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of Life and Family Burden in Patients of 

Schizophrenia and Obsessive-Compulsive 
Disorder

Abstract
Objectives: Schizophrenia (SCH) is characterized by perceptual-disability with 
disintegrated memory/thinking-ability. Obsessive-compulsive-disorder (OCD) defines 
the unwanted dependence on some thought and repetitive-behaviour. Ritualistic and 
obsessive behaviours are the characters in OCD patients. Stigma and the quality-of-
life (QOL) associated to either condition is less studied in relation to their caregiver’s 
role and responsibility. In the current study, this has been extensively studied. 

Methods: The individuals for this study were selected by consecutive sampling from 
patient (30-schizophrenia/30-OCD with their caregivers) coming to the OPD of the 
Institute of Psychiatry-Diagnosed by two consultant psychiatrists by applying ICD-
10. The severity of OCD was tested by using Yale-Brown Obsessive-Compulsive-Scale
(Y-BOCS) and that of schizophrenia was evaluated by Positive and Negative-Syndrome-
Scale (PANSS). Family Interview Schedule and WHO QOL-BREF were analyzed.

Results: In both genders, SCH is 2-3-fold abundant than OCD. It is also higher in urban, 
but OCD is higher in rural-people. In employed-person and in nuclear-family OCD is 
higher whereas, SCH is higher in case of joint family and in >10th std. person. Income/
age and age-of-onset of disease were not a determining factor for both diseases. 
Symptoms of SCH on PANSS of total Psycho-pathological individuals were significantly 
higher than total positive or total negative score. The total QOL was better in OCD 
patients than schizophrenic patients (p value=0.000**).

Conclusions: It is demonstrated that significant positive correlation between positive 
syndromes of Schizophrenia and stigma (r=-0.564, P=0.001) which means severity of 
various positive symptoms of schizophrenia shows high stigma positive syndrome 
with negative correlation with all domain of QOL.

Keywords: Obsessive-Compulsive-Disorder (OCD); Positive and Negative-Syndrome-
Scale (PANSS); Quality-of-life (QOL); Schizophrenia (SCH); Yale-Brown Obsessive-
Compulsive-Scale (Y-BOCS)
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Introduction
The Swiss psychiatrist Eugen Bleuler coined the word 
schizophrenia in 1908. It is characterized by the disintegration of 
function among thinking, memory, perception and personality. In 
this condition intellectual capacity and consciousness are usually 
restored. But a certain cognitive deficit may develop on the 
course of time [1]. According to the World Health Organization, 
the prevalence of schizophrenia is homogeneous globally [2]. 
On the other hand, Obsessive Compulsive Disorder (OCD) is a 
debilitating neuropsychiatric condition characterized by intrusive 
unwanted thoughts (obsessions). It may also be evolved with 
some repetitive, compulsive behaviours, or mental rituals. 
Social stigma against people with mental disorders prevents 
them from accessing and receiving the help they need to stay 
healthy [3]. Generally, stigma is a social practice experienced and 
characterized by exclusion, rejection and blame or depreciation 
about a person. The quality of life (QOL) is hampered in this 
disease condition. The character of well-being and health status 
of an individual is the main determinants of his/her QOL [4]. 

The World Health Organization International Classification of 
Functioning (ICF), disability, and Health are a model designed 
to provide a description of health and health states of a person 
[5]. Burden refers to the difficulties or adverse event that affects 
the lives of psychiatric patients. Caregiver is usually recognized 
as an individual who has the responsibility of dealing with the 
physical and psychological needs of the dependent patient. 
During the long period of care-giving procedure caregiver remain 
at a great risk of mental and physical health anomalies. Several 
studies have been reported on the incidents of stigmatization 
of people with mental illnesses and its adverse consequences. 
Scanty studies have addressed the issue in developing-societies. 
Few comparative studies of family burden between caregivers of 
schizophrenia patients and caregivers of obsessive-compulsive 
disorder (OCD) patients have been performed. For these types of 
study, patients were evaluated with burden assessment schedule 
(BAS) with standard protocol. The objectives of the current study 
were to compare stigma between caregivers of schizophrenia 
and obsessive compulsion disorder and to compare QOL, family 
burden in care-givers between patients of schizophrenia and 
obsessive compulsion disorder. Efforts were made to determine 
the correlation between severity of illness and stigma, QOL 
and family burden. Relevance of socio-demographic variables 
and different clinical variables on schizophrenia and obsessive-
compulsive disorder were also tested by the application of 
suitable statistical procedure.

