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How Obsessive-Compulsive Symptoms
Correlate with other Symptoms and
Quality of Life in Schizophrenia?

A Cross-Sectional Study

Snigdha Awasthi’

and Ramananda Satapthy?

ABSTRACT

Background: Early psychiatrists inferred
that obsessive-compulsive symptoms
(OCS) represent a defense against
psychosis and prevent the progression
of schizophrenia. However, recent clinical
research has yielded inconsistent results
across studies regarding the link between
0CS and the symptom domains of
schizophrenia and the influence 0CS
have on a patient’s functioning and
quality of life (QOL).

This study aimed to determine whether
OCS has any association with the symptom
severity, functioning, and QOL of schizophrenia
patients.

Methods: This cross-sectional study done
in a tertiary care hospital consecutively
recruited 85 outpatients of schizophrenia

in clinical remission over one year. Positive
and Negative Syndrome Scale (PANSS),
Yale-Brown Obsessive Compulsive Scale
(Y-BOCS), WHO Quality of Life Brief Version
(WHO QOL-BREF), and Global Assessment
of Functioning (GAF) scales were applied.

Results: Eighteen patients (21.2%)

had OCS (Y-BOCS score of =8). Patients
with OCS had higher PANSS scores
(mean+SD of total score 77.16+ 16.4,

P < 0.001), suggestive of more severe
psychosis, poor functioning overall
(mean GAF score 37.35 +15.62, P < 0.001),
and poor QOL in the psychological domain
(P < 0.001). In addition, significant
associations were present between the
Y-BOCS score and the PANSS (r= 0.65),
GAF (r=-0.61),and WHO QOL BREF
scores in the physical (r=-0.39),and
psychological domains (r=-0.41)

(P < 0.0010n all of the above).

Conclusions: Patients with OCS have
more severe symptoms and a lower QOL.
A significant association exists between
the intensity of OCS and schizophrenia
symptoms, global functioning, and QOL.

Keywords: Adult, schizophrenia, obsessive-
compulsive symptoms, quality of life,
global functioning

Key Messages: The greater severity of
psychosis in schizophrenia patients with
obsessive-compulsive symptoms aligns

with most reports that project a clinical
picture of poorer social functioning and
prognosis for these patients. This is
contrary to earlier reports which suggested
that such patients have a better prognosis,
thus emphasizing on the need for
longitudinal studies, which could help in
formulating targeted interventions for this
population.

bsessive-compulsive symptoms

(OCS) have been reported in

schizophrenia for more than
a century. Bleuler characterized OCS
in schizophrenia as “automatisms,”
i.e., “action, thinking, and feeling de-
tached from the will.”»? In the last few
decades, their incidence has been in-
creasingly reported in schizophrenia,
with a recent meta-analysis reporting a
prevalence rate of 30.3%.3 Moreover, the
prevalence rates of OCS in schizophre-
nia are much higher than the lifetime
prevalence rate of 1.3% in the general
population.* In comparison, in India, the
prevalence rates of OCS in schizophrenia
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are 10%-28% as opposed to the lifetime
prevalence rate of 0.6%-3.3% in the gen-
eral population.s*® Further, in schizo-
phrenia, the prevalence of OCS is higher
in outpatients than inpatients, indicat-
ing that OCS is more easily detectable
after the remission of psychosis."

Early psychiatrists inferred that OCS
could also retard the development of
“malignant schizophrenia” and may rep-
resent a defense against psychosis and
prevent the progression of schizophre-
nia.> However, recent clinical research
has shown that patients of schizophre-
nia with OCS frequently have severe
psychotic and depressive symptoms and,
consequently, lower social functioning.!
Regarding the quality of life (QOL) and
disability, a few studies have suggested
more significant social impairment, poor
overall performance in neuropsycholog-
ical tests, and poor QOL.3"s However,
some studies have reported better global
functioning in such patients.*®

In the Indian context, so far, studies
have been mixed. For example, Devi et al.
found that schizophrenia patients with
OCS had lower positive symptom scores
and better QOL.® Singh et al. found
the OCS group to have significantly
highergeneral psychopathologyand total
score on the Positive and Negative
Syndrome Scale (PANSS), with a sig-
nificant positive correlation between
total Yale-Brown Obsessive Compulsive
Scale (YBOCS) scores and PANSS posi-
tive subscale scores suggestive of more
severe psychopathology.” Rajkumar et al.
discovered that schizo-obsessive indi-
viduals were likelier to have paranoid
symptoms, first-rank symptoms, and a
lower level of disability.”

