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Supplementary methods and results

Supplementary methods:
NOCDA study
The purpose and set up of the Netherlands OCD Association (NOCDA) study is described in

Schuurmans et al *. We cite some sections from the original paper:

The Medical Ethical Committee VUmc gave their approval for the current study in October 2005
(NL41717.029.12) and all of the participating centres have acquired permission to cooperate in
this study from their own local Medical Ethical Committees. All participants to the study received
written and verbal information with regard to the study with specific attention drawn to their right
to refuse or stop participating at any time during the study, as well as specific information on the
investment required from the participant.

Data collection was performed by research assistants that were either research nurses or
psychologists with considerable clinical experience with OCD. They received a two-day training
course and regular follow-up training sessions to address questions raised during data collection.
The first two interviews were audiotaped and monitored by the fieldwork coordinator to address
any misunderstandings or errors in performing the measurements. All subsequent interviews
were audiotaped and about 10% of the interviews was randomly monitored to assure consistent
quality of the data collection.

Comprehensive baseline assessments consisted of interviews (11 interviews) and self reports (18
self report measures) a medical examination and blood sampling for DNA analysis. See table 1 in
Schuurmans et al. * for all measures that were taken. The baseline assessment took
approximately five hours (composed of three hours interview and two hours self-report). In some
cases the assessment was done in two visits. If necessary the interviewers assisted participants
with filling out self-reports. Notably not all measures taken at baseline were used for the current
report.

The follow-up visit after two-years consisted of a comparable extensive assessment, including

interviews and self-report measures and was performed by the same research assistants. From



these follow-up measurements only the Y-BOCS severity interview and information on the

treatment over the past two years were used for the current paper.

Y-BOCS symptom checklist

The Y-BOCS symptom checklist (Y-BOCS-SC) was developed by the Obsessive Compulsive
Foundation International Genetics Consortium and is a self-report version based on the original
interview version of Goodman et al.2. Although some items from different dimensions were left
out, factor analysis of the present version led to the same symptom dimensions as the original
list . Four symptom dimensions were assessed *, including ‘aggressive, sexual, religious, somatic
obsessions, checking compulsions’ (20 items), ‘symmetry obsession, repeating, counting,
ordering compulsions’ (10 items), ‘contamination obsessions and cleaning compulsions’ (9

items) and hoarding obsessions and compulsions (2 items).

Tic screener.
“Atic is a sudden, non-purposeful, twitch or movement. Do you currently or did you ever
experience any of the following (common) tics?”

1. Eyeblinking?

2. Other facial tics?

3. Head shaking?

4. Shrugging?

5. Cussing, using foul language?

6. Making sounds?

7. Growling?

8. Throat clearing/coughing/sniffing?



Tic disorder diagnoses

Tics were categorized in chronic motor tics (one or more motor tics), chronic vocal tics (one or
more vocal tics), Tourette’s Syndrome (two or more motor tics as well as one or more vocal tics)
and tics not otherwise specified (one motor tic and one or more vocal tics) according to reported

tics on the Yale Global Tic Severity Scale.

ADHD subcategories

Current scores of ADHD symptoms were used to calculate a probable diagnosis of ADHD of the
inattentive subtype (6 or more symptoms present), hyperactive subtype (6 or more symptoms
present) or combined (10 or more symptoms present). As reports on current symptoms were
regarded more reliable than reports on past symptoms, only scores for current symptoms were

used.

Autism subscales

The Autism Quotient was used to construct five subscales; contact and communication skills,

social skills, attention switching, attention to detail and (lack of) fantasy °,

Remission rates

A secondary analysis was conducted to determine remission rates in both groups, for which only
cases with follow-up data were used. Remission was defined as (i) a decrease in the Y-BOCS of
7 points or more and (ii) a Y-BOCS score<13. The improvement criterion of the Y-BOCS of > 7 is
derived from calculations of ‘the reliable change index’. The formula to calculate this index takes
into account the unreliability of a certain measurement instrument. Thus, by using the reliable
change index, the clinician can be sure that the change measured with the Y-BOCS is not merely
a chance finding, accounted for by the unreliability of the measurement instrument, but is in fact a
‘really’ observed change. In addition, we used a data driven cut-off point indicating remission on

the Y-BOCS of 12, determined with the reliable change index set at > 1.96 &9,



Supplementary results

Tic disorder diagnoses

Within the tic-related group 36% of the patients had chronic motor tics, 12% chronic vocal tics,

52% Tourette’s Syndrome and 7% tics not otherwise specified.

