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CASO CLINICO

* Nome: S.M.

« Eta: 22

* Occupazione: Studente Universitario
(Ingegneria)

* Inviato dal mmg per valutazione
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CASO CLINICO

Prima osservazione in ambito
specialistico psichiatrico

« Tratti anancastici di personalita, tendente
all’ipercontrollo.

* Da qualche mese, in relazione ad EVS in ambito
relazionale: netta elevazione della quota ansiosa
libera, comparsa rimuginazioni in chiave OC su
temi esistenziali e religiosi, tematiche di dubbio
sempre piu interferenti, ideazione di contrasto.

« Scadimento del funzionamento sociale ed
universitario.

“Disturbo ossessivo compulsivo” mf‘x. rix 4 ECM



CASO CLINICO

v" Ruminazioni sulla propria
identita sessuale, su temi
esistenziali e religiosi

v Dubbio e indecisione, con
difficolta nell’ azione

v ldeazione di contrasto, a
contenuto sessuale

Egodistonia

Interferenza con il normale
funzionamento

S S
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CASO CLINICO

¥'Valutazione clinica ity Ly, MmN
trasversale '

Y'In base all’ osservazione
clinica, viene posta diagnosi
di DOC

v Prescritta terapia a base di
SSRI >FLUOXETINA 40 mg/
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CASO CLINICO Decorso (1)

* Miglioramento dei dubbi
ossessivi, riduzione delle idee
di contrasto

* Miglioramento del
funzionamento globale,
ripresa dell’ universita, delle
attivita sportive e sociali,
riduzione dei sentimenti di
demoralizzazione.

* Quota ansiosa fluttuante
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CASO CLINICO Decorso (2)

* Ridotto bisogno di sonno

* Incremento delle energie e
delle attivita sociali

* Loquacita (insolita, secondo i
familiari), fino a logorrea

* Coinvolgimento in attivita a
rischio, spese eccessive

* Progettualita incongrua
* Spunti di irritabilita
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ALCUNI SPUNTI DI RIFLESSIONE...

v Quali sono gli elementi nuovi e le loro
implicazioni?

v Cosa e stato tralasciato nella prima
valutazione clinica?

v Come intervenire?
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ALCUNI SPUNTI DI RIFLESSIONE...

v La diagnosi di Disturbo Bipolare viene
misconosciuta, perché e stata fatta una
valutazione trasversale e non
longitudinale.

v Non vengono esplorate familiarita e
decorso

v E’ mancata una valutazione delle possibili
comorbidita (mediche e psichiatriche)
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CASO CLINICO

Si rende necessaria una nuova
valutazione psichiatrica, durante la quale
vengono esplorate familiarita e decorso
che riorientano la diagnosi, mettendo in
luce le comorbidita.
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CASO CLINICO

FAMILIARITA: Positiva in entrambe le

linee per disturbi di interesse psichiatrico B
« Familiarita per disturbo bipolare in linea 1
materna (nonno materno) g
 Familiarita per DOC e disturbo d’ ansia -
In linea paterna (padre) i
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CASO CLINICO

DECORSO:

Precedente fase depressiva(19 aa),
che era stata correlata ad un voto
basso inaspettato alla maturita.
Riduzione delle energie e deqli
interessi, ritiro sociale, infuturazione
pessimistica.

Trattato con un ciclo di psicoterapia
imprecisata, con remissione dei
sintomi.
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CASO CLINICO Gestione Farmacologica

Cosa si fa a questo punto?

* Impostazione di terapia con Timoregolatori
(Acido Vaproico, fino a 750 mg/die) L PSYCHIATRIC

HELP =4

» Revisione della terapia antidepressiva .
(Sospensione di fluoxetina, reinserimento
successivo di Sertralina)

THE DOLTCR 1*
IS |iN

« BDZ in fase acuta, per ridurre lo stato
ansioso e migliorare il pattern ipnico.
Successivo scalaggio in 15 gg circa.
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The clinical impact of bipolar and unipolar affective comorbidity
on obsessive—compulsive disorder

Giulio Perugi®*, Hagop S. Akiskal”, Chiara Pfanner”, Silvio Presta”, Alfredo Gemignani”,
Alessandro Milanfranchi®, Patrizia Lensi®, Susanna Ravagli®, Giovanni B. Cassano®