Materials and Methods
Ethical clearance
The protocol was approved by the ethics committee of institute 
of post graduate medical education and research (IPGMER), 
Calcutta. Informed consent was taken from each patient and 
caregivers participating in the study.

This is a descriptive and cross-sectional study. Sixty patients 

and their caregivers (30 schizophrenia patients with caregivers 
and 30 OCD patients with caregivers) were included in this 
study. Consecutive patients had been selected from the pool 
of outdoor patient of the Department of Institute of Psychiatry, 
Calcutta (West Bengal, India), a Centre Of Excellence, Institute 
of Post Graduate Medical Education and Research (IPGMER, 
Calcutta-25). The study was conducted in the period of January 
2016 to October 2017.

Inclusion criteria for individuals

The following are the inclusion criteria of the patients. 

• The age group of 18-55 year for both schizophrenia and OCD 
patients who came with caregivers in OPD. Both diseases 
group had been age and gender match.

• Caregiver, a key relative was defined who had cared the patient 
continuously for the last two years and spent a lot of time and 
emotion in caring the patient. 

• Patients ready to give written and informed consent. Patients 
having continuous illness for the previous 2 years. 

• Patients should be free from psychiatric co-morbidity and 
substance dependence. We attempted to control for severity of 
the illness in both the groups by recruiting at least 'moderately 
ill' patients so that both the groups were similar with respect 
to severity.

Exclusion criteria for individuals
• Psychiatric co-morbidities like substance dependence, mental 

retardation, bipolar disorder. 

• Patients suffering from any co-morbid medical illness dementia, 
seizures, cerebrovascular accidents, Parkinson’s disease.

Tools used for the investigation

• ICD-10 (DCR) Diagnostic criteria for research.

• Semi structured proforma that contains details of the 
demographics, complete medical History of the patient, 
education profile of caregiver with occupation and annual 
income and other socio-demographic variables.

• Scales: (A) Positive and Negative Syndrome Scale (PANSS): It is 
a rigorous and objective method for the evaluation of positive, 
negative, and other syndrome dimensions in schizophrenia. 
The PANSS assessment is derived from behavioral information 
collected from a number of sources. This includes observations 
during the interview, a clinical interview, and reports by the 
primary care or hospital staff or family members. In this 
procedure the ratings provide summary scores on a seven-
item positive scale, a seven-item negative scale, and a 16-item 
general psychopathology scale. The PANSS ratings should be 
based on all the information relating to a specified period, 
normally identified as the previous week. If the item is absent, 
it is scored as 1; increased levels of psychopathology are 
assigned scores from 2 (minimal) to 7 (extreme) [6].

 (B) Yale-Brown Obsessive-Compulsive Scale (Y-BOCS): This is a 
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10-item balanced scale designed to rate both the severity and 
the type of symptoms in patients with OCD. The scale includes 
assessments of time occupied, interference with ordinary social 
activities, and degree of distress, resistance, and control. This 
scale was designed to measure symptoms, on a scale of 0-4, and a 
maximum total score of 40 without being influenced by the type 
of obsessions or compulsions [7].

 (C) Family Interview Schedule (STIGMA SECTION): It measure 
Stigma of the family due patient. The family interview 
schedule (FIS): Stigma section is an interviewer- administered 
scale, contained 14 items on negative, mental health related 
experiences. All responses will be given on a four-point scale 
from „not at all‟ to „a lot‟. Where items related to situations 
that are not relevant to the participant (e.g.in relation to having 
children or seeking employment), or if a diagnosis could not have 
been known about in that situation, a „not applicable‟ option will 
be us [8].

