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ABSTRACT

Introduction: Obsessive Compulsive Disorder is a chronic 
and disabling psychiatric disorder characterized by recurrent 
intrusive thoughts, images and impulses known as obsessions 
which are usually accompanied by repetitive acts or behaviors 
known as compulsions. The clinical presentation of this disor-
der has been found to be vary from one region to other; being 
highly influenced by social, cultural and religious factors. We 
aimed to study the symptom pattern of the patients present-
ing to our institute from Muslim majority region of Kashmir 
valley.
Materials and Methods: Our study was a cross sectional 
observational study. Obsessive Compulsive Disorderwas di-
agnosed as per DSM IV TR criteria. A total of 156 patients 
were included in this study. Clinical phenomenology and se-
verity were assessed using Yale Brown Obsessive Compulsive 
Check list and Scale respectively. Data analysis was done with 
the help of SPSS, version 20. 
Result: Contamination was the commonest obsession in 
55.76% patients. Religious obsessions in 25.00%, Aggressive 
obsessions in 21.15%, Symmetrical obsessions 20.51%, Sexu-
al obsessions in 16.02%, Somatic in 15.38% miscellaneous in 
32.69% patients were the other types of obsessions. Cleaning 
in 51.92%, Checking 32.69%, repeating 28.28%, counting in 
6.41%, ordering in 4.48% and miscellaneous in 15.38% pa-
tients were the type of compulsions found in our study. 
Conclusion: Contamination was the commonest obsession 
while as cleaning was the commonest compulsion

Keywords: Kashmir, Obsessive Compulsive Disorder, OCD, 
Phenomenology.

INTRODUCTION

Obsessive – compulsive disorder (OCD) is a neuropsychi-
atric disorder, characterized by recurrent intrusive ideas, 
impulses, or urges (obsessions) along with overt or covert 
behaviours (compulsions) aimed at reducing the distress.1 
Reported as the one of leading cause of disability in the 
world by the World Health Organization (WHO), OCD 
causes disrupted development, social withdrawal, family and 
relationship problems, difficulties with concentration and 
academic performance.2 About 2-3% of World’s population 
suffers from OCD. There is only one epidemiological study 
from India. The study found lifetime prevalence of 0.6%.3 
About 30-50% of adult with OCD recall the onset of their 
symptoms beginning before the age of 18 years with males 
having an earlier onset than females.4 Although standard 
nomenclature regards OCD as a unitary nosological entity, 
patients typically display a wide variety of obsessions and/or 
compulsions of varying severity. The symptomatology is in-
fluenced by social, cultural and religious factors.5 People of a 
particular area and religion share similar concerns which are 

reflected in the kind of obsession and compulsionthat area 
and people have. One’s beliefs are largely determined by his 
religion.5 We did this study to understand the pattern of OCD 
in Kashmir, a Muslim majority region in India.

MATERIAL AND METHODS

This study was carried amongst patients attending OCD clin-
ic of Department of Psychiatry, Institute Of Mental Health 
and Neurosciences Srinagar which is the lone tertiary psy-
chiatric hospital in Kashmir and caters to whole Kashmir re-
gion, along with some adjoining areas of Jammu and Lada-
kh region. Ethical Committee of the institute approved the  
study.
Study Design: Our study was a non interventional cross sec-
tional observational study.
Patient’s selection: Diagnosis of OCD was made as per 
DSM IV TR criteria.6 Each Patient was informed about the 
purpose of the interviewing. All the data of the patients in-
cluding general description, demographic data was recorded 
in the semi structured case sheet especially designed for this 
study. All the new patients registered during the time period 
of March 2014 to May 2015 were screened and those who 
fulfilled the following criteria were taken up for the study.

Inclusion Criteria
OCD as per DSM IV TR criteria.6

OCD as primary psychiatric disorder.
Age at least 18 years.
Those who gave consent.