While several studies have char-
acterized the prevalence and clinical
correlates of OCS in schizophrenia, they
have yielded inconsistent results, leaving
many questions unanswered, such as:

1. What is the link between OCS and
the symptom domains of schizophre-
nia?

2. What influence do OCS have on a
patient’s overall functioning and QOL?

Given the knowledge gaps, this study
aimed to determine whether OCS affects
the symptom severity, functioning, and
QOL of schizophrenia patients. Also, we
aimed to determine which domains of
schizophrenia were most strongly influ-
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enced by the presence of comorbid OCS.
Our hypothesis was that symptom sever-
ity and QOL are worse in patients with
schizophrenia with clinically significant
OCS than those without it. We also pos-
tulated that patients with severe OCS are
likelier to have more severe psychosis
than those without.

Materials and Methods

Sample

For this study, the patients were recruited
from the outpatient department of Gov-
ernment Hospital for Mental Care,
Visakhapatnam. All patients diagnosed
with schizophrenia (as per ICD-10 DCR
criteria) at least six months ago and
were in clinical remission at the time of
this study, aged 18 to 60, and willing to
give informed consent, were included.
Patients with schizoaffective disorder,
comorbid affective disorders, substance
use, intellectual disability, or organic
brain disorders such as epilepsy were
excluded. Using the prevalence rate of
schizo-obsessive disorder of 30% from
the review by Montcel et al.,' with an
error rate of 10%, we estimated the
minimum sample size to be 81. Account-
ing for anticipated nonconsent and
dropouts during the study (presumed at
20%), the final sample size was 97.

Study Design

This cross-sectional, hospital-based study
recruited patients consecutively over a
year, starting in September 2020.

Operational Definitions

1. For identifying obsessions and com-
pulsions in the presence of psychotic
symptoms, guidelines by Bottas et al.
were utilized:

a. A repetitive act was considered
a compulsion only if it occurred
in response to an obsession AND
not in response to psychotic ide-
ation (e.g., repetitive checking in
response to paranoid fears would
not constitute a compulsion).

b.If a recurring, intrusive thought
revolved solely around delusional
concepts, it was not termed an
obsession (e.g., persecutory or refer-
ential ideas).”

2. Following the method chosen by
Nasrollahi et al. in their clinically rel-
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evant OCS diagnosis study, patients
with a score of >7 on the Y-BOCS were
labeled as having OCS.*

3. To determine clinical remission, we
used the Andreasen criteria, accord-
ing to which patients had to score
<3 on PANSS items P1, P2, P3, N1, N4,
N6, Gs,and Go. In addition, the symp-
toms were rated based on the patient’s
history from six months before recruit-
ment.”

Study Tools

1. A self-designed semi-structured ques-
tionnaire was used to collect personal
and sociodemographic details.

2. Positive and Negative Syndrome
Scale (PANSS)*°: It is a 3o-item,
semi-structured questionnaire with
a 7-point scale that a clinician admin-
isters. Seven of the 30 criteria belong
to the positive scale, seven to the neg-
ative scale, and the remaining 16 to
the general psychopathology scale.
Each item comes with a full explana-
tion and specific anchoring criteria
for each of the seven rating points,
ranging from absence (score = 1) to
severe psychopathology (score = 7).
Summing the scores on all subscales
yields the total score. A composite
score is calculated by subtracting the
negative scale’s score from the positive
scale’s score, and it aids in classifying
patients into the negative or positive
syndrome.

3. Yale-Brown Obsessive Compul-
sive Severity Scale (Y-BOCS)>:: This
consists of ten core items, five mea-
suring time, interference, distress,
resistance, and control of obsessions
(items 1-5), and five rating compul-
sions (items 6-10). The items are rated
from o (no symptoms) to 4 (severe).
Severity is rated as mild (8-15), moder-
ate (16-23), severe (24-31), Or extreme
(32—40).

