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Functional Impairment and Quality of Life in 
Patients with Obsessive Compulsive Disorder

Puspita Sahoo, Rati Ranjan Sethy, Daya Ram1

ABSTRACT

Background: This study was carried out to enumerate the level of difference in functional impairment and quality 
of life (QOL) in obsessive‑compulsive disorder (OCD) patients and normal control group to find out the relationship 
among ICD functional impairment and QOL. Methodology: Thirty patients diagnosed with OCD as per International 
Classification of Diseases Diagnostic Criteria for Research‑10 were taken for study. The control group consists of 30 
normal participants from the community. Functional impairment and QOL questionnaires were administered on both 
groups to measure functional impairment and QOL in OCD. Results: The mean age of onset of OCD was (23.8 ± 7.25), 
mean duration of illness was (6.3 ± 4.47), and mean duration of treatment was (2.56 ± 2.47). It was also observed that 
total score as well as all the domains of the World Health Organization QOL‑BREF, OCD patients scored significantly 
less (P < 0.001) compared to normal controls. Dysfunctional Analysis Questionnaire (DAQ)‑Social area and DAQ‑Personal 
area had statistically significant positive correlation (P < 0.05) with an obsessive subscale of Yale–Brown Obsessive 
Compulsive Scale (Y‑BOCS) whereas DAQ‑social area (P < 0.05), DAQ‑Personal Area (P < 0.05) had statistically significant 
positive correlation with a total score of Y‑BOCS. Conclusion: The presence of functional impairment leads to poor 
QOL in the persons with OCD.
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INTRODUCTION

Obsessive‑compulsive disorder  (OCD) is the fourth 
most common psychiatric disorder, occurring in 2%–3% 
of the U.S. population.[1] The lifetime prevalence of 
OCD is estimated to 1%–3% based on population‑based 
surveys. OCD is a chronic and disabling illness that 
impacts negatively on the academic, occupational, 
social, and family function of patients.[2]

The course of OCD is typically chronic, with an 
increase of symptoms often associated with stressful 
life events.[3] Finally, whereas effective treatments 
have been developed, many sufferers either fail to 
respond, respond partially, or relapse shortly after 
pharmacological treatment[4,5] Such chronicity has 
led to the widespread view that OCD is associated 
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with significant functional impairment and reduced 
quality of life (QOL). However, the range and degree 
of OCD‑specific psychosocial dysfunction among 
affected adults have not yet to be systematically 
documented.

QOL is increasingly recognized as a pivotal outcome 
parameter in research on OCD. Studies using generic 
(i.e.,  illness‑unspecific) instruments have confirmed 
poor QOL in OCD patients across a wide range of 
domains, especially with respect to social, work, role 
functioning, and mental health aspects. Depression 
and obsessions are the symptom clusters that 
most strongly contribute to low QOL. Scores are 
sometimes as low as those obtained by patients with 
schizophrenia.

Dysfunction can be found in QOL and functional 
impairment in OCD. However, there is a lack of data 
in the adult patients with OCD. Furthermore, there is 
a dearth of literature on the correlation between the 
QOL and functional impairment. Thus, the present 
study was focus on the functional impairment and QOL 
of a patient with OCD and find out the relationship 
among these variables. The finding will be helpful and 
useful in the management of this group to prevent from 
further deterioration of disease process.

METHODOLOGY

This study was conducted on the individuals visiting 
the OCD clinic scheduled once weekly in Psychosocial 
Unit as well as in outpatient department and 
inpatient department during September 2008–January 
2010 at the Central Institute of Psychiatry, Kanke, 
Ranchi. Thirty patients diagnosed with OCD as per 
International Classification of Diseases Diagnostic 
Criteria for Research (ICD‑10, DCR)[6] were included 
in the study and 30 normal individuals taken as control. 
Inclusion criteria for the case were (1) patient diagnosed 
with OCD as per ICD‑10, DCR,[6] (2) age range 
18–60 years and both sex, and (3) the patient who gave 
written informed consent. The inclusion criteria for the 
normal control group were match with age, sex, and 
education and the individual having General Health 
Questionnaire (GHQ)‑12 score <3. Exclusion criteria 
were (1) patient diagnosed with other psychiatric illness 
except mild to moderate depression, (2) comorbidity 
medical, physical or organic disorder, and (3) Age <18 
and more than 60. The exclusion criteria for the control 
group were  (1) GHQ >3,  (2) Comorbidity medical, 
physical, or organic disorder, and  (3) age  <18 and 
more than 60.

