
Introduction
According to Diagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition (DSM-5), bipolar disorder 
is the condition in which the patient experiences one 
or several manic episodes, and sometimes also major 
depressive episodes.1 The prevalence of bipolar I disorder 
is estimated to be between 0% and 0.6%.2 This condition 
leads to a significant decrease in job performance, which 
in turn results in a lower socioeconomic status for the 
patients, despite having a similar level of education to that 
of their peers in the general population.2

Consequently, bipolar I disorder reduces the quality of 
life of the patients and imposes different costs on them, 
their families, and society.3,4 Mania is the primary clinical 
manifestation of bipolar I disorder.5 Patients in the manic 
phase diagnosed with bipolar I disorder, even when there 
are no depression episodes.2 

Verbal memory distortion observed in a study conducted 
on individuals with bipolar disorder in acute and recovery 
states.6 Memory is a general concept referring to the 
group of the psychological events enabling an individual 

to store experiences and perceptions and recall them.7 
The evidence from the studies carried out on the bipolar 
individuals is reflective of cognitive disorders in such 
areas as attention, working memory and performance.8 
Cognitive disorders in bipolar patients caused by the 
disease’s nature and the side effects of the drugs.9 Studies 
have demonstrated that the individuals who have bipolar 
disorder have cognitive disorders in both hypomanic and 
depression phases and these defections have continued at 
euthymic temperaments development.10 It concluded in a 
corticography of the bipolar disorder within the format 
of a neuropsychological meta-analysis that the disorder 
diagnosed in an equilibrium state with an intermediate 
level of neuropsychological damage to verbal memory 
and learning.11

One challenging area in psychological pathology 
pertains to the comorbidity of the psychological 
disorders. During recent years, high comorbidity of the 
psychological disorders, especially depression and anxiety 
disorders, has led to a search for mechanisms responsible 
for such comorbidity, including meta-diagnosis factors.12 
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Conclusion: The results of the study showed that memory damage is more common in the bipolar/
OCD group, which should consider the treatment processes of these patients.
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Bipolar disorder can be pointed out among the most 
critical psychological diseases featuring common 
psychiatric comorbidity. In line with this, it estimated 
that two third of the patients with bipolar disorder are 
also inflicted with a disorder of (DSM-I) I axis, as well.13 
Moreover, findings are indicative of the idea that 20% of 
patients with bipolar disorder have lifelong comorbidities 
like obsessive-compulsive disorder (OCD).14

Alongside with these points, researches point to the 
interests stemming from meta-diagnosis processes for the 
improvement of perception and treatment of comorbidities 
and designing of therapeutic interventions.15 According 
to the materials mentioned above, the use of meta-
diagnosis mechanisms in psychological disorders can 
assist the therapists in the creation of effective treatment 
strategies for psychological disorders. Thus, considering 
the importance of the materials described above, the 
present study comparatively investigates memory in 
bipolar disorder with or without OCD comorbidity as 
well as in their healthy counterparts.

Methods
The present study is a psychological comparison of 
bipolar disorder with or without OCD comorbidity in 
memory function. This study is a comparative causal 
study. The statistical population included all individuals 
referring to Sabzevar Medical Sciences Centers in 2017. 
Samples included 20 bipolar patients, 20 bipolar disorder 
with OCD comorbidity, and 20 healthy volunteers from 
among the staff of the educational centers. Samples were 
selected using the available sampling method. All 3 groups 
matched according to demographic variables such as age, 
level of education, marital status, judges and duration of 
the disorder.  

Inclusion criteria for patients in the study include 
age range of 20 to 40 years, having a minimum level of 
secondary education, Also, participants have a history 
of medication less than two years and have not received 
electrical shock until the time of research. In addition, 
the lack of first-degree relatives with schizophrenia, and 
other disorder of (DSM-I) I axis Based on the findings 
of the Comprehensive International Diagnostic Interview 
(CIDI), as well as  Lack of history of brain damage, 
aphasia, physical and motor injury, epilepsy, stroke, tumor 
and mental retardation were among the other criteria for 
entering the study.

Besides the above-cited cases, a comprehensive 
international diagnostic interview was utilized to diagnose 
the patients with the disorder through an investigation 
of the existence of DSM-IV-TR criteria by experienced 
psychologists and psychiatrists from therapeutic centers. 
Individuals found disqualified for bipolar disorder, or 
comorbid bipolar and OCD disorders excluded from 
the study sample volume. The inclusion criteria for the 
evidence group were as follow healthy individuals who 
did not have a history of psychological disorder, cerebral 

and physical damage based on self-report and clinical 
interviews and no individuals with mental diseases found 
in their close relatives.

Before conducting the research, in order to observe 
the ethics of research, the research was explained to the 
participants and received informed consent from them. 
Data analyzed by multivariate analysis of covariance and 
descriptive statistics.

