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OBSESSIVE COMPULSIVE DISORDER
WITH PSYCHOTIC FEATURES:
--- A PHENOMENOLOGICAL STUDY
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SUMMARY

It has been postulated that obsessive compulsive disorder (OCD) lies in a continuum
between schizophrenia and the neurotic disorders. Patients of pure OCD develop
psychotic symptoms when there is a transient loss of insight or there is emergence of
paranoid ideas. Depression is frequently associated with OCD, which could either be a
complication of OCD or could be an independent coexisting disorder. In our study, 17
out of 52 OCD patients had psychotic features. Relatively more patients in the psychotic
group were found to be single. They had higher scores on YBOCS, BPRS and HDRS
(SIGH-D) as compared to the OCD patients without psychotic features. 76.47% of the
patients with psychotic features also fulfilled the DSM III-R criteria for Major Depressive
Disorder. The possible explanation and implication of the findings have been discussed in

the light of relevant literature.
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INTRODUCTION

Obsessive Compulsive Disorders (OCD) is characterized
by recurrent obsessions or compulsions that are significantly
distressing or time consuming or that cause significant
interference with social or occupational functioning (DSM
IR, APA, 1987). It has been postulated that obsessive
compulsive disorders lies in a continuum between
schizophrenia and the neurotic disorders {Goldberg, 1965;
Blacker, 1966). Obsessive compulsive symptoms have also
been observed in schizophrenia (Stengel, 1945; Rosen,
1957; Fenton & McGlashan, '1990), in whom obsession
may precede schizophrenic symptoms. Earlier studies by
Rudin (1953), Ingram (1961), and Lo (1967) have shown
that 1%-10% of patients with OCD subsequently develop
schizophrenia, however Goodwin et al (1969) pointed out
that most of these studies had used a broad criteria for the
diagnosis of OCD. Inspite of the high incidence of psychosis
in OCD most of the cases cannot be diagnosed as
schizophrenia according to current diagnostic systems.

Welner et al (1976) had reported that out of their 14
patients of OCD with psychotic symptoms (having delusions,
hallucinations and formal thought disorders) only 2 met the
criteria for schizophrenia while the remaining 12 showed
prominent affective symptoms. The relation between OCD
and depression is complex, with some believing depression to
be a complication of OCD (Lo, 1967; Rosenberg, 1968;
Goodwin et al, 1969), whilst others believe that OCD and
depression are two distinct disorders which often co-exist
(Monteiro et al. 1986; Jenike et al, 1987; Vallejo et al, 1988;
Rasmussen & Eisen, 1989).

Goodwin et al (1969), after reviewing 13 follow-up studies
had concluded that OCD patients were predisposed to
depression but did not develop schizophrenia more frequently
than non obsessional patients. In fact, Insel & Akiskal (1986)
have asserted that in the current classificatory systems most of
the OCD cases with psychatic features will be either diagnosed
as mood disorders or parancid state rather than schizophrenia.

The present study was conducted to assess the presence
of psychotic features and depression simultaneously in OCD
patients in whom schizophrenia was ruled out and to
examine the relationship between the psychotic features and
depression.

MATERIALS AND METHODS

This study was conducted at Central Institute of Psychiatry
(CI1P), which is a 643 bedded premier postgraduate
teaching institute situated in eastern India. It is run by the
Central government of India, and is an important referral
centre for the collieries, the railways, the states of Himachal
Pradesh, West Bengal, Bihar, Orissa, the entire north-easten
states and parts of Uttar Pradesh and Madhya Pradesh. The
hospital also gets referrals from the neighboring countries like
Nepal and Bhutan. The Institute runs postgraduate training
courses in Psychiatry, Clinical Psychology, Psychiatric Social
Work and Psychiatric Nursing.

In the OPD all cases are worked up by junior residents. The
history and the mental status examination of all the cases are
recorded in a semistructured proforma and the diagnosis is
made according to ICD-10 {(W.H.O., 1992) criteria, after the
case is discussed with a consultant or a post graduate senior
resident.
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For this study, all cases attending the Out Patient
Department (OPD) between August 1992 to July 1994, who
had received a diagnosis of OCD were reassessed, and only
those cases which fulfilled the DSM III-R (APA, 1987) Criteria
were included. Patients who fulfilled the DSM III-R criteria for
schizophrenia or who had any history suggestive of organicity
or who had a previous history of an affective episode (mania
or depression) were excluded from the study.

