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ABSTRACT 
Obsessive-Compulsive disorder (OCD) is a neuropsychiatric disorder prevalent in population 
worldwide. In the present study we investigated OCD patients from the state of West Bengal, 
India. Patients were evaluated for social adjustment using Rosenzweig PF test and severity of 
OCD using the Yale-Brown Obsessive Compulsive Scale (Y-BOCS). It was found that patients 
from urban areas had poor social adjustment compared to those from semirural areas. Rural 
population fared well in adjustment in spite of disease. 
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Obsessive Compulsive disorder (OCD) is now viewed as one of the most prevalent psychiatric 
disorder and one of the most disabling medical disorders [1].  As a mental illness OCD is 
associated with high rate of functional impairment, disability, caregiver burden and adverse 
psychosocial functioning [2-6]. People’s perception of mental illness depends on the cultural 
background, level of education, beliefs in health, attitudes and trust in health care systems [7].  
 
Studies suggest that despite having symptoms, many OCD patients do not seek treatment and 
continue to suffer [8].  This could be due to ignorance, stigma or different perceptions linked to 
socio-cultural traditions and religious beliefs. In Indian setting, OCD symptoms are prominently 
observed in some Hindu Bengali widows (characterized by repetitive washing and cleaning and 
purity rituals) which is shaped by religious traditions [9].  In a recent study conducted in India, 
majority of OCD patients attributed their illness and related suffering to fate or Karma theory - 
which states that sufferings are brought due to nature of deeds in this or previous life [10]  and is 
not “will of God” [11,12]. Thus, religious and tradition belief system plays a role in shaping 
attitude of people and patients towards OCD and health-care seeking behavior. Though studies 
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on various psychiatric illnesses exist in Indian context, but detailed studies on OCD in Indian 
scenario are sparse.   
 
In the present study we investigated severity of OCD with adjustment skills in patients diagnosed 
with OCD from the state of West Bengal covering rural, semirural and urban population.  
 
METHODS 
Referred OCD patients were considered across population groups: Urban, Semi-rural and rural 
(based on the residential address of patient).  From the outpatient services (OPD) of government 
hospitals and private clinics by consultant psychiatrist patients were chosen after they satisfied 
the ICD 10 criteria (WHO, 1992) for diagnosis of OCD. YBOCS scale was used then for the 
clinical interview and selection of the patients. 
 
Inclusion criteria involved: i) subjects diagnosed as suffering from OCD by a consultant 
psychiatrist, visiting the Psychiatric OPD of local medical colleges and hospitals or referred from 
clinics; ii) age range between 16-45 years for both genders; iii) naïve subjects i.e ones who are 
not acquainted with is kind of testing were chosen; iv) those willing to participate after being 
briefed about the purpose of the research.  
 
The exclusion criteria involved: i) those who have history of any kind of psychiatric illness prior 
to onset of OCD; ii) those with psychiatric co-morbidity except depression; iii) those having any 
kind of physical illness iv) people with physical and mental disability; v) people with history of 
epilepsy; vi) those with history of head injury and vii) individuals with history of substance 
dependence or abuse and viii) individuals with history of developmental disorders.  
 
Data collection: 
The following forms were used for collecting data- 1) information schedule (patient information 
including case history), 2) Yale Brown Obsessive Compulsive Scale (YBOCS) 3) Rosenzweig 
Picture Frustration Test 4) and General Health Questionnaire GHQ-28. 
 
Information schedule: This is the form we used to collect the information or case history of 
individual patients. It includes the basic information – name, age, gender, address, area of 
residence, religion/caste, mother tongue, educational level, occupation, marital status, family 
type, number of family members and patient’s income. Each patient’s presenting complaints as 
narrated by him/her and presented by informant were noted. Patients’ pre-morbid personality 
along with mental status was also recorded.  Information included religiosity (belief in religious 
values & rituals) stated by patient or informant.  
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Yale Brown Obsessive Compulsive Scale (YBOCS):  We used the Y-BOCS scale to assess 
obsessions and compulsions. The range of severity for patients was categorized as: subclinical 
(0-7), Mild (8-15), Moderate (16-23), Severe (24-31) and Extreme (32-40). The Y-BOCS scale is 
independent of the specific nature of symptoms like counting or checking or washing, but is 
based on aspects of the symptoms as revealed by the patient during interview such as duration or 
interference, degree of resistance, etc. The scale is divided into two subscales: Obsession and 
Compulsion. For each subscale, five aspects of pathology are rated using scales ranging from 0-
4: i) time spent, ii) interference, iii) distress from obsessions and iv) resistance to obsessions and 
v) control over obsessions. Y-BOCS total score is obtained as a sum of scores from both the 
subscales [13].   
 