 (D) WHO (QOL) BREF: The WHO QOL-BREF is a 26-item, self-
administered, generic questionnaire that is a short version 
of the WHOQoL-100 scale which emphasizes the subjective 
responses of patients rather than their objective life conditions. 
The response options range from 1 (very dissatisfied/very poor) 
to 5 (very satisfied/very good). Assessments are performed 
over the preceding weeks. It consists of domains and facets 
(or sub domains). The items on 'overall rating of QOL' and 
subjective satisfaction with health constitute the general facet on 
overall rating of QOL and health. The more popular model for 

interpreting the scores has four domains, namely, physical health 
(seven items), psychological health (six items), social relations 
(three items), and environment (eight items) [9].

 (E) Burden Assessment schedule (BAS): Caregiver's burden will 
be assessed with burden assessment schedule (BAS), a structured 
instrument with forty items. Each item is rated on a three-point 
scale (not at all, to some extent and very much). The items of 
the schedule are categorized under nine domains such as spouse-
related factor, physical and mental health, external support, 
caregiver's routine, support of patient, taking responsibility, 
other relations, patients behaviour and caregiver strategy. This 
schedule measures both subjective as well as objective burden 
adequately, and, it has been proven to have good interrater 
reliability and face, content and criterion validity [10].

Method
Study subjects have been selected by consecutive sampling from 
patient coming to the OPD of the Institute of Psychiatry Diagnosed 
by two consultant psychiatrists as having schizophrenia and 
obsessive-compulsive disorder by applying ICD-10. The severity of 
OCD was tested by using Y-BOCS and the severity of schizophrenia 
was evaluated by using PANSS.

Caregivers of two groups have been screened with family 
interview schedule (FIS): Stigma section to determine stigma of 
the respective group. WHO QOL BREF scales had been applied 
to assess quality of life (QOL) of both patient groups. Burden 
Assessment Schedule (BAS) had been applied to the caregiver to 

Figure 1 Influence of personal variables on the rate of occurrence of disease like SCH and OCD.
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assess family burden.

Statistical analysis
Data analysis was done by SPSS, version 20.0. By using parametric 
statistics, i.e., t-test to assess the level of significant difference 
between the two groups (Schizophrenia and OCD). Chi-square 
was used for socio-demographic nonparametric variables. 
Pearson’s correlation test was done to evaluate the dependence 
of different socio-demographic and clinical variables in relation to 
the disease severity.

Results
Influence of personal variables like age, gender, marital status, 
education, employment etc. on the rate of occurrence of disease 
like SCH and OCD have been verified and the data are presented 
as bar diagram in the Figure 1. These results show that among the 
schizophrenic patients 23 (73.7%) are male, 7 (23.3%) are female 
and among the OCD patients 23 (73.7%) are male 7 (23.3%) are 
female (Figure 1a). 

Figures 1b-1d shows comparison between Schizophrenia group 
and OCD group in respect to family background (rural or urban). 
Chi-square test shows significant difference among the groups 
these two disease groups (x2=4.28; p value=0.038*). Figures 1e 
and 1f shows that 36.7% schizophrenic patients are from nuclear 
family and 63.3% are from joint family. Among OCD patients 
73.3% are from nuclear family and 26.7% are from joint family. 
Chi-square test shows significant difference among the groups 
(x2=8.14, p value=0.004*). Figures 1g -1i demonstrates that age 
is matched in patients of schizophrenia group (31.80 + 8.66) and 
OCD group (31.80 + 8.66) for a reasonable comparison. Duration 
of illness was noticed to be more in obsessive compulsive 
disorder (4.60 + 2.15) than schizophrenia (3.16 + 1.44) and it 
was significantly higher in OCD (p value is 0.004. t=3.02 at df=58) 
(Figure 1j). Stigma in caregiver was found to be significantly 
higher (p=0.00) in SCH than the OCD patients (Figure 1k).

Figure 1l-1n demonstrates that there is significant (p<0.01) 
differences between the QOL of SCH and OCD patients. The 
psychological and environmental factor is found to be linked with 
the QOL during the disease assessment (t-test=5.44, df=58, p 
value is 0.000**).