The patients were assessed on Yale Brown Obsessive
Compulsive Scale [YBOCS] (Goodman et al, 1989) for the
presence as well as severity of obsessive and compulsive
symptoms. They were also assessed on the Brief Psychiatric
Rating Scale [BPRS] (Overall & Klett, 1972] to study the
psychopathology including the psychotic features. Depression
was assessed by the Structured Interview Guide for Hamilton
Depressing Rating Scale (SIGH-D; Williams,1988). The
patients were rated only once on each scale at the first contact
by separate investigators who were blind to the scores on the

other rating scales.
RESULTS

The study sample constituted of 52 patients. There were
35(67.30%) males and 17(32.70%) females. 29 (55.77%)
patients were married, whereas 23 (44.24%) patients were
single. The mean age of the patients at the first psychiatric
consultation was 29.94 + 10.98 years. The mean age of
illness onset for the sample was 22.46 + 8.47 years and the
mean duration of illness was 7.48 + 7.66 years.

In the sample, 19 (36.54%) cases had multiple form of
obsessions and 17 (32.69%) cases had multiple content of
obsessions. A single compulsion was present in 30(57.13%)
cases, while multiple compulsions were present in 13(25.0%)
cases. 917.31%) patients had only obsessions without any
compulsions. The commonest form of obsessions was
obsessive ruminations seen in 40 (76.92%) of the cases. The
commonest content of the obsessions was contamination and
dirt, seen in 28 (53.85%) cases. The commonest type of
compulsion observed was washing compulsions, seen in 27
(51.92%) cases. (TABLE)

The mean obsessive score on YBOCS was 13.46 + 3.44,
while the mean compulsive score was 10.9 + 5.84,

In our sample 17 (32.70%) patients had psychotic features
and 35 (67.3%) patients had no psychotic features. Among
the patients with psychotic symptoms 9 (52.94%) had
persecutory delusions, 7 (41.18%) had delusion of reference, 1
{5.88%) had delusion of infidelity, 7 (41.18%) had pseudo
hallucination and 3 (17.65%) had second person auditory
hallucinations. (TABLE II)

The mean age of illness onset in the psychotic group was
21+4.2 years compared to 23+9.85 years ('t'=0.6722, NS)
in the non psychotic group. The mean duration of illness in
the two groups was 6.35+5.84 years and 7.23+7.39 years
respectively (t=0.438, NS). In the psychotic group 13 patients
(76.47%) also fulfiled the DSM IR criteria for a major
depressive episode, whereas in the non-psychotic group 14
(40%) fulfilled the criteria for major depressive episode
(p<0.01). Patients in the psychotic group, when compared
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with the non-psychotic group did not differ significantly in [1]
age of onset [2] duration of illness [3] male female ratio, and
[4] family history of psychiatric illness. Males were over
represented in both the groups. In the psychotic group there
were more patients who were single than married compared
to the non-psychotic group, which showed a trend towards
significance. (TABLE III)

Patients in the psychotic group had higher obsessive score
(t=1.347) and compulsive score (t=1.227) on YBOCS which
also showed a trend towards significance. Patients in the
psychotic group had a higher score on BPRS (p<0.05),
compared to those in the norrpsychotic group. A positive
correlation (r=0.734, p<0.01) was found between the BPRS
and the HDRS (SIGH-H) scores. On analysis of SIGH-D
scores it was found that 15 (88.24%) patients in the psychotic
group had depressive features compared to 16 (45.71%)
patient in the non-psychotic group (p<0.01). (TABLE V)

DISCUSSION

Looking at our sample of OCD cases, it appears that there
is a preponderance of males, which is contrary to expectation.
However, this apparent male dominance was an artifact,
which became clear when the observed figures were converted
into percentages of the total males and females attending the
OPD during the study period. We found that only 0.72% of
males were diagnosed as OCD whereas 1.03% females
received a diagnosis of OCD. Male dominance in clinical
sample of OCD has been observed in many studies from India,
and it is a result of the referral bias, which has been discussed
by us elsewhere (Khess et al, 1996).

