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Objective. The purpose of this paper is to provide evidence for the relationship between personality disorders (PDs), obsessive
compulsive disorder (OCD), and other anxiety disorders different from OCD (non-OCD) symptomatology. Method. The sample
consisted of a group of 122 individuals divided into three groups (41 OCD; 40 non-OCD, and 41 controls) matched by sex, age, and
educational level. All the individuals answered the IPDE questionnaire and were evaluated by means of the SCID-I and SCID-II
interviews. Results. Patients with OCD and non-OCD present a higher presence of PD.There was an increase in cluster C diagnoses
in both groups, with no statistically significant differences between them. Conclusions. Presenting anxiety disorder seems to cause a
specific vulnerability for PD.Most of the PDs that were presented belonged to cluster C. Obsessive Compulsive Personality Disorder
(OCPD) is the most common among OCD. However, it does not occur more frequently among OCD patients than among other
anxious patients, which does not confirm the continuum between obsessive personality and OCD. Implications for categorical and
dimensional diagnoses are discussed.

1. Introduction

Over the last few years the study of Obsessive Compulsive
Disorder (OCD) has raised an increasing amount of interest
in different fields. As its name suggests, the clinical condition
ofOCD is characterised by the presence of obsessions or com-
pulsions. An obsession is a recurring and persistent thought,
idea, or image, which is experienced in a parasitic way and its
content is usually undesirable and produces anxiety; to a large
extent it is involuntary and disturbs the course of the subject’s
normal thought activity. Sometimes it is accompanied by the
need to perform a certain action (either behaviour or other
thoughts), which is performed as a compulsion or obsessive
ritual with the aim of reducing the feeling of distress.

The term “obsessive” has been used to refer to symptoms
or personality traits, such as aspects related to the previous
personality of the individual; the form the disorder takes as it
develops; the possibility of confusing a symptom and a trait
when the symptom lasts for years; or the transformation of a
symptom into a trait when the individual accepts and includes
it as a way of adapting to a painful and invalidating illness. All
these questions are relevant in the study of personality and its
relation with Axis I disorders.

A topic of debate in the study of this pathology has
been the continuumbetween obsessive personality andOCD.
According toVallejo [1], previousworks (generally about psy-
choanalytic orientation) indicate the existence of obsessive
personalities in obsessive patients (50–80%), which would
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speak in favour of such a continuum. However, recent studies
using DSM-based criteria point to lower percentages—a
finding that queries the existence of a continuum between
obsessive personalities and OCD. In studies based on DSM-
III-R criteria [2] the relation that is found is not specifically
between OCD and Obsessive Compulsive Personality Disor-
der (OCPD). Nevertheless, cluster C is, in general, the one
that is most frequently associated with OCD [3, 4]. Albert et
al. [5] analysed 15 studies conducted between 1999 and 2002,
in which the presence of OCPD was measured in samples
of patients with OCD. Results showed a great variability in
comorbidity measures (3–36%) and only a minority of OCD
patients (18%) also met criteria for OCPD.

The same results were found in a study carried out by
Torres et al. [6] using data from the 2000 British National
Survey of PsychiatricMorbidity [7, 8]. In this study they evalu-
ated the prevalence of personality disorders in OCD adults in
a general population sample, the differences in pathological
personality between genders, comorbidity with other anxiety
disorders, and the presence of obsessions, compulsions, or
both. Results indicated that OCD patients show more PD
in general in comparison to other groups with other anxiety
disorders, whereas PD from cluster Cwere themost common
among OCD.

Given that categorical proposals still prevail from the
consecutive editions of the DSM [9] and that in the clinical
field the comprehension of these disorders from categorical
proposals is common, the main purpose of this paper is
to provide evidence for the continuum between OCD and
personality disorders. In order to carry out this purpose, two
secondary objectives were planned: first, symptomatology
of PD was analysed in three groups with different severity
gradient. Second, differences in frequency of categorical PD
between two clinical groups were analysed, paying special
attention to the frequency of OCPD in both clinical groups.