4. WHO Quality of Life Brief Version
(WHO QOL-BREF)*: This scale is
an abbreviated 26-item version of the
WHOQOL-100 and has been vali-
dated and standardized for use in the
Indian population and is available in
six Indian Languages.” It measures
the quality of life across four domains,
i.e., physical health, psychological,
social relationships, and environment.
To maintain uniformity, this study



Original Article

used the scale in an interview format
for all patients. Further, although the
time frame mentioned in the scale is
two weeks, the manual recognizes that,
for chronic conditions such as schizo-
phrenia, a period of four weeks can
be considered, which was used in this
study. Finally, the scores were given in
each of the domains, which were later
transformed into percentages based on
the score sheet provided in the manual.

5. Global Assessment of Function-
ing (GAF)*: It is a clinician-rated tool
rated on a o-100 scale. The scale is
divided into 10-point intervals, with
91-100 indicating superior function-
ing with no symptoms. It assesses
global functioning by considering
psychological, social, and occupational
functioning on a hypothetical contin-
uum of mental illnesses.

Methods

The Andhra Medical College Institu-
tional Ethics Committee, Visakhapatnam,
approved the study. Demographic data,
illness, and treatment variables were
collected, and PANSS, Y-BOCS, WHO
QOL-BREF, and GAF scales were, applied.
Those with a Y-BOCS score of >7 were put
in the “OCS group,” while the others com-
prised the non-OCS group.

By the end of the study, 12 patients were
excluded due to withdrawal of consent
during the study, presence of comorbid-
ities, etc. Eighty-five patients were finally
included. All the assessments were per-
formed by the principal author, who
was trained in administering the instru-
ments by the senior consultant.

Statistical Analysis

Statistical Package for the Social Sci-
ences, Windows version 25 (SPSS-25),
was used to analyze the data. Data
distribution was determined, and the
Kurtosis range of +2 was considered
in the parametric range. The mean,
standard deviation, and median were
calculated for continuous variables. Fre-
quencies and percentages were used to
analyze categorical variables. Compar-
ison of socio-demographic and clinical
characteristics was done using the chi-
square test. Comparisons of means were
made by using the Mann-Whitney U
test. Correlations were evaluated using
Pearson’s correlation coefficient before

and after controlling for PANSS scores,
and Spearman Rank Test was used to
correlate Y-BOCS scores with each item
of PANSS. All the tests were two-tailed,
and significance was set at a conservative
P value of <0.001 after Bonferroni correc-
tion for 50 correlation comparisons for
subgroup analysis.

Results

Sample Characteristics

Out of the 85 patients, 67 belonged to
the non-OCS group and 18 to the OCS
group (Y-BOCS>7). Twelve patients out
of 85 scored >16 on the Y-BOCS scale
(14.12%), indicative of significant OCD.
The mean (SD) of YBOCS total, obses-
sions, and compulsions scores were
21.83 (7.54), 11.39 (3.8), and 10.44 (4.17),
respectively. The most common com-
pulsions were cleaning type (72.2%,
n = 13) and miscellaneous type (need to
tell, ask, or confess; need to touch, tap,
or rub, 27.8%, n = 5). The most common
obsessions were of contamination type
72.2% (n = 13), followed by sexual (38.8%,
n = 7)and religious (22.2%, 11 = 4) types.

TABLE1.

In 27.8% (n = 5) of the OCS group, OCS
preceded the onset of schizophrenia
symptoms, while eight (44.4%) patients
developed OCS during the chronic
course of schizophrenia. In three patients
OCS was apparently drug induced, with
one patient being on clozapine and the
remaining on olanzapine.

Table 1 compares some sociodemo-
graphic and clinical variables of both
groups.

Most patients who reported OCS were
male, unemployed, and unmarried at the
time of the survey. There were no statisti-
cally significant differences between the
groups based on sociodemographic or clin-
ical characteristics. The most prescribed
antipsychotic was risperidone in the whole
sample, Olanzapine in the non-OCS group,
and haloperidol in the OCS group.

