

Presence, while depressed, of two (or more) of the following;
(1) poor appetite or overeating

(2) insomnia or hypersomnia

(3) low cnergy or fatigue

4 low self-esteem

(5)  poor concentration or difficulty making decisions

(0 feelings of hopelessness

During (he 2-year period (1 year for children or adolescents) of the
disturbance, the person has never been without the symploms in
Criteria A and B for more than 2 months at a time.

No Major Depressive Episode (see P. 327) has been present during the
first 2 years of the disturbance (1 year for children and adolescents); i.e.,
the disturbance is not better accounted for by chronic Major Depressive
Disorder, or Major Depressive Disorder, In Partial Remission.

Note: There may have been a previous Major Depressive Episode provided
there was a full remission (no significant signs or symptoms for 2 months) before
development of the Dysthymic Disorder. In addition, after the initial 2 years
(1 year in children or adolescents) of Dysthymic Disorder, there may be
superimposed episodes of Major Depressive Disorder, in. which case hoth
diagnoses may be given when the criteria are met for a Major Depressive Episode.

There has never been a Manic Episode (see p. 332), 2 Mixed Episode
(see p. 335), or a Hypomanic Episode (see P- 338), and criteria have
never been met for Cyclothymic Disorder.

The disturbance does not occur exclusively during the course of a
chronic Psychotic Disorder, such as Schizophrenia or Delusional Disorder.

- The symptoms are not due to the direct physiological effects of a

substance (e.g., a drug of abuse, a medication) or a general medical
condition (e.g., hypothyroidism).

The symptoms cause clinically significant distress or impairment in
social, occupational, or other important areas of functioning.

Specify if:
Early Onset: if onset is before age 21 years
Late Onset: if onset is age 21 years or older

Specify (for most recent 2 years of Dysthymic Disorder):
With Atypical Features (see p. 384)




APPENDIX 1X

“DSM 1V CRITERIA FOR OCD”

B Diagnostic criteria for 300.3 Obsessive-Compulsive
Disorder

A

. Either obsessions or compulsions:

Obsessions as defined by (1), (2), (3), and (4):

(1) recurrent and persistent thoughts, impulses, or images that are
experienced, at some time during the disturbance, as intrusive and
inappropriate and that cause marked anxiety or distress

(2) the thoughts, impulses, or images are not simply excessive worries
about real-life problems

(3) the person attempts L0 ignore or suppress such thoughts. impulses,
or images, or to neutralize them with some other thought or action

(4) the person recognizes that the obsessional thoughts. impulses, or
images are a product of his or her own mind (not imposed from
without as in thought insertion)

Compulsions as defined by (1) and (2):

(1) repetitive behaviors (e.g., hand washing, ordering, checking) or
mental acts (e.g.. praying, counting, repeating words sitently) that
the person feels driven to perform in response to an obsession, or
according to rules that must be applied rigidly

(2) the behaviors or mental acts are aimed at preventing or reducing
distress or preventing some dreaded event or situation: however,
these behaviors or mental acts either are not connected in a realistic
way with what they are designed to neutralize or prevent or are
clearly excessive

At some point during the course of the disorder, the person has
recognized that the obsessions or compulsions are excessive or unrea-
sonable. Note: This does not apply to children.

The obsessions or compulsions cause marked distress, are time consum-
ing (take more than 1 hour a day), or significantly interfere with the
person’s normal routine, occupational (or academic) functioning, or
usual social activities or relationships.

_ If another Axis | disorder is present, the content of the obsessions or
compulsions is not restricted to it (e.g.. preoccupation with food in the
presence of an Eating Disorder; hair pulling in the presence of
Trichotillomania; concern with appearance in the presence of Body
Dysmorphic Disorder; preoccupation with drugs in the presence of a
Substance Use Disorder; preoccupation with having a serious illness in
the presence of Hypochondriasis; preoccupation with sexual urges or
fantasies in the presence of a Paraphilia; or guilty ruminations in the
presence of Major Depressive Disorder).

The disturbance is not due to the direct physiological effects of a
substance (e.g., a drug of abuse, a medication) or a general medical
condition.

Specify if:
with Poor Insight: if, for most of the time during the current episode,

the person does not recognize that the obsessions and compulsions are
excessive or unreasonable
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