2. Material and Methods

2.1. Description of the Sample. Demographic and clinical data
are summarised in Table 1. The final sample consisted of
a group of 122 participants, who were divided into three
groups (41OCD, 40 non-OCDanxiety, and 41 control group).
Clinical samples were obtained from patients treated at the
outpatients’ service of the Department of Mental Health 2 at
the General Hospital of Castelló (Spain). The control group
was composed of university students and students from an
adult school in the same city. At the beginning of the study
all the participants were told of the purpose of the research,
and those who volunteered to participate then signed an
informed consent form. As shown in Table 1 there were no
significant statistical differences between the three groups in
the demographic variables.

Regarding depressive symptoms assessed through BDI-
II, significant differences between control group and both
clinical groups,OCDgroup andnon-OCDgroup,were found
after correcting by Bonferroni’s test (𝑃 = .000). However,
differences between clinical groups did not rise significant
level (𝑃 = .657).

More specifically, patients with OCD obtained scores
withinmoderate range in Y-BOCS (mean = 24.93, Sd = 6.47).

Participants in the study were assessed according to
DSM-IV-TR criteria. In relation to Axis I, all participants in
OCD group met criteria for a primary diagnosis of OCD,
and only 17 showed a secondary diagnosis. The non-OCD
groupmet criteria for a primary diagnosis of anxiety disorder
with the exception OCD, and 18 participants showed another
secondary diagnosis. In relation to the Axis II, Table 2 shows
in more detail diagnosis of PD in both clinical groups (OCD
and non-OCD). Finally, control group did not meet criteria
for any disorder neither in Axis I nor Axis II.

2.2. Measures. International Personality Disorder Examina-
tion [10] (IPDE), Spanish version by Lopez-Ibor et al. [11], is
a diagnostic tool composed of a self-report and a semistruc-
tured clinical interview used to evaluate the different PDs
according to DSM-IV [9] and/or ICD-10 criteria [12]. Only
the self-report was used as a screening measure. The choice
of this instrument is justified because of its widespread use in
both the clinical and research fields, together with its positive
psychometric properties, that is, average kappa coefficient
0.73 and test-retest 0.87 [13].

Structured Clinical Interview for DSM-IV Axis I Disor-
ders [14] (SCID-I), semi-structured interview used for evalu-
ating some of the clinical symptoms described in DSM-IV in
Axis I. It correctly evaluates affective disorders, schizophrenia
and other psychotic disorders, such as substance-related dis-
orders, anxiety disorders, somatomorphic disorders, eating
disorders, and adaptive disorders.

StructuredClinical Interview forDSM-IVAxis II Person-
ality Disorders [15] (SCID-II) is a semi-structured interview
used for evaluating different PDs described in the DSM-
IV from the categorical approach to determine the actual
diagnosis. Moreover, each question has four possible answers
to choose from, which also allows a dimensional approach.

Yale-Brown Obsessive Compulsive Scale (Y-BOCS) [16,
17], Spanish version by Sal et al. [18]. is a semi-structured
interview enabling the clinician to establish an overall sever-
ity rating as well as separate severity ratings for both obses-
sions and compulsions. The severity scale of the Y-BOCS
contains 10 items: 5 for obsessions and 5 for compulsions.
Satisfactory reliability, and validity have been reported for the
Y-BOCS [19].

Beck Depression Inventory (Second Edition) (BDI-II)
[20], Spanish version by Sanz et al. [21], is a self-administered
tool for screening and assessing the severity of depression in
adolescents and adults. Twenty-one items assess the inten-
sity of depression in diagnosed patients as well as detect
possible depression in normal population. The BDI-II has
been shown to be a reliable and well-validated measure of
depressive symptomatology [21].

2.3. Evaluation Procedure. All clinical patients were recruited
from public mental health services (Department 2 of Health
in Valencian Region of Spain) through different procedures
as follows. In a three years period, all first referral patients
whomet criteria for OCDwere recruited for the OCD group.
In order to equal the groups (on gender, age, and instruction
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Table 1: Demographic characteristics and BDI-II results of subjects with OCD, without OCD, and control subjectsa.