Comparing Symptom
Severity, Functioning,
and QOL

Overall, the OCS group had a more
severe illness, with higher scores
on all three dimensions and the total

Comparison of Clinical Characteristics of 0CS and Non-0CS

Groups.
Non-0CS 0cs
Group? Group®
n (%)/ n (%)/ Xz

Clinical Characteristics Mean + SD Mean + SD (P)
Age (years) 35.9+9.83 | 31.6+£9.85 | -1.76 (0.08)
Sex—males 35 (52.2) 13 (72.2) 2.3 (0.13)
Patients educated beyond middle school 29 (43.3) 10 (55.6) 1.96 (0.85)
Patients belonging to lower socioeconomic status 51 (76.12) 12 (66.67) 2.84 (0.42)
Number of employed patients 17 (25.4) 4 (22.2) 1.14 (0.56)
Number of unmarried/ single patients 37 (55.2) 13 (72.2) 5.55 (0.06)
Patients hailing from rural areas 36 (53.7) 11 (61.1) 0.31(0.58)
Age of onset of schizophrenia (years) 30.95+9.72 | 29.77+8.4 | -1.46 (0.14)
History of more than one episode/ exacerbation 15 (22.4) 3 (16.67) -0.25 (0.81)
Medications

On more than one anti-psychotic 24 (35.82) 2 (11.1) 4.08 (0.04)

Risperidone 42 (62.68) 14 (77.78) 6.62 (0.01)

Haloperidol 5 (7.46) 3 (16.67) 0.08 (0.77)

Olanzapine 17 (25.37) 2 (11.11) 0.52 (0.47)

Clozapine 5 (7.46) 1(5.55) 0.002 (0.96)

Quetiapine 12 (17.91) 1(5.55) 2.57 (0.11)

Amisulpride 10 (14.92) 0 2.1 (0.15)

Chlorpromazine 1(1.49) o) 0.19 (0.66)

Anti-Depressants 12 (17.91) 12 (66.67) 2.67 (0.45)

2Schizophrenia patients without obsessive-compulsive symptoms. ®Shizophrenia patients with obsessive-
compulsive symptoms. OCS: Obsessive-compulsive symptoms.
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scores of PANSS. The severity was
significantly higher in the OCS group
in four out of seven symptoms on the
positive scale, i.e., delusion, conceptual
disorganization, suspiciousness (P < 0.001
for all), and hallucinatory behavior P =
0.001), and three out of seven symptoms
on the negative scale, i.e., emotional
withdrawal, poor rapport, and stereo-
typed thinking (P < o.001 for all). In
general psychopathology, 12 out of 16
parameters, particularly symptoms like
anxiety and guilt, were significantly
more severe in the OCS group (P <
0.001). Comparing the symptom sever-
ity and overall functioning, patients
with OCS had significantly lower scores
on the GAF scale. On the WHO QOL
BREF scale, OCS patients fared poorly
only in the psychological domain
(P = 0.001, Table 2).

Association of Severity
of Obsessive-Compulsive
Symptoms with Clinical
Variables

In the OCS group, positive correlations
of YBOCS score were seen with the total
and three subdomain scores of PANSS,
implying that patients with more severe
OCS had worse positive, negative, and
general symptoms of schizophrenia.
A statistically significant negative cor-
relation was seen with quality of life,
especially in physical and psychologi-
cal health domains, thus implying that
patients with more severe OCS had
worse quality of life. Similarly, patients
with more severe OCS had a statistically
significant worse overall functioning on
the GAF (Table 3). In the OCS group,
on partial correlation after controlling
for the total PANSS score between the
total Y-BOCS score and all domains of
WHO QOL BREF (physical, psycho-
logical, social, and environmental) and
GAF scores, a statistically significant
negative correlation was seen only with
GAF (r = —0.4, P < 0.001) (OCS group
n=18).

When correlation analysis was done
between the Y-BOCS total score and
each item of PANSS in the OCS group,
a significant positive correlation was
seen with delusions (p = 0.42, P < 0.001)
emotional withdrawal (0 = 0.49,P < 0.001),
anxiety (o — 0.51, P < 0.001) guilt (0 — 0.52,
386

TABLE 2.