Patients with diagnosis of OCD as per ICD‑10, DCR[6] 
criteria were selected from OCD clinic on the basis of 

inclusion and exclusion criteria and written informed 
consent was obtained from all participants after 
explaining the details of the study.

The scales like–Dysfunctional Analysis Questionnaire 
(DAQ), World Health Organization QOL scale 
(WHO‑QOL‑1996 Hindi version),[5] Yale–Brown 
Obsessive Compulsive Scale (Y‑BOCS) (Goodman et al. 
1992)[7] were administered on the patients.

The statistical analyses were done with SPSS Inc. 
Released 2007, Version 16.0. Chicago. The operating 
system used  was window 7. Description of sample 
characteristics was done using descriptive statistics- 
percentage, mean and standard deviation. Pearson 
correlation was done to study the association between 
Y‑BOCS scores with DAQ, WHO‑QOL. The level of 
statistical significance was kept at P < 0.05 (two‑tailed).

RESULTS

The mean age of onset of OCD was  (23.8 ± 7.25), 
mean duration of illness was  (6.3  ±  4.47), mean 
duration of treatment was (2.56 ± 2.47), (13.3%) of 
the patients had previous history of medical illness, no 
history of psychiatric illness and 56.7% of the patients 
had depression. 6.7% has a family history of Medical 
illness, and 20% has a family history of psychiatric 
Illness [Table 1].

The severity of OCD was found to be severe in the 
obsessive subscale of Y‑BOCS (mean = 6.07 ± 2.60), 
compulsive subscale of Y‑BOCS (mean = 10.47 ± 5.09) 
and total Score of Y‑BOCS (mean = 23.63 ± 8.35) 
[Table 2].

This table shows the group differences in DAQ Scores 
between OCD patients and normal controls groups. 

Table 1: Clinical characteristics of OCD patients (N=30)
Variables Mean±SD/(n (%))
Age of Onset (in years) 23.8±7.25
Duration of Illness (in years) 6.30±4.47
Duration of Treatment (in years) 2.56±2.47
Past History of illness

Medical Illness 4 (13.3)
Psychiatric Illness 0 (0)

Family History of illness
Medical Illness 2 (6.7)
Psychiatric Illness 6 (20)

Diagnosis
OCD 13 (43.3)
OCD with depression 17 (56.7)

Severity of Disability (IDEAS)
Mild 23 (85.2)
Moderate 4 (14.8)
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Statistically, significance difference was found between 
OCD patients and normal control (P < 0.001) in all 
the domains of DAQ. It was also observed that in total 
score as well as all the domains of WHOQOL‑BREF, 
OCD patients scored significantly less compared to 
normal controls (P < 0.001) [Table 3].

This table shows the correlation between scores 
of Y‑BOCS with scores in different areas of DAQ, 
WHOQOL‑BREF, in OCD patients (n  =  30). It 
was observed that DAQ‑Social Area (P  <  0.05), 
DAQ‑Personal Area (P  <  0.05) had statistically 
significant positive correlation with obsessive subscale 
of Y‑BOCS whereas DAQ‑Social Area (P  <  0.05), 
DAQ‑Personal Area (P  <  0.05) had statistically 
significant positive correlation with total score of 
Y‑BOCS. DAQ‑Total area was positively correlated 
with an obsessive subscale of Y‑BOCS, compulsive 
subscale of Y‑BOCS, total score of Y‑BOCS. While 
the interpersonal activities of IDEAS have statistically 
significant correlation (P < 0.05) with total score of 
Y‑BOCS [Table 4].

DISCUSSION

In this study, we reported that significantly higher 
degree of functional impairment in OCD than healthy 
control. Particularly, the OCD patients had shown 
marked impairments in all areas of dysfunction 
measuring scale such as social, vocational, personal, 
family, and cognitive areas. This particular finding has 
also been found to be consistent with the observations 

Table 2: Scores obtained by Obsessive compulsive 
disorder patients (N=30) in different areas of 
Yale‑Brown Obsessive Compulsive Scale
Variables Mean±SD
Y‑BOCS‑Obsession 12.83±4.15
Y‑BOCS‑Compulsion 10.47±5.09
Y‑BOCS‑Total Score 23.63±8.35