OCD
(n = 41)

Non-OCD
(n = 40)

Control
(n = 41) Test statistic df 𝑃 ESb

Age 35.78 (10.63) 35.37 (10.14) 34.90 (9.7) F = 0.08 2,118 .928 .001
Gender (% male) 16 (39.02) 12 (30) 16 (39.02) 𝜒

2
= 0.95 2 .622 .088

BDI-II 20.07 (12.02) 23.28 (14.80) 7.80 (6.79) 𝐹 = 19.97 2,119 .000 .251
Educational level 𝜒

2
= 0.95 6 .911 .132

No studies 1 1 1
Primary studies 12 15 12
Secondary studies 12 12 15
University studies 16 12 13

aResults by group are presented as 𝑛 (% of subjects) for 𝜒2 analyses and mean (SD) for ANOVA.
bEffect sizes are presented as phi for 𝜒2 analyses and eta for ANOVA (0.10 = small, 0.30 = medium, 0.50 = large for both effect size measures).

Table 2: Results of ANOVA analysis for comparisons among OCD, non-OCD, and control group in IPDE scores.

OCD (n = 41) Non-OCD (n = 40) Control (n = 41) 𝐹

(2,119) 𝑃 𝜂
2 Post hoc

M SD M SD M SD

Paranoid 2.17 1.58 2.48 1.66 1.59 1.12 3.83 .024 .061
OCD = non-OCD
OCD = control
Non-OCD > control

SCHIZOID 2.98 1.72 2.43 1.50 1.68 1.29 7.50 .001 .112
OCD = non-OCD
OCD > control
Non-OCD = control

SCHIZOTYP. 2.63 2.08 2.25 1.41 1.07 1.31 10.08 .000 .145
OCD = non-OCD
OCD > control
Non-OCD > control

Total cluster A 7.78 3.93 7.15 3.77 4.34 2.95 10.74a .000 .153
OCD = non-OCD
OCD > control
Non-OCD > control

Borderline 3.68 2.05 4.5 1.78 2.05 1.95 17.23 .000 .225
OCD = non-OCD
OCD > control
Non-OCD > control

Antisocial 0.68 0.88 0.85 1.03 0.78 1.13 0.28 .759 .005 —
Narcissist 2.31 1.57 2.30 1.49 2.24 1.46 .026 .974 .000 —

Histrionic 2.66 1.58 3.44 1.82 2.51 1.73 3.34 .039 .054
OCD = non-OCD
OCD = control
Non-OCD = control

Total cluster B 9.34 3.90 11.23 4.25 7.59 4.80 7.08a .001 .107
OCD = non-OCD
OCD > control
Non-OCD > control

Avoidant 4.68 2.21 4.15 2.35 2.83 2.04 7.71 .001 .115
OCD = non-OCD
OCD > control
Non-OCD > control

Dependent 2.90 2.11 3.38 1.98 1.46 1.61 11.03 .000 .156
OCD = non-OCD
OCD > control
Non-OCD > control

Obsessive 3.61 1.97 4.10 1.79 2.15 1.48 13.57 .000 186
OCD = non-OCD
OCD > control
Non-OCD > control

Total cluster C 11.20 5.04 11.63 4.32 6.44 3.8 17.33a .000 .226
OCD = non-OCD
OCD > control
Non-OCD > control

Note: adegrees of freedom (2,118).
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level), non-OCD group and control group were recruited
after OCD group was conformed. In the same mental health
service, participants of the non-OCD group were selected
from patients in treatment whose primary diagnosis was
anxiety disorder different from OCD. The control group was
composed of university students and students from an adult
school in the same city.

After agreeing to participate in the study, all subjects were
evaluated by an independent clinician using the SCID-I, in
order to guarantee the absence/presence of pathology in Axis
I, based on the criteria established before. Given the comor-
bidity of depressive symptomatology in anxiety disorders,
BDI-II was administered. To provide an index of the severity
of current obsessions and compulsions, subjectswith anOCD
diagnosis answered Y-BOCS.