Exclusion Criteria
1. Presence of organic brain/medical disorders.
As a result, 156 patients were recruited. 
Patients were assessed with the help of following instru-
ments:
1) Semi structured proforma for recording socio demo-
graphical variables including details of chief complaints, 
psychiatric history and mental status examination. 
2) Kuppuswamy’s socioeconomic status: This is an impor-
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tant tool in hospital and community based research in India. 
It was proposed in 1976 and revised in 2007. This scale takes 
account of education, occupation and income of the family to 
classify study groups in to five social classes:Upper (I), Up-
per Middle (II), Lower middle (III), Lower lower (IV) and 
lower (V) socioeconomic statuses.7

3) DSM-IV-TR diagnostic criteria for OCD: (Diagnositc 
and Statistical Manual of Mental Disorders, 4th ed. Text Rev. 
Washington DC: American psychiatric association). Diag-
nostic and statistical manual of mental disorders (DSM) is 
the psychiatric classification developed by American Psychi-
atric Association in collaboration with other groups of men-
tal health professions.6

4) Yale brown obsessive compulsive Scale (Y-BOCS): The 
scale was developed by WK Goodman et al in 1989. The 
scale is clinician rated, 10 item scale, each item rated from 0 
(no symptoms) to 4 (extreme symptoms) with a total range 
of 0 to 40 and separated subtotals for severity of obsession 
and compulsions. The first five items concern obsessions: the 
amount of time they consume, the degree to which they in-
terfere with normal functioning, the distress they cause, the 
patient's attempts to resist them, and the patient's ability to 
control them. The remaining five items ask parallel questions 
about compulsions.8

STATISTICAL ANALYSIS

The data about various parameters was categorized accord-
ing to age, sex, education, socioeconomic status, clinical 
phenomenology etc. The information thus generated was 
presented in tables. Statistical analysis was carried out with 
a commercial software package (SPSS, version 20), Appro-
priate statistical methods were applied and tatistical signifi-
cance was set at P< 0.05.

RESULTS

Table 1 shows sociodemographic profile of patients. Majori-
ty of patients were Males, in the age group of 18 to 27 years, 
of rural background, belonging to nuclear families, were 
married, students by occupation, educated upto high classes 
(class 10th) and belonging to class III Socioeconomic class.
As shown in table 2; contamination were the most common 
obsession in 55.76% patients. Religious (25.00%), Aggres-
sion (21.15%), Symmetry (20.51%), Sexual (16.02%), So-
matic (15.38%) and Miscellaneous (16.02%) were the other 
types of obsessions. The types of compulsions were Cleaning 
(51.92%), Checking (32.69%), repeating (28.28%), counting 
(6.41%), ordering (4.48%) and miscellaneous (15.38%).

Variable Subgroup Frequency Percentage P ( Chi Square test)
Sex Male

Female
86
70

55.13
44.87

0.23
NS

Age distribution 18-27
28-37
38-47
48 and above

67
58
22
09

42.95
37.18
14.10
5.77

<0.0001

Dwelling Rural 
Urban

81
75

51.92
48.08

0.69
NS

Family Back ground Nuclear
Joint 

81
75

51.92
48.08

0.69
NS

Marital status Unmarried 
Married
Divorcee/Separated

46
100
10

29.49
64.10
6.41

<0.001

Occupation Student
Unemployed
Self employed
Govt. Services 
Housewife

42
21
39
18
36

26.92
13.46
25.00
11.54
23.08

<0.001

Education Illiterate
Primary
Middle 
High school
Higher secondary
Graduation
Post-Graduation and 
Above

19
06
19
49
34
13
16

12.18
3.85
12.18
31.41
21.79
8.33
10.26

<0.001

Socio economic Class I
II
III
IV
V

09
35
53
33
26

5.77
22.44
33.97
21.15
16.67

0.004

Religion Muslim
Others

156
0

100
0

Table-1: Sociodemographic profile of patients
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Mean age of patients was 29.58 yearswhile as mean age of 
onset of OCD was 22.6 years as shown in table 3.
As shown in table 4; the severity of OCD which was as-
sessed by YBOCS scale shows most patients (32.69%) hav-
ing Mild variety of OCD while as only 4.49% patients had 
extreme OCD.