Table 3: Group differences in Dysfunctional Analysis Questionnaire (DAQ), World Health organization Quality of 
life‑ BRIEF (WHOQOL‑BREF) Scores between OCD patients and normal controls
DAQ, WHOQOL‑BREF Ideas Mean±SD t (df=58) P

OCD Patients (N=30) Controls (N=30)
DAQ‑Social Area 73.73±13.11 41.86±10.14 10.38*** <0.001
DAQ‑ Vocational Area 71.16±12.25 38.66±7.30 12.48*** <0.001
DAQ‑Personal Area 73.20±8.36 43.66±9.38 12.87*** <0.001
DAQ‑Family Area 68.03±14.17 40.93±8.38 9.01*** <0.001
DAQ‑Cognitive Area 67.60±12.91 40.20±8.44 9.73*** <0.001
DAQ Total Score 353.73±48.39 205.33±27.24 14.64*** <0.001
WHO QOL ‑Physical 11.53±1.69 69.73±10.15 −30.69*** <0.001
WHO QOL ‑Psychological 11.60±1.83 67.66±6.98 −42.53*** <0.001
WHO QOL‑Social Relationship 12.40±2.48 70.60±14.26 −22.01*** <0.001
WHO QOL Environment and Financial resources 12.93±1.86 72.33±9.24 −34.49*** <0.001
WHO QOL Total Score 47.86±5.66 279.33±28.49 −43.64*** <0.001

made by earlier researchers regarding the dysfunction 
in OCD.[8‑11]

The social dysfunction in OCD patients had shown 
dysfunction, and that dysfunction has been emerged 
as a major impediment to their social life. This 
finding was similar to the findings of previous 
studies.[9,12] Cooper  (1996) reported persistence of 
OCD or complications in the course could cause “great” 
interference in family social activities of the affected 
people.[7] These authors reported that patients with 
obsessive‑compulsive personality disorder were found 
to have significantly more impairment at work, in social 
relationships, and at leisure. As OCD patient having 
higher levels of self‑reported depression and anxiety 
and the patient had greater influence on emotional 
adjustment and particularly on self‑reported anxiety.[13] 
Although these individuals did not show the syndromal 
diagnosis of OCD, some areas of obsessive‑compulsive 
personality disorder do have commonalities with OCD.

OCD patients do also suffer impairment in their 
vocational or occupational functioning. Previous 
studies showed that occupational functioning was 
heavily affected by the presence of OCD; the patients 
showed significantly lower vocational functioning 
than the normal persons both in terms of quality and 
quantity.[14,15] Stein et  al. made an observation that 
getting into the socialization process and maintaining 
the family relationships were the two most vulnerable 
areas which were affected by OCD.[16] These authors 
reported that OCD patients tended to develop either 
moderate or severe level of dysfunction in these two 
areas  (60.5% and 59%, respectively). In addition to 
that severe or moderate interference with work was 
reported by 40% and in academic areas by 54.5% OCD 
patients).[16] In the present study, OCD patients had 
been found to have marked incapacity, and they scored 
significantly lower than the normal control group in 
this personal domain of DAQ. Previous researchers also 
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found the same finding regarding this area, and they 
mentioned that intractable OCD might cause a very 
severe negative impact on the sufferers’ personal and 
interpersonal functions.[17] The domain of cognitive 
area found significant dysfunction in OCD group than 
controls as found by previous studies.[8,18] In some severe 
cases of OCD, patients may also develop considerable 
neuropsychological skills deficits in the forms of 
memory impairment, inability in decision‑making, 
poor set shifting, poor motor, and cognitive inhibitory 
mechanisms.[11,18] Lawrence et al. (2006)  observed that 
patients with prominent hoarding symptoms showed 
marked impairment in cognitive functioning such as 
decision‑making ability and set shifting abilities.[19]

Family Area domain found significantly lower in 
OCD group than normal controls. This finding of the 
present study also has consistency with the findings 
of previous researchers.[15,20] Cooper (1996) reported 
that OCD patients have to face “great” interference 
in their family and social activities. This interference 
often leads to loss of friendships, marital discord, 
financial problems, family turmoil, interpersonal 
difficulties, and hardship on siblings. Jayakumar et al. 
noted deterioration in the quality of relationship of 
OCD patients with other family members, friends, and 
family stability, although the degree of impairment 
was comparable to that of schizophrenia.[21] However, 
one study we found as a contrast to our finding where 
family dysfunction was associated with more with 
ADHD but not with OCD.[22]

In total score as well as in all the domains of DAQ, 
statistically significance difference was found between 
OCD patients and normal control (P < 0.001) as found 
by the previous studies.[12,23] These groups differed 
significantly with regard to global dysfunction as well. 
This finding is in conformity with the results of the 
study by Bannon et al.