‘Instireee of Psychiary. Cwiversity of Pisa. Pisa, fealy
"Depurtment of Psychiatry, University of California, Sun Diego, CA, USA

Received 7 November 1996; accepuxd & April 1997

Abstract

Previous studies on the comorbidity of Obsessive-Compulsive Disorder (OCD) have largely focused on comorbidity with
major depressive and anxiety disorders. The present investigation deals with a more complex pattern of comorbidity
invelving bipolanty. Indeed, mn a consecutive series of 215 QOCD outpauents, 15.7% had such comorbidity (mostly with
bipolar IT diserder). Unlike non-bipolar OCD paticnts, these had a more gradual onset of their OCD which, nonctheless,
pursued a more episodic course with a greater number of concurrent major depressive episodes. These bipolur OCD patients
had a significantly higher rate of sexual and religious obsessions, and a significantly lower rate of checking rituals, OCD

probands with non-bipolar major depressive comorhidity (34.8%) were then compared with the remainder of OCD, These
‘umipolar’ OQCT) were older, hul a more chranie coumse with hospilelizations and suieide attempis, had greater comorhility
with generalized anxiety disorder and caffeine abuse; finally, they were more likely to have aggressive obsessions and those
with a philosaophical, superstitions or hizarre content. Qur data suggest that when comorbidity nceurs with bipalar and
unipoler alfective disorders it has a differentia] impocet on the clinical chamctensiics, comorbidily and course of OCT. We
submit that the presence of major depression in OCD is incidental, as OCD in such cases dominates the course and dictates
treatment choice. By contrast, when hipalar and obsessive—compulsive disorders co-exist, bipolarity should take precedence
in diagnesis, course and treatment considerations. @ 1997 Elsevier Science BV,

Keywords: Obsessive compulsive disorder; Bipolar II; Unmipolar depression; Comorbidity




DISTURBO BIPOLARE e DOC

Maggior frequenza di ossessioni a
contenuto sessuale e religioso

Minor frequenza di rituali di ordine o
di check

Comorbidita maggiore con Disturbo
di Panico- agorafobia

Comorbidita con Fobia Sociale

Comorbidita maggiore con abuso di
sostanze (alcool, sedativi, nicotina,
caffeina)

| trattamenti con TCA e SSRI sono
associati ad un piu elevato rischio di
switch, specialmente se non in
associazione a timoregolatori
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Obsessive-Compulsive-Bipolar Comorbidity:
A Systematic Exploration of Clinical Features
and Treatment Outcome

Giulio Perugi, M.D,; Cristina Toni, M.D.; Franco Frare, M.D;
Maria Chiara Travierso, M.D.; Elie Hantouche, M.D.; and Hagop S. Akiskal, M.D.

Bockgpround: Notwithstanding the emerging litera-
wre om comorbidity Berween bbsessivo-compulsive dis-
ordor (OCD) and bipolar diseeder, relatively fow sys-
wematic data exast on the chaical sharacteristicos of this
aeface and its treatment. The fuf of the presem stady
o 1o addeess this challesge as it appeass in 2 setting of
roctne clinical peactice.

Merthod: The sample comprisad 68 fafegts with
comorbid DSM-IV diagnoses of OCD aps megtr dopres-
sve optsnde admitied and treased at theSay-hospital in
the Deparment of Psychiatry at the Universiy of I
(Pisa, aly) duning a 3-year period Qanwary (955~
Decomber 1598), Thirty-cight patients (55 8% showed
Efetsme comorbid bipolar dosceder (12 [31.65] bipdiar |
and 26 [65.4%) bipolar II). Disgnoses and clnical fég.
wures were colleciad by means of stroctesed (Soructured
Clnical Interview for DSM-IV) and semistroctored in-
terviews (OCD-Raerview ). Assessments of drog treat-
menty, climical outcome, and advense offects wore made
proapectively as part of routine chnical care throughout
the course of their day-hospralization

Resalis: lo comoak with aon-bipolar OCD patients,
OCD-Bipolar paticms showed & more epaodic course
with a greater nuaber of Concurren major depressive
epaedes. They repomed a sipnificantly higher rme of
seausd obwessions and sipnificently lower rate of ceder-
ng nwals. Furthermaore. they reporsed more freqeent
cerrent comorbidity with pame dsorder-agoraphobia
and abuse of different substances (alcobol, sedatives,
micotine, and coffec), Drug treatment with clomipeamine

and, 10 & Jesser exient, with selective serctonia reuptake
whibitoes wis asocaled with hypomane switches in
OCD-Bipolar paticms, especially in thise 0ol Concomi-