Comparison of Scores on PANSS and Its Subdomains, GAF,
and WHO QOL BREF in Non-0CS and OCS Groups.

Non-0CS
Group?® 0CS Group®
Variable Mean+SD Mean+SD z P
PANSS—Total 44.34%13.59 77.16+16.4 -5.6 <0.001
PANSS—positive 9.79+4.09 15.61£4.56 -4.4 <0.001
Delusions -4.43 <0.001
Conceptual disorganization -3.03 <0.001
Hallucinatory behavior -3.34 0.001
Excitement -1.75 0.08
Grandiosity -1.93 0.05
Suspiciousness/Persecution -4.27 <0.001
Hostility -1.07 0.28
PANSS—negative 10.80%4.11 17.61+5.66 -4.26 <0.001
Affective blunting -1.8 0.07
Emotional withdrawal -4.7 <0.001
Poor rapport -5.25 <0.001
Passive/Apathetic social withdrawal -3.1 0.002
Difficulty in abstract thinking -3.13 0.002
Lack of spontaneity and flow of -2.62 0.009
conversation
Stereotyped thinking -3.48 0.001
PANSS—general 23.75+8.79 43.94%9.94 -5.2 <0.001
Somatic concern -0.04 0.97
Anxiety -4.4 <0.001
Guilt feelings -4.94 <0.001
Tension -3.27 0.001
Mannerisms and posturing -3.38 0.001
Depression -2.85 0.004
Motor retardation -4 <0.001
Uncooperativeness -1.94 0.05
Unusual thought content -4.72 <0.001
Disorientation -2.74 0.006
Poor attention -4.36 <0.001
Lack of judgement and insight -4.77 <0.001
Disturbance of volition -4.08 <0.001
Poor impulse control -3.87 <0.001
Preoccupation -5.49 <0.001
Active social avoidance -5.37 <0.001
Global assessment of functioning 69.95+14.68 37.35+15.62 -5.2 <0.001
WHO QOL BREF scores:
Physical 57.23+12.8 46.17+11.92 -2.92 0.003
Psychological 51.64+11.88 39.00+12.85 -3.39 0.001
Social 47.74+25.89 2Q.22+19.07 -2.56 0.01
Environmental 53.63+14.63 47.05+14.48 -2.142 0.03

3Schizophrenia patients without obsessive-compulsive symptoms. *Schizophrenia patients with obsessive-
compulsive symptoms. OCS: Obsessive-compulsive symptoms. PANSS: Positive and Negative Syndrome Scale.
WHO QOL BREF Scores: WHO Quality of Life Brief Scale. *P values in bold indicate significant values (P = 0.001).

P < 0.001) and depression (p - 0.35,
P < 0.001) (OCS group n = 18) (Table 4).

Discussion

The impact of OCS on psychotic
symptoms in schizophrenia has been
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widely assessed, with inconsistent results.
We checked whether there is any
correlation between the severity of
schizophrenia and OCS.

There is no consensus on the relation-
ship between sociodemographic factors
and OCS in schizophrenia. Some studies
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TABLE 3.
Association BetweenY-BOCS
Score and Clinical Variables.

TABLE 4.
Correlation betweenY-BOCS
Score and PANSS Domains.