Table 1 demonstrates that total QOL is better in OCD patients than 
schizophrenic patients (71.50 + 7.78 vs. 87.6 + 5.31, t-test=-9.04, 
df=58, p value=0.000**). Psychological Domain (18.43 + 2.50 
vs. 21.33 + 2.12, t-test is -4.84, df -58, p-value=0.000**). 
Environmental Domain (21.06 + 2.89 vs. 32.40 + 1.81, 
t-test=18.15, df-58, p-value is .000**) significantly higher in OCD 
patients. Physical domain (22.03 + 3.10 vs. 23.46 + 3.14, t-test is 
-1.77, df-58, p value=0.081) and Social Domain (12.20 + 1.84 vs. 
12.73 + 0.94, t-test=-1.40, df=58, p value=0.164) are Comparable 
in both groups. Table 1 sub group of family Burden of both groups 
are comparable. Mean total BAS score of schizophrenia is 62.70 + 
8.52 (SD), mean total BAS score of OCD is 59.56 + 4.91 (SD). There 
is no significant difference (t-test=1.58, df=58, p-value=0.119) 
and all subgroup of BAS are also comparable in both groups.

Table 2 demonstrates that significant positive correlation 
between positive syndromes of schizophrenia and stigma 
(Pearson’s r=-0.564, P=0.001**) which means severity of various 
positive symptoms of schizophrenia shows high stigma positive 
syndrome has significant negative correlation with all domain of 
QOL D1 (r=-0.385, p=0.036*), D2 (r=-0.496, p=0.005**), D4 (r=-
0.637, p=0.000**) Except social domain (D3 r=-284, p=0.129). 
A positive correlation has shown between positive syndrome 
and with all subgroup of burden assessment schedule and with 
total BAS score. But there has no significant correlation. Negative 
syndrome of schizophrenia has shown significant positive 
correlation with stigma (r=0.754, p=0.000**), And negative 
correlation of all domain of QOL. But significant correlation with 
Domain=1 (r=-0.362, p=0.49*), Domain-2 (r=-0.395, p=0.031*) 
except Domaim-3 ( r=-0.108, p=0.572) and domain-4 (r=-0.293, 
p=0.116). There has positive correlation with all subgroup family 
burdens, spouse related (r=0.124, p=0.515), Physical and mental 
health ( r=0.198, p=0.295). External support (r=0.159 p=0.402) 
Care givers routine (r=0.336 p=0.069) Support of patients (r=0.272 
p=0.146), Taking Responsibility (r=0.333, p=0.072) Other relations 
(r=0.230, p=0.221) Patient behavior (r=0.203, p=0.281), Caregiver 
strategy (r=0.298, p=0.109), total BAS (r=0.436, p=0.016*).

Table 2 Pearson correlations between socio-demographic 
variables and clinical profiles of OCD.

Discussion
Several studies show that stigma of caregivers usually arises from 
the lack of awareness, education and perception. The nature and 
the complications of mental illness, for example odd behaviours 
and violence might have been detracting factors that affect the 
caregivers [11]. Stigma of caregivers related to schizophrenia in 
India is particularly high [12]. 

Stigma and discrimination linked to schizophrenia was found to 
have a significant impact on the lives of the affected individuals 
from a study investigating patient's perceptions of stigma. It was 
reported that a strikingly large percentage of participants (97%) 
believed that stigma was caused by a lack of awareness about the 
disease schizophrenia, followed by the nature of the illness itself 
(73%). Behavioural symptoms associated with schizophrenia 
were also thought to cause stigma, whereas drug-related 
complications were observed as less influential role in stigma [13]. 
Angermeyer MC, Matschinger et al. [14] reported that the finding 
of stigma among family members of patients with schizophrenia 
can be easily understood according to their visible behaviour. The 
public-image of a person with schizophrenia is built up on the 
basis of his/her actual abnormal behaviour. It includes delusions, 
hallucinations, self-talking, self-smiling and that lead to increase 
stigma. Li SX, Phillips MR et al. has explained that in many parts 
of the world, it is believed that schizophrenia is a punishment for 
the sins committed by the patient or his family members [15].