In the present study, it was also observed that in total score 
as well as all the domains of WHOQOL‑BREF, physical, 
psychological, social relationship, environment and 
financial resources, OCD patients scored significantly 
less compared to normal controls (P < 0.001), which 
was supported by different previous studies.[24,25] This is 
probably the development of depression in OCD. This 
could imply that patients with OCD are at high risk 
for physical complications and consequently tend to 
perceive their physical QOL as poorer than the general 
population.[18,26]

On QOL measures, OCD patients had the lowest scores 
on the psychological health domain, which includes 
items on body image and appearance. OCD patients’ 
preoccupation with their appearance and cleanliness 
of body parts might have contributed to their poor 
assessment of QOL.

It is notable that OCD patients in the present study had 
relatively low scores in the social relationship domain, 
this consistent finding reported by previous studies.[24,27] 
This finding might be due to fear of criticism or may be 
associated with cluster C personality disorder.

Limitation and future direction
•	 The limitation in our study that it was a cross‑section 

study
•	 The purposive sampling design left room for potential 

selection bias precluding generalization of the 
findings of the study. The study was a hospital‑based 
study. Only those patients who came to utilize the 
hospital services were assessed. OCD patients live in a 
high number in the community, and many of them do 
not come to the hospital for treatment; many of them 
have not been treated so far. A  community‑based 
approach would have taken them into the study

•	 Participants were treatment seeking, and therefore, 
our findings may not apply to those individuals 

Table 4: Correlation of Yale-Brown Obsessive Compulsive Scale (Y‑BOCS) scores with scores of Dysfunctional Analysis 
Questionnaire (DAQ), World Health Organization Quality‑of‑Life‑BREF obsessive‑compulsive disorder patients (n=30)
Different domains of DAQ, and WHOQOL‑BREF Y‑BOCS Obsession Y‑BOCS Compulsion Y‑BOCS Total Score

r r r
DAQ‑Social Area 0.41* 0.29 0.41*
DAQ‑Vocational Area 0.23 0.21 0.27
DAQ‑Personal Area 0.45* 0.29 0.43*
DAQ‑Family Area 0.32 0.13 0.27
DAQ‑Cognitive Area 0.32 0.08 0.22
DAQ‑Total 0.88** 0.79** 0.87**
WHOQOL‑Physical −0.21 −0.16 −0.15
WHOQOL‑Psychological −0.02 −0.13 −0.11
WHOQOL‑Social Relationship −0.23 −0.01 −0.11
WHOQOL‑Environment/Financial 0.08 0.22 0.17
WHOQOL‑Total Score −0.22 −0.14 −0.17

*P<0.05, **P<0.01, ***P<0.001 (2‑tailed)
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with OCD who do not seek treatment. In addition, 
subjects were evaluated at only one‑time point. The 
relationship between changes in OCD symptoms 
and changes in specific domains of QOL can best 
be assessed over time. Continued observation of 
the study participants will allow us to more fully 
understand the interaction between severity of 
OCD and its impact on QOL over time

•	 A community‑based study should be done which 
would provide more generalizable findings. 
Moreover, family views, housing and living 
conditions, social support could be more objectively 
and comprehensively assessed then

•	 A longitudinal design is required to better identify 
the possible bidirectional Pathways between 
symptom functioning and QOL, as well as the 
stability of these associations over time

•	 Additional research is needed to assess which 
aspects of QOL and psychosocial functioning are 
helped by pharmacologic and cognitive‑behavioral 
therapy so that specific treatments can be targeted 
to specific psychosocial functioning deficits.

CONCLUSION

Among clinical parameters the total score as well as in all 
the domains of Dysfunctional Analysis Questionnaire 
(DAQ), statistically significance difference was found 
between OCD patients and normal control. It was 
also observed that the total score as well as all the 
domains of WHOQOL-BREF, OCD patients scored 
significantly less compared to normal controls. It was 
also observed that DAQ-Social Area, DAQ-Personal 
Area had statistically significant positive correlation 
with Obsessive subscale and total score of YBOCS. 
DAQ-Total area was positively correlated with obsessive 
and compulsive subscale of YBOCS.
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