DISCUSSION

This is the first study from Kashmir on OCD, a heterogenous 
disorder characterized by a wide variety of symptoms. The 
difference in symptom pattern of OCD is only speculative 
and no definite reason is provided for the same. We under-
took this study to analyse the symptom pattern that OCD 
patients present to our hospital. 
A total of 156 patients were included in our study. Sex ratio 
was tilted slightly towards the male gender with 55.13% (86) 
males and 44.87% (70) females comprising the whole sam-
ple. There are other studies, which have slightly greater per-
centage of males as compared to females in their respective 
studies.9-11 The male preponderance is explained due to the 
socio-cultural taboos, prevalent in conservative society like 
Kashmir, in which women feel hesitant to consult a doctor 
especially a psychiatrist. 
The majority of the patients belonged to young and the mid-
dle age groups. Mean age of patients was 29.58 years and 
mean age of onset of OCD was 22.6 years. This is in agree-
ment with Khanna et alwho reported 29.5 years as mean 
age of assessment.10 Most of Indian studies report similar 
results.9,11-13

While the percentage of different symptoms varies widely 
between different studies, their frequency with regard to pat-
tern is somewhat broadly uniform. Contaminations predom-
inate the kind of obsessions with 55.76 % among patients 
in our study. Contaminations predominated the obsession 
pattern in most Indian studies9,11,13 except study by Mahajan 
et al12 who found aggressive obsessions to be commonest. 
Our study is fairly consistent with The Brown Longitudinal 
Obsessive Compulsive Study by Pinto et al14 (who reported 
57.5% contamination obsession in adults). In our study, ob-
sessions of contamination were followed by religious (blas-
phemous) obsessions. Our results match those of Rahman 
MH and Kamal AHMKM15 in Bangladesh and of Rady et 
al16 in Egypt, two Muslim majority areas like Kashmir with 
regard to type of obsession as in both studies religious ob-
sessions followed contamination obsessions in terms of type 
of obsession. Muslims have to pray five times every day and 
observe one month of fasting (Ramdhan) during day hours 
unlike other religions which could possibly explain for high-
er prevalence of religious obsession in Muslims and hence 
our study. Symmetrical, sexual and somatic obsessions are 
less prevalent obsessions as compared to other types of ob-
sessions which is in accordance with studies done in different 
parts of the world.9,11,13-15 Miscellaneous obsessions formed 
about 34.78% of total patients. These include musical ob-
sessions, intrusive images or words, need to know certain 
numbers and mathematical figures etc. 
In our study, cleaning was the commonest compulsion fol-

lowed by Checking. Cleaning was reported to be most com-
mon compulsion in studies by Parmar MC and Shah NP9 
and Khurana et al11 and second common by Mahahjan et al12 
and Khandelwal et al.13 Checking predominates most of the 
Western studies17,18 and some Indian studies like Mahahjan et 
al12 and Khandelwal et al.13 Counting and ordering are least 
common compulsions which was also found in our results.
This is in accordance withIndianas well as Western.9,11-14,17,18

Our study did not have any case of hoarding. Indian stud-
ies9,11-13 have reported hoarding to be the least common OCD 
pattern as compared to western studies reflecting a markedly 
lesser prevalence as compared to Western studies14,17,18 which 
have found higher percentage of hoarding.

Limitations our study
There were biases of referral pattern and selection criteria. 
Patients were recruited from single treatment centre only, so 
the degree to which the results can be generalised to oth-
er cohorts of OCD patients is uncertain. Also, OCD pattern 
may change overtime, which we didn’t assess owing to the 
design of our study.

CONCLUSION

Contamination was the commonest obsession followed by 
religious obsession while as cleaning was the commonest 

Symptom (S) Frequency Percentage
Obsession

87
39
33
32
25
24
51

55.76
25.00
21.15 
20.51 
16.02
15.38
32.69

Contamination
Religious
Aggression 
Symmetry
Sexual
Somatic
Miscellaneous
Compulsion

81
51
44
10
7
24

51.92
32.69
28.28
6.41
4.48
15.38

Cleaning
Checking
Repeating
Counting
Ordering
Miscellaneous
More than one obsessions /compulsion were present in some 
patients.

Table-2: Phenomenology of OCD among patients

Variable Mean ( in years) SD Range
Age at assessment 29.58 9.72 50 (18-68)
Age at onset 22.60 6.65 32 (43-11)

Table-3: Mean age of assessment and Onset of OCD

YBOCS score Severity Number of Patients %
8-15 Mild 51 32.69
16-23 Moderate 48 30.77
24-31 Severity 50 32.05
32 and above Extreme 7 4.49
Total 156 100

Table-4: Severity of OCD as per YBOCS score
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compulsion followed by checking compulsion. Kashmir cul-
ture differs from rest of India, that could affect the symptom-
atology of OCD in Kashmir valley. Further, studies need to 
be undertaken on this subject.
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