Variable r P* PANSS Items r B
Age -0.194 0.07 Delusions 0.42 <0.001
Years of education 0.2 0.29 Conceptual 0.36 0.001
Age at onset of illness -0.418 0.1 disorganization
Duration of illness -0.01 0.9 Hal!ucmatory behavior | 0.3 0.005
Number of episodes -0.06 0.6 Exaternelnt 019 007
PANSS total 0.64 | <o0.001 Graml:ll.o5|ty 021 0:05
PANSS—positive score 0.49 | <0.001 E::SFAEE?::ESS/ 043 0:001
PANSS—negative score 0.47 | <0.001 Hostility 0.07 0.05
PANSS—general score 0.63 | <0.001 Affective blunting . 200
WHO QOL—physical ~0.39 | <o.o01 Emotional withdrawal 0.49 <0.001
WH(}: QIOL__ | =@ so.ecd Poor rapport 0.5 <0.001
sychologica - .
psy g - Passive/Apathetic 0.3 0.006
WHO QOL—social -0.29 0.006 el wfieEmal
WH_O QO0L— -0.18 om Difficulty in abstract 0.29 0.006
environmental thinking
Global assessment of -0.65 | <o0.001 Lack of spontaneity 0.283 0.00g
functioning and flow of
“Pvalues in bold indicate significant values (P = 0.007). conversation
PANSS: Positive and Negative Syndrome Scale. WHO Stereotyped thinking 0.362 0.001
QOLBREF Scores: WHO Quality of Life Brief Scale. .
Y-BOCS: Yale-Brown Obsessive Compulsive Severity Somatic concern 2o L
Scale. Anxiety 0.51 <0.001
Guilt feelings 0.52 <0.001
Tension 0.33 0.002
. . . . Mannerisms and 0.38 <0.001
reported that patients with schizophrenia posturing
and Obsessive-Compulsive Disorder (OCD) Depression 0.35 0.001
are more likely to be males, hail from a Motor retardation 0.39 <0.001
lower socioeconomic status, be employed, Uncooperativeness 0.16 0.14
and have a higher level of education.’¢*% Unusual thought 0.49 | <o0.001
Others have observed a lack of relationship content
with sociodemographic variables, like this Disorientation 0.28 0.008
study, wherein no significant differences Poor attention 94 SCE00]
were observed between those with and Lack I:’:J”dgeme"t and | 045 el
. . . insi
without OCS on any sociodemographic - g —
.. c. Disturbance of volition | 0.5 <0.001
characteristics.>” Also, no statistically E——— o=
. . . . . oor impulse contro 0. 0.001
significant relationship or difference was Ep— iat'on o 35 <0001
. r upati . g
established between the groups based . . 22
L. .9 Active social 0.55 <0.001
on their illness characteristics. However, Y ——
researchers such as Grover et al. have *P values in bold indicate significant values

shown a positive correlation between the
duration of schizophrenia and the severity
of OCS, and significantly higher Y-BOCS
scores in patients with a history of recur-
rent episodes compared to first-episode
schizophrenia patients.>

In this study, patients with OCS had
greater severity of formal thought dis-
orders and delusions. In contrast, some
previous studies have reported greater
severity of bizarre behavior and lower
severity of delusions, hallucinations,
and formal thought disorder.>*? Also,
regarding negative symptoms, while
we found more severe negative symptoms
in general, except for affective flattening,

(P = 0.001). PANSS: Positive and Negative Syndrome
Scale. Y-BOCS: Yale-Brown Obsessive Compulsive
Severity Scale.

where no significant difference was
noted, various studies have reported both
greater and lesser severity of affective
flattening and lower anergia.’?® These
differences may be attributed to different
sampling strategies, assessment instru-
ments, and study design.

Our correlation analysis revealed that
the severity of obsessions and compulsions
are associated with more severe psychosis,
higher dysfunction, lower functioning,
and QOL. Furthermore, even when PANSS

total score was employed as a covariate, the
relationship between global functioning
and the Y-BOCS score remained. The above
findings thus suggest that OCD/OCS may
deleteriously influence patients in clin-
ical remission. This contrasts with early
research that indicated that OC symp-
toms could predict a favorable prognosis
by slowing the “personality breakdown”
associated with schizophrenia, even indi-
cating a psychotic remission.** However,
this notion has been disproved by recent
studies showing that OCS may adversely
influence the course of schizophrenia,
usually entailing greater severity and
poorer prognosis.»* Moreover, patients
with schizophrenia and OCS seem to have
more severe psychotic and depressive
symptoms and lower social functioning
and disability.**#3»3 However, some recent
studies have suggested that the impact of
schizophrenia may vary depending on the
stage of schizophrenia, with early schizo-
phrenia having a shielding effect and
chronic schizophrenia having a deleterious
effect.