GEly Geaed with =008 statEpers. A COMBANELN OF
multiple mood stabilizers was aecessary in 16 OCD.
bipolar patsents (42.1%) and a combination of mood
stabalizers with atypecal antipsychotcs was regeired in
4 cases (10.5%). OCD-bipolar patients tended to show
a Jess positive omcome for mood symptomatology and
general fanctoning. Theee patiens sequined hospitalizs-
Lon for severe mixed episode

Conclasion.: In 2 tertiary care center, comorbidity
Between OCD and bipolar disceder & a sgnificant clini-
cal problem affectng 2 larpe sumber of patents and has
a substantial /mpact on the clinical characteristics and
remtment outcome of both disceders

() Clig Psychiary 2002:63:1129-1134)

Reveived Iuly 25, 2000 socepsnd Apell €, 2007, Frows the Depiriment
of Fochary Nearctiology, Feormacology, and  Bodectnologies,
Cnnverasty of Mira, Pz, faty (Drs. Perugt aed Travaerso): fatnse of
Behavaors Sciexcer "G v [220," Corrare- Mg, Maly (Dvs. Perag, oz
and Frome); Adwls Mertd Heoltk Umy, Fuss Zone, Poxosa, Ialy
k. Frore): Mood Cenyr, Pav-Salpérver Mopeal, Fans, Fronce
v Mawwowche ) aned e Tosermavonal Mood Cewser, Depavimens of
Prvchiarry, Usivernny of Colllewis & Sie Dliepo smd  Meverans
Adwwnisvation Matiow Cesser. Lo Jolla. Coli (Dv. Alishal)

In Mhe spieir of ol Neciosare asd i compiisnce i oV ACCME
Ensennsd Avear aod Podicies. e ooy v ovs CME sty weve ssled
2 compiedr ¢ ol drclomarr 1asemext. The xformenion receoved & ar
Jollionex: L. Aktzkal tr & connaliant for LAYy ond o ou She speaberiadviacry
boord for Laly and Jonoen

Cormeaponding aathor ond arprietr: Gaalo Ferug, MDD [eparoment
of Prychiarry, Uxtvernty of Flaz, Yaa Roms 87, 600, Misa, Baly fe-madd-
peragt® pnco med angt it

ijar depression has been considered the most
commoea complication of obsessive-compulsive
diporder (OCD), ranging from 135 10 75%., 77 Less alien-
lioe Bas been devoted 1o the comoebadity between OCD
and bipolar disceder, despite numerous reports based ca
= nomsystépnatic search for such an association.™” The de
velopment ol Spanis or hypomania in respoase 10 res-
ment withunicysdie stidepeessants or selective serctonin
reupeake inhibitors fSRRIs) has been described widely in
OCD case series and separes.” * Lifetime comorbidity be
tween OCD, panic disofdes, and social phobia on the one
hand, and mood disceder ba the other, has been system-
azically investigated by means of standardized assessment
in a recent Pisa-San Diego collaborative stody.” Major
depression was the most Soenmon cofrwybnad discorder, and
the rate of comartnd major depressaon, was,significantly
higher in the social phobiz (52.1%) and QCD (38%)
groups than in the panic disorder (29 4%) groyu Even bi-
polar I disocder was moee requently associaed with so-
cial phebéa (21.1%) and OCD (17.7%) than with panic
disorder (5.0 ). These findings contradict a common per
ception that the relationship between anvcty and mood
disorders is largely limated 10 unipolar depressaon and
dysthymia. Epedemiclogic studies in the community sep
port the significant relationship between bipolar disoeder
ad OCD,"" suggesting that such coenorbidy is not
simply a result of climacal center bias,

Clinical data regarding the comorbidity between bi
polar disorder and OCD have also been reparted in both



“Keeping in mind scantiness and heterogeneity of the available
literature, the best interpretation of the available evidence appears
to be that mood stabilization should be the primary goal in treating

BD-OCD patients.”

(Amerio A., Odone A., Marchesi C., Ghaemi SNJ Affect Disord. 2014.)
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GRAZIE PER LATTENZIONE
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