Finally, in order to assess pathology in Axis II, IPDE
questionnaire and SCID-II were administered.

2.4. Statistical Considerations. Data were analysed using
the statistical pack SPSS version 17. According to the two
secondary objectives proposed in this study, two different
analyses were performed. First, IPDE dimensional scores of
the three groups were compared with a one-way ANOVA
with Bonferroni correction. For the second objective, to com-
pare categorical personality disorders frequencies, ANOVA
analysis was used.

3. Results

The first analysis conducted did not reveal any significant
differences between clinical groups in any of the contrasts.
However, significant differences arose when control and non-
OCD group were compared for all PDs, with the exception
of comparisons on schizoid and histrionic PDs. On the
other hand, scores of OCD group showed significantly higher
scores when compared to control group in all PDs but
paranoid and histrionic PDs (see Table 2).

Analysis for the second objective only showed significant
differences between clinical groups on the frequency of
accumulative disorders of cluster A and cluster C as shown
in Table 3.

4. Discussion

The aim of this study was to provide evidence for the con-
tinuumbetweenOCD and personality disorders by analysing
symptomatology of PD in three groups with different severity
gradient, and by studying the frequency of categorical PD
between two clinical groupswith anxiety disorders (OCDand
non-OCD).

Results in our study confirmed the higher prevalence rate
of personality disorders in OCD patients with regard to the
general population but also confirmed the higher rate of PD
in other anxiety disorders which were phenomenologically
well characterized and different from OCD. Existence of a
diagnosis of PD in Axis II in both clinical groups ranges
from 40% to 50%, OCD and non-OCD. Although in our
study the differences between the two clinical groupswere not
significant, an upward trend towards patientswith a diagnosis
of OCD was found.These results point out a high percentage

of comorbidity between anxiety disorders and pathology in
Axis II, as previous studies have shown [22–29]. In line with
Torres et al.’s study [6], rate of positives in screening for
PD was 78% in a group of OCD patients (𝑛 = 108). The
most frequent diagnoses were paranoid, avoidant, schizoid,
and schizotypal, which is a result that follows the same line
as our study. This could mean that among individuals with
a diagnosis of OCD, pathological personality prevails over
other neuroses and over the general population.

Noteworthy conclusions are brought by analysing dif-
ferences by PD clusters. Around 10% of the cases from
the obsessive group present diagnoses from cluster A in
comparison to the absence of these diagnoses in the non-
OCD anxiety group; these results agree with those obtained
in previous studies [27, 30, 31]. The same studies also found
an increase in cluster B pathologies, whereas our data indicate
that the non-OCD anxiety group is the one that obtains the
most diagnoses from that cluster, with an absence of positive
cases in the OCD group. In this study, while dimensional
measures (i.e., IPDE) are used, anxiety disorders presence in
Axis I entail a higher presence of PD related to cluster C,
which is sustained by close tomoderate effect size, in contrast
to small effect size in cluster A and B. These results obtained
with dimensional instruments gain further strength when
they coincide with categorical instrument findings, given that
both clinical groups had a higher diagnostic presence in Axis
II.

The impact of anxiety disorder presence is also found
in relation to cluster C when categorical measures are used.
Moreover, when categorical criteria are applied through
structured clinical interviews (SCID-I and SCID-II), the
screening done through IPDE demonstrates adequate dis-
criminant power between clinical and nonclinical subjects.

In other words, it seems obvious that both clinical groups
are more vulnerable to PD in cluster C. This has already
been demonstrated in previously cited studies that agree
with the definition of this group in the DSM IV-TR, where
they are called “anxious-frightened” people. Additionally,
relation of cluster C and OCD has been reported in recent
exploratory, genetic, and familiality studies [32–34]. These
results point out that there is a higher degree of personality
pathology among patients than among non-pathology indi-
viduals, although no specific PD is found between clinical
groups.