These causal beliefs further enhance stigma. The caregivers 
perceive that they are stigmatized or have experienced some 
sort of stigma due to the presence of mental illness in the family. 
Those from the older age group and rural caregivers were more 
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likely to perceive stigma as a major problem. But otherwise, 
there were few differences between socio-demographic groups. 
In case of OCD, compulsion scale of YBOCS and total YBOCS score 
had significant and positive correlation with stigma in caregivers 
of OCD patients. This may be due to the presence of socially 
unacceptable behaviour seen predominantly during the acute 
phase of the illness. Behaviours such as hallucinations, delusions, 
and suspicion were found to be very distressing and associated 
with the development of stigma. Another possible reason may 
be that since perceived stigma was the result of perception of 
public stigma, through time, the patient may develop resistance 
to stigma through experience. These results were consistent with 
the previous studies in India and Europe [16,17]. In case of OCD 
patients, though mean obsessive scores has been higher than 
mean compulsion score. Compulsion score of OCD has formed 
significant positive correlation with stigma of caregivers of OCD 
patients. This might be due to repetitive behaviours that are 
socially un-expectable, that hamper patient’s daily activities and 
occupational function, and only the expressing symptoms by the 
patients. In this study shows that QOL of schizophrenia patients 
is significantly lower than OCD patients, OCD patients has been 
found better psychological and environmental quality of life than 
those with schizophrenia. We have found that the environmental 
domain of QOL is more affected in schizophrenic patients in 
compare to OCD patients. Lower score on QOL in schizophrenics 
might be due to the negative symptoms present in these patients, 
among which asociality, avolition and apathy are known to be 
prominent in patients of schizophrenia. Socio demographic 
factors like unemployment, low monthly family income could 
be other contributing factors. This finding is supported by an 
earlier study by Gururaj et al. [18]. Bobes and Gonzαlez et al. 
[19] documented that OCD patients reported the same QOL as 
schizophrenia patients in the area of mental health, but better 
quality of life in the areas of physical health. 

In the present study, social domain is similar in both groups of 
patients. Similar result has been found in a study, conducted 
by Bystritsky et al. [20]. Positive syndrome of schizophrenia has 
shown significant negative correlation with all domains of QOL 
except social domain of QOL.

Negative syndrome of schizophrenia has shown significant 
negative correlation with physical domain, psychological 
domain, and total QOL scores. In general psychopathology of 
schizophrenia has shown significant negative correlation with 
physical, psychological and environmental domain of this disease 
except social domain of QOL. 

Similar result was found in another study, conducted by Patra and 
Misra et al., [21], they reported that more sever positive as well as 
negative symptoms predicted a poorer quality of life. All domains 
of psychopathology were found to be negatively correlated with 
all the domains of QOL. The correlation of PANSS general and total 
scores with physical, psychological and environment component 
of QOL was statistically significant [22].

Several authors reported that negative QOL/subjective wellbeing 
correlate more strongly with depression and anxiety than with 

psychotic symptoms [23].

Many studies reported that there is inverse correlation between 
severity of symptoms and quality of life [21,24]. Galletly et al. [25] 
demonstrated that changes in QOL were more highly correlated 
with changes in general psychopathology. These correlations 
were higher than correlations between changes in QOL and 
changes in negative symptoms or changes in overall PANSS 
score. These results and the above studies imply that all levels 
of general psychopathology are more highly associated with 
subjective QOL than that of core positive and negative symptoms. 
General psychopathology contains items that include symptoms 
of depression and anxiety. The review of studies suggested that 
anxiety and depression may be more critical than any other 
symptoms of schizophrenia [22].

Our study has shown that obsession, compulsion subscale 
and total YBOCS score have form negatively correlated with 
psychological domain and compulsion subscale have shown 
significant negative correlation with total QOL. Psychological 
domain has found significant correlation with obsession and 
compulsion. This finding may be due to increased distress and 
anxiety of the patients of OCD. A Study was conducted by Moritz 
et al. [26], which reported that QOL impairment is to be highly 
associated with the severity or numbers of compulsions. Another 
Study was conducted by Hou and Yen et al. [27] which reported 
that patients with OCD had worse QOL on the general, physical, 
psychological and social relationship domains compared with the 
control group. 