In this study, delusions and OCS were
found to have a positive correlation,
supporting the view that these reflect a
manifestation of over-valued ideas lying
on a continuum of obsessional doubts
to delusional certainty, suggesting a
common underlying mechanism that
may be related to a decreased capacity
to inhibit behaviors or thoughts.* In
addition, it has recently been argued
from a dimensional research perspec-
tive that OCS are linked to the thought
disorder dimension, which encom-
passes psychotic symptomatology and
the internalizing dimension. Also,
present neurobiological evidence sug-
gests that a hyperdopaminergic state
in the ventral striatum can cause exces-
sive valuation or selection of repetitive
behaviors and directly contribute to
OCD-related compulsivity.® These find-
ings,thus,furthersupportthepresenceofa
psychopathological continuum between
obsessive-compulsive and psychotic phe-
nomena. Further, this study shows that
OCS mayindicate worsening schizophre-
nia, with such patients having poorer
functioning and QOL. But whether itis a
cause, effect, or a pre-existing morbidity
amplified remains a question. However,
it should be noted that the recent report
by Devi et al. did not reveal any differ-
ences in the severity of schizophrenia

Indian Journal of Psychological Medicine | Volume 45 | Issue 4 | July 2023 387



Awasthi and Satapthy

symptoms between schizophrenia pati-
ents with and without OCS, warrant-
ing the need for large-scale, prospective
research on this topic.5>> Some studies
have also suggested that discrepancies in
diagnosing obsessions in the presence of
delusions could contribute to a positive
association between OCS and positive
symptoms, pointing towards the need
for a consensus definition for diagnosis
and research in this area.

In this study, OCS were associated
with higher degrees of impairment in
general functioning and QOL. This con-
tradicts the findings of Devi and Wehbe,
who found no influence on the QOL.5¥
One reason for the initial results imply-
ing a poor QOL in this study could be
the severe symptoms seen in schizo-
phrenia patients with OCS. Another
reason could be that OCS often com-
pound other symptoms or are signs of
a specific pathophysiologic pathway
intimately associated with maladaptive
or lack of adaptive behavior.3*3 Accord-
ing to some research, in schizophrenia,
OCS are linked to higher pessimism and
avoidant-focused coping methods.+ Sui-
cidal ideation and attempts are also more
common in schizo-obsessive individuals
than in schizophrenia patients.* In this
study, a positive association was seen
between the severity of OCS and guilt,
anxiety, and depression components
of PANSS, which is in line with other
studies.””s These symptoms alone may
contribute to these patients’ poor func-
tioning and QOL.

This study looked at OCS in schizo-
phrenia patients in remission, thus
demonstrating the importance of exam-
ining OCS even after clinical remission
since they affect cognitive skills and
overall functioning.#* However, it was
limited by a smaller sample size than
similar previous studies. Also, as this was
a cross-sectional assessment, it does not
give a definite idea of the effect of OCS
on schizophrenia symptoms throughout
the disease course. As the study sample
was taken only from one source (hospi-
tal-based) and only in one phase of the
illness, i.e., remission, the findings have
limited generalizability. Before recruit-
ment, the subjects were on psychotropic
medications, which could have amelio-
rated or worsened specific symptoms.
Including a group of patients with
primary OCD or affective disorder as a
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comparator could have provided more
detailed information regarding the prev-
alence and characteristics of OCS/OCD
in schizophrenia.

For future studies, a bigger sample,
recruited preferably from the commu-
nity, will give a more complete idea of
the extent of the illness in question.
Consensus definitions may be used to
enhance the comparability of the results
across findings. Considering that there
is a dearth of longitudinal studies on
this topic on Indian populations, future
studies should consider such design as
they may help establish the temporal
relationship between schizophrenia and
OCS and how OCS affects patients’long-
term functioning.

Conclusion

Schizophrenia patients with OCS have
more severe symptoms and a lower QOL.
There is a strong correlation between
the intensity of OCS and schizophre-
nia symptoms, global functioning, and
QOL. Future research in this area should
include a comparison group, such as
people with primary OCD, and a longi-
tudinal design to determine the actual
effects of OCS on other elements of the
patient’s life.
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