Nowadays, the use of categorical versus dimensional
instruments in clinical practice is still controversial. Differ-
ences in results between categorical and dimensional assess-
ments highlight the importance of the selection process of
diagnosis instrument and its impact on results interpretation.
Self-reports like IPDE entail that patients self-identify more
pathology than clinicians would do through interviews. This
phenomenon could be due to method effect, where patients
before a questionnaire try to answer every item looking for
some grade of applicability of it on them, avoiding answering
“never,” even when the item describes extreme scenarios.
That causes a trend of subtle presence of pathology even
when there is not. On the other hand, categorical assessment
developed through clinical interview provides more reliable
information of the patient. This is why we consider it
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Table 3: PD comorbidity in clinical subjects with OCD and without OCD.

OCD (𝑛 = 41) Non-OCD (𝑛 = 40)
𝜒
2 (1) 𝑃 𝜑

𝑁 % 𝑁 %
Paranoid 1 2.4 0 0 0.99 .320 −.110
Schizoid 1 2.4 0 0 0.99 .320 −.110
Schizotypal 2 4.9 0 0 2.00 .157 −.157
Total cluster A 4 9.8 0 0 4.12 .043 −.225
Borderline 0 0 1 2.5 1.04 .308 .113
Antisocial 0 0 0 0 — — —
Narcissistic 0 0 0 0 — — —
Histrionic 0 0 2 5 2.10 .147 .161
Total cluster B 0 0 3 7.5 3.19 .074 .199
Avoidant 7 17.0 3 7.5 1.72 .190 .190
Dependent 4 9.8 1 2.5 1.84 .175 −.151
Obsessive 10 24.4 7 17.5 0.58 .446 −.085
Total cluster C 21 51.2 11 27.5 4.77 .041 .029

especially important that in research both dimensional and
categorical assessment should be practiced with a double
purpose: first, by means of screening instruments, clinical or
general population sample can easily be selected; and second,
in order to clarify in more detail the pathology presented
in those cases, were suspicions arise from the screening
procedure, assessment should be completed with clinical
interviews.

It is worth mentioning that OCPD was the most fre-
quent disorder found in the two clinical groups, followed
by avoidant type. However, when examining the association
between OCD and OCPD, our results did not confirm a
specific relationship given that no significant differences were
found between clinical groups. Results in this study fail to
demonstrate the alleged continuum between both disorders
[32, 35], contradicting recent studies that have suggested
comorbidity between OCD and OCPD as a distinct subtype
of OCD and describe its characteristics [36, 37].

The study limitations should be pointed, such as the
sample size, which is rather small to be able to draw epi-
demiological conclusions. This could be explained in part by
the recruitment procedure used. It is important to highlight
that patients with OCD were recruited from outpatients
consecutively referred to the Department of Mental Health
2 at the General Hospital of Castelló (Spain) in a three years
period, which reflects disorder prevalence described inDSM-
IV-TR. This sampling method did not facilitated to obtain
information about age of onset and course of symptom
dimensions. Additionally, treatment factors were not con-
trolled, and thus it is possible that the treatment history
affected the results of our one-point evaluation study. From
a translational approach [38], based on recent research which
highlighted that early age of onset could be amarker of symp-
tom severity [39–41], mental health services should seriously
consider establishing standard evaluation protocols in which
this information is compiled, bearing in mind continuities
and discontinuities in psychopathology between childhood
and adult life.

Similarly, taking into account the type of statistical anal-
ysis carried out, causality relationships between pathology
described in Axis I and II cannot be concluded in any
direction. Furthermore, additional information regarding the
development of clinical conditions is needed in order to
establish whether or not relationship between Axis I and Axis
II is the result of a long-term adaptation of the patient to
the disease. Two decades ago, Baer and Jenike [42] proposed
an interesting hypothesis that claimed that, in some cases,
OCPD was secondary to OCD and was a way of adapting
to the behaviours and the lifestyle that this marks. At this
point it is worth remembering Tyrer’s warning regarding the
risk of confusion that can arise from the fact that phobic and
obsessive symptoms, when manifested for many years, could
end up satisfying trait criteria and being considered represen-
tative of a premorbid personality without this actually being
the case [43].