Many studies reported that Psychological QOL in OCD patients 
negatively correlated with severity of obsessions, total score 
of the YBOCS. In addition, those patients without depression 
had better psychological QOL [28,29]. One study reported 
that Poor psychological and social QOL in OCD could be due to 
the associated anxiety/distress [30]. So, findings of this study 
corroborate with the other studies. In relation to family burden, 
in our study caregivers of schizophrenic patients and caregivers 
of OCD have shown comparable burden on BAS. All subgroup 
of BAS is comparable in both groups. Obsessive and compulsive 
subscales have formed positive correlation with BAS (Barden 
assessment schedule) and no significant correlation among them 
has been found in this study. It is understandable that burden of 
care is somewhat higher in schizophrenia than in OCD because 
of lack of insight in patients as well as reduced involvement in 
treatment. It would appear that caregiver burden in OCD is 
somewhat smaller than in schizophrenia. Sometimes patients 
with OCD keep their problems to themselves and do not reveal 
them to others. They may try to cope with their symptoms on 
their own. In comparison, patients with schizophrenia have 
impaired reality contact and lack insight about their illness, which 
makes things difficult for their caregivers. Socio-occupational 
impairment is also significant in schizophrenia. spouse-related 
factor, physical and mental health, external support, caregiver's 
routine, support of patient, taking responsibility, other relations, 
patients’ behavior and caregiver strategy all nine subscales show 
higher burden in the schizophrenia group than that of the OCD 
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group. But the difference is not statistically significant except for 
disruption of routine family activities, a finding similar to that of 
Thomas et al. [31]

In the present study, families of patients with schizophrenia 
reported greater burden than the OCD group this finding is more 
or less in line with a study by Veltro et al. [32] Caregiver’s routine 
is the area in which the burden experienced by caregivers of 
patients with schizophrenia is statistically significant. Caregivers’ 
physical and mental health had affected due to decrease in time 
for self-care. Similar results emerged in studies by Kate et al. [33] 
and Verma et al. [34], they reported that caregivers in both OCD 
and schizophrenia groups experienced a comparable burden. 

An earlier study has revealed that about half of the family 
members of patients with OCD face financial hardships [35]. 
Another studies, reported that primary caregivers in patients 
with OCD reported deterioration in the quality of relationships 
with family members and friends as well as family stability, 
although, the degree of impairment was comparable with that 
in schizophrenia [36]. In the past studies, authors had found 
difference in results in different study. Harsh oza, minakshi et 
al. [37] reported that Burden of care was higher in caregivers of 
schizophrenia patients in 5 domains - financial burden, disruption 
of family routine, disruption of family leisure, disruption of family 
interaction and effect on physical health. However, a statistically 
significant higher score was observed only for the domain of 
disruption of family routine. Abou-Zaid and El-Tawil et al. [38] 
compared the burden of care between the caregivers of patients 
with obsessive compulsive disorder (OCD) and schizophrenia. 

Conclusion
Negative syndrome like emotional withdrawal, difficulty in 
abstract thinking, low conversation all these symptoms might be 
responsible for significant correlation with total family burden. 
General psychopathology of schizophrenia has shown significant 
positive correlation with Caregiver’s routine and total BAS score. 
Total PANSS Scores has shown significant positive correlation with 
physical and mental health, caregiver’s routine and total BAS 
scores. This may be due to anxiety depression, uncooperativeness 
of patients, unusual thought, lack of judgment and insight, 
disturbance of volition, active social avoidance ,others socio-
demographic factors like low family monthly income, rural 
background responsible for poor physical and mental health of 
caregiver of schizophrenic patients, this symptom also hampered 
caregivers routine.

Obsession and compulsion subscale have shown no significant 
correlation with any subgroups of OCD. This is possibly because 
our sample constituted mainly moderately ill OCD subjects as 
reflected in the YBOCS scores.
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