In our sample 17 {32.7%) patients had psychotic features
which was higher than the figures reported earlier, ranging
from 6% to 20% (Rudin, 1953; Ingram, 1961; Rosenberg,
1968 & Sclyom et al, 1985). In one study Jenike et al (1986)
had described schizo-obsession in 32.6% of their sample,
which was almost similar to our findings. The OCD patients
with psychotic features did not differ from the patients without
psychotic features except that there were more patients who
were single or unmarried, and they had higher obsessive and
compulsive scores, indicating a more severe psychopathology,
which was similar to the findings of Solyom et al (1985). In the
psychotic group 13 (76.47%) patients had a major depressive
episode compared to 14 (40%) in the non-psychotic group.
When the SIGH-D scores were analysed 15 (88.24%) patients
in the psychotic group had depressive features compared to
16 (45.71%) in the non-psychotic group. Most of the earlier
studies have reported depression in 30%-40% of their samples
(Rachman & Hodgson, 1980; Coryell, 1981; Rasmussen &
Eisen, 1992). The incidence in the psychotic group was much
higher. Such high figures have also been reported by workers
like Tumer (1984) and Zetin et al (1992) who have found
depression in 70%-79% of their samples. The high incidence
of both psychotic features and depression in our sample can
be partially attributed to a sample bias, as the patients were
taken from a mental hospital setup.
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TABLE I. CLINICAL CHARACTERISTICS OF THE STUDY POPULATION

Form of Obsession

Content of Obsession

Type of Compulsion

Rumination - 40 {76.92%)
Doubt - 19 (36.54%)

Image - 7 (13.46%)

Impulse - 5(9.62%)

Fear - 2 (3.85%)

Multiple Form - 19 (36.54%)

Cotamination & Dirt - 28 (53.85%)
Sexual - 14 (26.92%)

Inanimate - 15 (28.85%)

Religious - 6 (11.54%)

Aggression - 1 (1.92%})

Multiple content 17 (32.69%)

Washing - 27 (51.92%)

Checking - 15 (28.85%)
Repeating compulsion - 7(13.46%)
Counting - 1 (1.92%)

Slowness- 1 (1.92%)

Multiple compulsions - 13 (25.0%)
No compulsion - 9 (17.31%)

TABLE ll. PRESENCE OF PSYCHOTIC FEATURES IN PATIENTS WITH OCD

PSYCHOTIC FEATURES n %
Persecutory delusion 9 52.94
Referential thinking 7 41.18
Pseudohallucination 7 41.18
Hallucination 3 17.65
Delusion of infidelity 1 5.88
Formal thought disorder 0 0
First rank symptoms 0 0
Catatonic signs 0 0
TABLE Ill. COMPARISON OF SEX RATIO, MARITAL STATUS AND FAMILY HISTORY
PSYCHOTIC GROUP NON-PSYCHOTIC GROUP
(N=17) {N=35)
n % n % Significance
Male 13 76.67 22 62.86 X2=0.096
Female 4 23.53 13 37.13 NS
Married 7 41.18 22 62.86 X2=2.180
Single 10 58.82 13 37.14 NS
Family history 9 52.94 18 5143 X2=0.0103
positive NS
NS= Not Significant
TABLE IV. COMPARISON OF THE LEVEL OF DEPRESSION
PSYCHOTIC GROUP NON-PSYCHOTIC GROUP
(N=17) (N=35) b &
LEVEL OF DEPRESSION n % n %
MILD 3 17.65 6 17.14
MODERATE 7 41.18 6 17.14 p<0.01
SEVERE 5 2941 4 1143
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Stengel (1945) and Rosen {1975) had earlier emphasized
the depressive and paranoid quality of their obsessional
psychotics. An appreciable proportion of OCD patients
become psychotic when there is a transient loss of insight or
there is emergence of paranoid ideas (Insel & Akiskal, 1986;
Mirza-Hussain & Chaturvedi, 1988). The shift from an
obsession to a delusion has been described when the
resistance is abandoned and insight is lost (Gordon, 1950;
Blacker, 1966; Insel & Akiskal, 1986). This shift can either
take an affective or paranoid form. Infact even paranoid shift
can arise from disturbed affective processes, in that guilty
preoccupation over a reprehensible thought or act may get
transformed into a delusional conviction that one is being
subjected to persecution (Insel & Akiskal, 1986). The strong
association between psychotic features and depressive features
in OCD is of interest from a phenomenological point of view
and it may also have important implications in the treatment
strategies in such cases. It should, however be kept in mind
that often it may be difficult to ascertain whether the psychotic
features are part of OCD or are due to the co-existing primary
depression. A limitation of this study was that the patients
were assessed only once and no follow up was conducted,
hence the longitudinal course and association between
psychotic features and depression in OCD can not be
commented upon.
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