Data Collection Tools in this Study Included 3 
Questionnaires
A.	 Demographic Information Questionnaire: This was a 

researcher-made questionnaire. There were questions 
about gender, age, marital status, employment, 
education, family income, suicide history, the age of 
onset of illness, duration of the illness, the name of 
the drug and its dosage. 

B.	 CIDI: The questionnaire was a structured, 
standardized and comprehensive diagnostic interview 
used to assess psychiatric disorders. The World 
Health Organization recommends it, and reliable 
diagnoses could make regarding psychological 
disorders based on the definitions and scales given 
in DSM-IV-TR and ICD-10. Highly structured 
framework of CIDI makes the effect of the observer’s 
information and interpretation minimized to the 
maximum possible extent. This leads to an increase 
in the questionnaire’s reliability.16 Several studies in 
the international level have demonstrated acceptable 
to the excellent reliability of CIDI on an international 
level by various researchers for different cultures and 
times.16,17 In Iran, the validity and reliability of the 
instrument have respectively investigated by Amini 
et al16 and Davari Ashtiyani et al.17 

C.	 Wechsler’s Memory scale: the test has consisted of 
seven subscales each of which possesses its specific 
questions. Each subscale attributed to the assessment 
of an indicator of memory and the total sum of the 
scores gives the memory score. The test’s reliability 
has been reported equal to 0.67 based on Cronbach 
α coefficient. Eight factors identified in an analysis of 
the test.18 According to the objective of the present 
study, use 4edfg made of only such subscales as 
pairwise verbal association (for the evaluation of 
verbal memory), logical memory (for an evaluation of 
verbal and auditory memory), forward and backward 
digital span (for the evaluation of auditory attention 
and short-term memory ability) and visual memory 
(for the evaluation of visual memory).

Results
The demographic characteristics of individuals shown 
in Table 1. The mean and standard deviation of memory 
types in the 3 groups shown in Table 2.

Comparison of the meanings of Table 2 shows that 
they have a higher mean in all memory components, 
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respectively, the healthy group, bipolar disorder, bipolar/
OCD. There is a difference between all the groups in 
memory performance averages.

As shown in Table 3, the significant levels of all tests 
indicate that there is a significant difference, at least 
regarding one of the dependent variables (one of the 
memory variables), between the subjects of the 3 groups 
of bipolar/OCD, bipolar disorder and healthy. According 
to Table 3, there is a significant difference between 
verbal memory and visual memory in the healthy group 
with bipolar/OCD and bipolar disorder. Also, there is a 
significant difference between the healthy group and 
bipolar/OCD in the logical memory variable. Also, the 
results indicate that there is a significant difference between 
verbal memory and logical memory between patients 
with bipolar/OCD and bipolar disorder. Concerning the 
counting of the reciprocal digits, the performance of the 
two groups of patients is weaker than the healthy group. 
However, there is only a significant difference between the 
bipolar/OCD group and the healthy group. No significant 
difference found between the studied groups in the field 
of counting forward figures.

Table 1. Demographic Characteristics of Subjects in Terms of Sex, Education, 
and Marital Status

Variable Bipolar 
Disorder

Bipolar / Obsessive 
Compulsive Disorder Healthy

Sex

Female 9 12 10

Male 11 8 10

Education

Diploma 9 7 6

Associate degree 5 6 7

Bachelor 1 4 5

Marital status

Single 12 13 13

Married 8 7 7

Table 2. Mean and Standard Deviation of Wechsler Memory

Variable Group Average Standard Deviation Number

Verbal memory

Bipolar/obsessive compulsive disorder 14.65 3.37 20

Bipolar disorder 15.55 2.13 20

Healthy 20.15 2.03 20

Logical memory

Bipolar/obsessive compulsive disorder 13.70 2.40 20

Bipolar disorder 14.80 2.54 20

Healthy 20.25 1.97 20

Counting forward figures

Bipolar/obsessive compulsive disorder 6.35 4.13 20

Bipolar disorder 6.60 3.47 20

Healthy 7.75 2.46 20

Counting numbers to back

Bipolar/obsessive compulsive disorder 4.35 1.66 20

Bipolar disorder 4.95 1.50 20

Healthy 5.75 1.65 20

Visual memory

Bipolar/obsessive compulsive disorder 7.05 1.31 20

Bipolar disorder 8.65 1.84 20

Healthy 14.00 2.02 20

Therefore, the research hypothesis confirms that there 
is a significant difference between the groups in memory 
performance. According to the mean of the groups, the 
weakest function is related to patients with bipolar/
OCD as these individuals show a weaker performance in 
verbal memory and logical memory and visual memory. 
Therefore, we conclude that memory damage is more 
common in the bipolar/OCD group. 