Rosenzweig Picture Frustration test:  Rosenzweig PF test (Adult form) was administered to each 
patient with consent. The picture frustration study was developed as a result of experiments with 
repression and frustration carried out by Rosenzweig [14]. Based on the theory of frustration 
developed by himself, Rosenzweig compiled the “Picture Association study for accessing 
reactions to frustration”, which later came to be known as Picture Frustration study (PF study). 
We have used the Indian adaptation in the present study  [15].   
 
General Health Questionnaire GHQ-28:   The GHQ is a self administered screening test, which 
is sensitive to the presence of psychiatric disorders in individuals presenting in primary care 
settings and non- psychiatric clinical settings [16].  The GHQ is not designed to detect symptoms 
that occur with specific psychiatric diagnoses such as psychotic disorders, rather, provide a 
measure of overall psychological health or wellness. In order to assess this, the GHQ focuses on 
two major classes of phenomena: i) inability to continue to carry out normal “healthy” functions 
and ii) symptoms of a distressing nature. There are several versions of the GHQ. GHQ-28 is the 
scale which is administered over here. Translated Bengali version  of the scale is used 
here.GHQ-28 provides four specific subscales:  somatic symptoms, anxiety and insomnia, social 
dysfunction and severe depression. It is important to note that these subscales do not necessarily 
correspond to psychiatric diagnosis nor are the subscales independent of each other.  
 
Statistical analyses 
We analyzed data using Epi Info software [17] which is widely used for statistical analyses of 
medical and epidemiological data.  
 
RESULTS 
Socio-demographic data:  
A total of 201 OCD patients were considered in the study. The patients were divided into three 
populations based on the area of residence: Urban, Semirural and Rural. In the urban population 
58.7% were males and 41.3% females. The semirural population group consisted of 48% males 
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and 52% females and the rural population group consisted of 54.2% males and 45.8% females. 
Except one all other patients were Hindu by religion. Details are summarized in Table 1.  
 
Severity of OCD based on Y-BOCS:  
In the present study YBOCS scale is used for the assessment of OCD severity. Comparison of 
OCD severity between the different population was carried out and statistics based on YBOCS 
score is summarized in Table 2.  
 
Comparing Rural, Semirural and Urban populations, by Bartlett’s test for inequality of 
population variances (Chi-squared = 19.34, degrees of freedom = 2 and P value= 0.001) revealed 
that the variances were not equal. Hence, Kruskal-Wallis test (equivalent of ANOVA) for 
comparison of three populations was conducted (Kruskal-Wallis H= 2.33, degrees of freedom = 
2 and P-value = 0.312). Since P-value is greater than 5%, it is inferred that the mean YBOCS 
scores are not significantly different in all three populations.   
 
Comparison between rural and semirural populations based on YBOCS scores (Table 2) does not 
reveal any significant difference (P-value =0.576, t-value= -0.5609, T-Test). No significant 
difference in the YBOCS scores between Urban and Rural population was observed (T-value= 
0.502, P-value = 0.616, T-test). Similarly, no significant difference in the YBOCS scores 
between Semi-rural and Urban population was found (T-value= - 0.531, P-value = 0.592, T-test).  
 
Majority of the rural population,  40 out of 59 were categorized as ‘severe’, considerable 
proportion as ‘moderate’ 15 and very few 3 in ‘extreme’ and only 1 in ‘mild’ category. Of 92 
patients residing in urban areas 17 were ‘extreme’, 41  had ‘severe’, 30 had ‘moderate’ and only 
4 had ‘mild’ OCD. Of the 50 patients of the ‘semirural’ population, 5 were categorized as 
‘extreme’, 33 ‘severe’, 9 ‘moderate’ and only 1 ‘mild’. There were 2 patients having YBOCS 
score 7 and were considered as borderline.  

 
Distribution of OCD disease severity and GHQ-28 score in Urban, Semirural and rural 
populations 
The GHQ-28 questionnaire (Translated in Bengali) was provided to each patient, since all 
declared Bengali as the mother tongue.  
 