Participants with no follow-up data

Complete two-year follow-up data were present in 203 (75%) of the tic-free OCD group and 70
(65%) of the tic-related group. The subjects who were lost to follow-up had significantly lower
levels of education (11.3 + 3.2 vs. 13.0 *+ 3.1 years of education in the follow-up sample tz74=-
4.7, p<0.001). The participants with no two-year follow-up also had non-significantly higher Y-
BOCS scores at baseline (t373=1.7, p=0.09) and were non-significantly more often from the tic-
related than tic-free group (x°=3.7, p=0.06). Within the tic-related OCD group, the participants

with or without follow-up data available did not differ on tic severity (t73=0.81, p=0.9).

Remission rates
No significant differences were found in remission rates between the two groups with complete
follow-up data (non-tic related group: 32% remission; tic-related group: 24% remission; x°=1.3,

p=0.25).



Supplementary eTable 1: Subscales for autism and probable diagnosis of ADHD.

OCD without ~ OCD with tics
tics (n=270) (n=107)
n % n % X? df p
Probable current ADHD 52 19% 36 34% 8.9 1 0.003
diagnosis (number)
ADHD combined type 10 4% 8 8% 6.1 3 0.11
ADHD hyperactive type 20 7% 17 16% 9.6 3 0.023
ADHD inattentive type 42 16% 27 25% 8.5 3 0.037

mean SD

mean  SD t df p

Autism Quotient total score
Social skills subscale
Attention switching subscale
Attention to detail subscale
Communication subscale

Imagination subscale

113.6 155
21.8 55
26.6 51
23.1 5.2
20.3 4.2
21.8 4.8

119.0 174 -2.8 356 0.005

22.6 53 -1.2 356 0.23

27.2 5.7 -0.9 356 0.39

24.6 54 -2.4 354 0.02

21.8 4.7 -2.9 354 0.004

22.7 4.5 -1.6 353 0.12

Supplementary eTable 2: medication use at follow-up

OCD without tics OCD with tics
medication use at follow-up (n=184) (n=59)

number % number % X*(df=1) p-value

any antidepressant 107 58% 35 59% 3.2 0.20

SSRI 76 41% 18 31% 51 0.079

TCA 19 10% 11 19% 6.1 0.047

antipsychotic 22 12% 12 20% 5.9 0.053

psychostimulant 0 0% 4 7% 15.9 0.00

SSRI; selective serotonine reuptake inhibitor, TCA; tricyclic antidepressant, df; degrees of

freedom



Supplementary eTable 3: Current co-morbid axis | diagnoses

Current co-morbidity OCD without tics  OCD with tics

(n=270) (n=107)

Number % Number % X(df=1) p
Major depressive disorder | 53 20% 17 16% 0.7 0.40
Dysthymic disorder 14 5% 7 7% 0.3 0.61
Bipolar disorder 4 2% 0 0% 1.6 0.21
Social anxiety disorder 48 18% 24 22% 1.1 0.30
Panic disorder with or 29 11% 6 6% 24 0.12

without agoraphobia

Generalized anxiety 24 9% 11 10% 0.2 0.68
disorder

Post traumatic stress 5 2% 7 7% 55 0.02
disorder

Specific phobia 23 9% 8 8% 0.1 0.74
Psychotic disorders 7 3% 3 3% 0.01 0.91
Substance dependence 10 4% 6 6% 0.7 0.41
Somatoform 11 4% 11 10% 54 0.02
Eating disorders 16 6% 3 3% 1.6 0.21
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