Discussion and Conclusion
The present study findings indicated that there is a 
significant difference between individuals with bipolar 
disorder and their healthy counterparts regarding memory 
performance.  Ebrahimi et al. Showed a significant 
difference in memory performance in their study on the 
comparison of memory types in different groups (OCD, 
schizophrenia, bipolar disorder, and normal people). As 
individuals with schizophrenia have weaker performance 
in verbal memory, bipolar individuals in logical memory 
and OCD in visual memory. This is consistent with 
the results of the present study regarding the memory 
performance of disorders inpatient group as compared to 
the healthy group.

In line with the prior research, the present study, as 
well, figured out verbal memory destructions in patients 
with bipolar disorder. The findings of the present study 
demonstrated that the performance of the patients with 
bipolar disorder has been significant in the backward 
repetition of the numbers and this is in compliance 
with what has found before. As for the visual memory 
performance, the present study findings indicated that 
there is a significant difference between the bipolar 
patients’ visual memory scores and those obtained for 
the  healthy individuals’ group and this same finding 
can also see in the previous studies.6,19,20 Moreover, 
some studies21-24 indicated that individuals with bipolar 
disorder, as compared to  healthy individuals, have more 
performance dysfunction. Zarekar et al, as well, showed in 
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a comparison of executive function, emotional intelligence 
and emotion regulation of individuals with schizophrenia, 
bipolar disorder and healthy counterparts that the first 
two significantly differ from the healthy individuals in 
all indicators of executive function.25 It could state in an 
elaboration of this finding that the patients with bipolar 
disorder also have essential defections in their prefrontal 
lobe.26 It assumed that the cognitive processes highly 
associated with the precise functioning of the prefrontal 
cortex. Damage to prefrontal lobe diminishes the ability 
to make the plan and stay organized. Thus, the bipolar 
patients feature lower levels of executive functions 
concerning healthy individuals.

Bigdeli et al, as well, in a study under the title of 
“comparing the cognitive flexibility, mind theory and 
working memory in university students with OCD and 
healthy group” showed that the individuals with OCD are 
weaker than the healthy students in cognitive flexibility 
and working memory.27 This is following what has found 
herein. Mahmood Alilou et al, as well, indicated in a study 
of reliance on memory and memory errors in individuals 
with OCD in comparison to those in healthy individuals 
that the OCD group testees, in contrast to normal testees, 
enjoy lower memory reliance. Furthermore, the memory 
error was found higher in the OCD group testees than 
in normal testees. The results were suggestive of the 
idea that there are a lower memory reliance and higher 
memory error in OCD testees.28 Therefore, OCD plays a 
considerable role in the weakening of cognitive processes 
and memory function and this is generally similar to what 
has found in the present study regarding the memory 
performance reduction in patient group in respect to the 
healthy group.

Hassani et al, as well, in a study on the cognitive 
emotion regulation, anxiety and impulsiveness strategies 
in bipolar disorder with and without OCD showed that 
the bipolar patients with OCD make more frequent use 
of maladaptive strategies like self-reproach and other-
reproach in comparison to healthy individuals. Both 
of the patient groups were found making greater use of 
rumination, and catastrophizing strategies in respect to 
the healthy individuals and the bipolar patients with OCD 
obtained higher scores in these strategies in contrast to 
only bipolar patients. Furthermore, higher scores also 
evidenced for both of these groups in respect to healthy 
individuals in such variables as anxiety as well as lack 
of cognitive-attention, motor, and impulsive planning 

Table 3. Multivariate Analysis of Variance (MANOVA) Test for Memory 
Scores

Exam Name Amount Hypothesis Df Error Df F P

Pillai’s Trace 1.032 15.000 222.000 7.756 0.000

wilk’s Lambda 0.152 15.000 199.162 13.023 0.000

Hotelling’s Trace 4.399 15.000 212.000 20.726 0.000

Roy’s Largest root 4.110 5.000 74.000 60.831 0.000

whereas the mean scores of the patients with comorbidity 
of OCD and bipolar disorder were higher than those of 
only bipolar patients.29 Thus, it seems that the individuals 
with OCD and bipolar disorder comorbidity are generally 
more deficient in cognitive functions and emotion 
regulation and this conforms to the present study results 
indicating the intergroup differences regarding general 
functioning of memory in such a way that a higher level of 
disorder was also evidenced herein in comorbidity group.

Overall, according to the findings of the present 
study, memory damage is more common in the bipolar/
OCD group than other groups. Limitations of research 
include failure to measure patient intelligence, lack of 
precise control of the dose of medications used; Failure 
to investigate the possible effects of drugs in cognitive 
processes, low volume, and availability of sampling. For 
this purpose, it is suggested to use in future research 
in other diseases with bipolar disorder, Determine the 
severity of the disease and the dominant phase in bipolar 
disorder in patients, Determination of patients’ iQ, 
selection of more sample size and random sampling.
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