Since the range of GHQ score is 0 - 28, we divided the patients into two groups , one with GHQ 
score < 14 and the other with GHQ score ≥ 14, where 14 is the halfway mark. The distribution of 
disease severity and GHQ-28 score in Urban, Semirural and rural populations is summarized in 
Table 3.  
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It is observed that for each population group, members of each YBOCS category are almost 
equally distributed between the two classes of GHQ i.e, ‘GHQ score < 14’ and ‘GHQ score ≥ 
14’. Hence, no correlation could be ascertained between high GHQ score (≥14) and severity of 
OCD.   
 
Analysis of Rosenzweig PF test 
Group Conformity Rating (GCR) obtained in the Rosenzweig PF test is “one measure of the 
individual’s adjustment to a normal group [15, 18], which reflects adjustment of individual to 
society.  High GCR score correspond to low frustration and adequate adjustment to normal 
group. Low GCR score below 40 usually confers to high level of frustration and poor adjustment 
to surroundings and normal group / society. 
[URL: shodhganga.inflibnet.ac.in/bitstream/10603/33293/10/10_chapter%205.pdf].  
 
In the urban population 44.5% of patients were inadequately adjusted to peer group / society and 
30.4% were poorly adjusted, whereas 15.2% and 9.7% were moderately and adequately adjusted 
respectively.  In the semirural population 48% were inadequately adjusted, 42% of patients 
were poorly adjusted to society, whereas  4%  and 6% were moderately and adequately adjusted 
respectively. In the rural population 37.2 % were inadequately adjusted, 23.7% of patients were 
poorly adjusted to peer group / society, whereas 13.5% and 25.4% were moderately and 
adequately adjusted. Thus, in the rural population a quarter of patients is well adjusted to peer 
group in spite of disease which is in contrast to the scenario in Urban and semirural populations.  
 
Religiosity and severity of OCD:  
Religiosity of the individual patient was revealed in the personal interview and recorded in the 
information schedule.  In some cases patient himself / herself revealed or declared religiosity 
(belief in religious values & rituals) and in others accompanying persons (informants) described 
existence of religiosity in patients. 
 
In the rural population 31 patients out of 43 (belonging to ‘extreme’ and ‘severe’ YBOCS 
category) had evidence of religiosity and were practicing rituals. Out of 15 patients suffering 
from ‘moderate’ and  ‘mild’ OCD only 4 had evidence of religiosity. 
 
In the semirural population, 25 patients out of 38 (with ‘extreme’ and ‘severe’ OCD) had 
evidence of religiosity. Out of 9 patients suffering from ‘moderate’ and ‘mild’ OCD only 3 
reported religiosity.  
 
Overall, highest number of patients (extreme + severe OCD) with religiosity occurs in rural 
(59%) followed by semi-rural (56%) and urban (37%) populations.   
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DISCUSSIONS 
In the present study we assessed 201 OCD patients from West Bengal covering rural, semirural 
and urban areas in the age range of 16 – 45 yrs. The urban and rural populations consisted of 
more males than females, which is consistent with trend that males had higher rate than women 
as reported in epidemiological studies [19, 20]. However, the semirural population consisted of 
more females. This may be due to the fact that more females came for treatment and by chance. 
The study is not a survey but relies on data collected from patients reporting to hospitals and 
clinics.  
  
Evaluation of severity of OCD was carried out on the basis of Y-BOCS scores. Comparative 
analyses of score from populations rural, semirural and urban did not reveal statistically 
significant differences. Similarly comparison of rural vs. semirural, rural vs. urban and semirural 
vs urban did not reveal any statistically significant differences. This signifies that the distribution 
of OCD severity is similar for all populations.  
 
Rural and semirural populations had the largest percentage of severe cases (68% and 66% 
respectively).  About 32% of the urban patients had moderate OCD compared to semirural 
(~18%) and rural (~25%). Urban population had the largest share of extreme cases. That urban 
population has more OCD severity is similar to a recent finding reported from Warangal region 
of Andhra Pradesh state in Southern India [21].  
 
For each patient the general health was evaluated using the GHQ-28 protocol. No association 
was found between high GHQ score (impaired health and functioning) and severity of OCD for 
all populations.  
 
On the basis of the findings of Rosenzweig analyses we found that in urban and semirural 
populations majority of patients (~75% and ~90% respectively) had inadequate or poor 
adjustment  to society and surroundings. In contrast, the rural population had the largest 
proportion of patients (25.4%) who are highly adjusted.   
 