Frequently in research, depressive symptomatology and
gendermask PD frequency in patients withOCD. Taking into
account that no significant differences were found between
both clinical groups in gender and depressive symptoma-
tology, both could be excluded as possible moderators of
results. Controlling for these variables allowed effectively
isolate comorbidity effect between different types of anxiety
disorders and PD.

5. Conclusions

This study indicates that obsessive compulsive patients show a
high rate of pathology inAxis II that is higher than in the non-
OCD anxiety patients.Themajority of the PDs that obsessive
patients show corresponds to cluster C, like the rest of the
patients with anxiety disorders. OCPD is the most common
PD in both groups, although it is not more common in the
OCD than in the other anxiety disorder groups. Meeting
diagnostic criteria for PD in OCD may be a marker of
severe symptomatology in OCD [44]. Future research should
examine personality traits in OCD patients, assessed by
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normal and pathological scales, in order to discern possible
personality profiles related to OCD subtypes [45, 46]. The
existence of a continuum between OCDP and OCD is not
confirmed.
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Salud, vol. 14, pp. 249–280, 2003.

[22] L. Baer and M. A. Jenike, “Personality disorders in obsession-
compulsive disorder,” in Obsessive-Compulsive Disorders:
Theory and Management, M. A. Jenike, L. Baer, and W.
E. Minichiello, Eds., pp. 76–88, Year Book Medical Publishers,
Chicago, Ill, USA, 2nd edition, 1990.

[23] S. Bejerot, L. Ekselius, and L. Von Knorring, “Comorbidity
between obsessive-compulsive disorder (OCD) and personality
disorders,” Acta Psychiatrica Scandinavica, vol. 97, no. 6, pp.
398–402, 1998.

[24] D. W. Black, W. R. Yates, R. Noyes Jr., B. Pfohl, and M. Kelley,
“DSM-III personality disorder in obsessive-compulsive study
volunteers: a controlled study,” Journal of Personality Disorders,
vol. 3, no. 1, pp. 58–62, 1989.

[25] D. Cassano, G. Del Buono, and F. Catapano, “The relation-
ship between obsessive-compulsive personality and obsessive-
compulsive disorder: data obtained by the personality disorder
examination,” European Psychiatry, vol. 8, no. 4, pp. 219–221,
1993.

[26] N. Horesh, O. T. Dolberg, N. Kirschenbaum-Aviner, and M.
Kotler, “Personality differences between obsessive-compulsive
disorder subtypes: washers versus checkers,” Psychiatry Re-
search, vol. 71, no. 3, pp. 197–200, 1997.

[27] R. T. Joffe, R. P. Swinson, and J. J. Regan, “Personality features
of obsessive-compulsive disorder,” The American Journal of
Psychiatry, vol. 145, no. 9, pp. 1127–1129, 1988.

[28] M. Mavissakalian, M. S. Hamann, and B. Jones, “Correlates of
DSM-III personality disorder in obsessive-compulsive disor-
der,” Comprehensive Psychiatry, vol. 31, no. 6, pp. 481–489, 1990.

[29] G. Steketee, “Personality traits and disorders in obsessive-
compulsives,” Journal of Anxiety Disorders, vol. 4, no. 4, pp. 351–
364, 1990.

[30] D.W. Black, R. Noyes Jr., B. Pfohl, R. B. Goldstein, andN. Blum,
“Personality disorder in obsessive-compulsive volunteers, well



The Scientific World Journal 7

comparison subjects, and their first-degree relatives,”TheAmer-
ican Journal of Psychiatry, vol. 150, no. 8, pp. 1226–1232, 1993.

[31] A. R. Torres and J. A. Del Porto, “Comorbidity of obsessive-
compulsive disorder and personality disorders. A Brazilian
controlled study,” Psychopathology, vol. 28, no. 6, pp. 322–329,
1995.