It should also be mentioned that majority of patients (> 56%) with severity of OCD (‘extreme’ + 
‘severe’ cases) from rural and semi-rural areas had religiosity (strong belief in religious 
traditions with performance of rites and rituals).  In the urban patients, only a third of the 
‘extreme’ + ‘severe’ cases reported religiosity.  That OCD is linked with religiosity is known in 
different societies across the world [22- 24]. In our study we are finding similar trends.  
 
CONCLUSION 
The present study was limited to a few hospitals and clinics in West Bengal and involved 
patients referred thereof. The samples do not represent a survey. Hence, in reality this data does 
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not account for true community prevalence. The true rate of OCD and manifestations of features 
in community may be much higher than estimated in the study.  
 
Overall, prevalence of OCD was found more in the age group 25 - 40 yrs with the mean age 
being ~35 yrs across populations from rural, semirural and urban areas.  More males were 
affected than females. Majority of OCD patients belonged to urban areas. Not all patients with 
severe OCD had religiosity, though majority had beliefs and practiced rites and rituals. The study 
being hospital based does reflect prevalence but does not represent the true prevalence rates in 
the population of West Bengal. Hence, detailed survey based studies may be required in future.  
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Table 1: Details of socio-demographic information  
 Rural 

(n=59) 
Semirural 
(n=50) 

Urban 
(n=92) 

Male (%) 32 (54.2%) 24 (48%) 54 (58.7%) 
Female (%) 27 (45.8%) 26 (52%) 38 (41.3%) 
Mean Age (S.D) 35.3 (7.3) 34.7 (8.6) 34.2 (8.7) 
Religion Hindu 59 50 91 

Other   1 
 
Table 2: Statistics on YBOCS score - Comparison of Rural, Semi-rural and Urban population 

 
Table 3:  Distribution of Y-BOCS category in different population groups 

 
Table 4: Distribution of OCD disease severity and GHQ-28 score in Urban, Semirural and 
rural populations. 

Population Number of 
observations 

Mean SD Median 

Rural 59 25.6 3.6 26.0 
Semirural 50 26.2 6.4 27.0 
Urban 92 26.0 5.9 26.0 

Y-BOCS Category Rural 
(n=59) 

Semirural 
(n=50) 

Urban  
(n=92) 

Extreme 3 (5%) 5 (10%) 17 (18.5%) 
Severe 40 (67.7%) 33 (66%) 41 (44.5%) 
Moderate 15 (25.4%) 9 (18%) 30 (32.6%) 
Mild 1 (1.6%) 1 (2%) 4   (4.3%) 
Borderline/Subclinical 0 2 (4%) 0 

 Y-BOCS GHQ score <14 GHQ score ≥14 
Urban (n=92)  
 Extreme 6 11 
 Severe 22 19 
 Moderate 16 14 
 Mild 2 2 
Semi-rural (n=50)  
 Extreme 0 5 
 Severe 17 16 
 Moderate 4 5 
 Mild 1 0 
 Borderline 2 - 
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Table 5: Analysis on Rosenzweig PF test.  

 
*N.B. Rosenzweig GCR score as measure of social adjustment : 0 - 40  Poor;  
41 - 60  Inadequate; 61 – 70  Moderate; 71 onwards: High (Adequate). 
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 Y-BOCS GHQ score <14 GHQ score ≥14 
Rural (n=59)  
 Extreme 2 1 
 Severe 27 13 
 Moderate 8 7 
 Mild 1 0 

 Urban 
(n=92) 

Semi-Rural 
(n=50) 

Rural 
(n=59) 

Male (%) 54 (58.7%) 24 (48%) 32 (54.2%) 
Female (%) 38 (41.3%) 26 (52%) 27 (45.8%) 
Mean Age (S.D) 34.2 (8.7) 34.7 (8.6) 35.3 (7.3) 
Mean Rosenzweig GCR score (S.D.) 53.9 (12.24) 49.6 (12.7) 59.2 (15.7) 
Rosenzweig 
Category* 
(Adjustment with peer 
group) 

Poor (%) 28 (30.4%) 21 (42%) 14 (23.7%) 
Inadequate (%) 41 (44.5%) 24 (48%) 22 (37.2%) 
Moderate (%) 14 (15.2%) 2 (4%) 8 (13.5%) 
Adequate (%) 9 (9.7%) 3 (6%) 15 (25.4%) 

Religion Hindu 91 50 59 
Other 1 0 0 