[32] C. Lochner, P. Serebro, L. van der Merwe et al., “Comor-
bid obsessive-compulsive personality disorder in obsessive-
compulsive disorder (OCD): a marker of severity,” Progress in
Neuro-Psychopharmacology and Biological Psychiatry, vol. 35,
no. 4, pp. 1087–1092, 2011.

[33] S. Taylor, G. J. G. Asmundson, and K. L. Jang, “Etiology of
obsessive-compulsive symptoms and obsessive-compulsive
personality traits: common genes, mostly different environ-
ments,” Depression and Anxiety, vol. 28, no. 10, pp. 863–869,
2011.

[34] O. J. Bienvenu, J. F. Samuels, L. A. Wuyek et al., “Is obsessive-
compulsive disorder an anxiety disorder, and what, if any, are
spectrum conditions? A family study perspective,” Psychological
Medicine, vol. 42, no. 1, pp. 1–13, 2012.

[35] L. Baer, M. A. Jenike, J. N. Ricciardi II et al., “Standardized
assessment of personality disorders in obsessive-compulsive
disorder,” Archives of General Psychiatry, vol. 47, no. 9, pp. 826–
830, 1990.

[36] M. E. Coles, A. Pinto, M. C. Mancebo, S. A. Rasmussen, and
J. L. Eisen, “OCD with comorbid OCPD: a subtype of OCD?”
Journal of Psychiatric Research, vol. 42, no. 4, pp. 289–296, 2008.

[37] G. Garyfallos, K. Katsigiannopoulos, A. Adamopoulou, G.
Papazisis, A. Karastergiou, and V. P. Bozikas, “Comorbidity of
obsessive-compulsive disorder with obsessive-compulsive per-
sonality disorder: does it imply a specific subtype of obsessive-
compulsive disorder?” Psychiatry Research, vol. 177, no. 1-2, pp.
156–160, 2010.

[38] M. Salomone, “Investigación traslacional en España: algo más
que buenos deseos?” Bolet́ın SEBEM, vol. 145, pp. 26–30, 2005.

[39] G. Maina, U. Albert, V. Salvi, E. Pessina, and F. Bogetto, “Early-
onset obsessive-compulsive disorder and personality disorders
in adulthood,” Psychiatry Research, vol. 158, no. 2, pp. 217–225,
2008.

[40] K. Stengler, S. Olbrich, D. Heider, S. Dietrich, S. Riedel-Heller,
and I. Jahn, “Mental health treatment seeking among patients
with OCD: impact of age of onset,” Social Psychiatry and
Psychiatric Epidemiology, vol. 48, no. 5, pp. 813–819, 2013.

[41] M. Rutter, J. Kim-Cohen, and B. Maughan, “Continuities and
discontinuities in psychopathology between childhood and
adult life,” Journal of Child Psychology and Psychiatry and Allied
Disciplines, vol. 47, no. 3-4, pp. 276–295, 2006.

[42] L. Baer and M. A. Jenike, “Personality disorders in obsessive
compulsive disorder,” Psychiatric Clinics of North America, vol.
15, no. 4, pp. 803–812, 1992.

[43] P. Tyrer, CLasificación de las Neurosis, Dı́az de Santos SA,
Madrid, Spain, 1992.

[44] J. L. Eisen, M. E. Coles, M. T. Shea et al., “Clarifying the
convergence between obsessive compulsive personality dis-
order criteria and obsessive compulsive disorder,” Journal of
Personality Disorders, vol. 20, no. 3, pp. 294–305, 2006.

[45] D. Mataix-Cols, L. Baer, S. L. Rauch, and M. A. Jenike, “Rela-
tion of factor-analyzed symptom dimensions of obsessive-
compulsive disorder to personality disorders,”Acta Psychiatrica
Scandinavica, vol. 102, no. 3, pp. 199–202, 2000.

[46] J. Pena-Garijo and M. A. Ruipérez-Rodŕıguez, “Update on
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