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Abstract

Background: Obsessive compulsive disorder (OCD)is a distressful disorder in children and adolescents. However, it has been poorly
studied in Bangladesh.

Objectives: This study was conducted to look into the phenomenology of OCD in children and adolescents in Bangladesh.
Methods: This descriptive cross- sectional study was conducted in a child mental health consultation center in Bangladesh from
January 2014 to December 2014. A total of 106 OCD cases were included purposively. Assessment was done using standardized Bangla
version of Development and well-being assessment and children’s Yale-Brown obsessive-compulsive scale.

Results: Of the obsessions, miscellaneous obsession was found to be the most prevalent among the participants, followed by con-
tamination; and of the compulsions, washing/cleaning was the most prevalent, followed by checking, miscellaneous obsessions,
repeating, and ordering rituals. About half of the participants had severe OCD, and comorbidity was present in 45.3%. Hyperkinetic
disorder, major depressive disorder, anxiety disorder, social phobia, specific phobia, and tic disorder were more prevalent.
Conclusions: Miscellaneous and contamination obsessions are prominent as obsessions, whereas checking and miscellaneous ob-
sessions are prominent as compulsions in Bangladesh. Further larger scale, multi- centered, or community-based studies would

help generalize the results.
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1. Background

Obsessive- compulsive disorder (OCD) is a common
disorder with a lifetime prevalence of 1% to 3% in chil-
dren and adolescents (1). It is characterized by persistent,
unwanted, and useless disturbing/intrusive thoughts, im-
ages, and urges (obsessions), repetitive behaviors, or men-
talacts (compulsions)(1, 2). It usually runs a chronic course
with waxing and waning variations and can cause per-
vasive impairments in multiple domains of life (1-4). Al-
though the prevalence rate is the same in both genders,
males are more prone to OCD in their prepubertal age (1,
5). Due to the developmental stages, the symptom pre-
sentations are usually heterogenous in children and ado-
lescents, with variations in presentations in adults (1, 2,
6). Moreover, comorbidity is also higher in children and
adolescents with OCD, and 80% of the patients may meet
the diagnostic criteria for another mental health disor-
der such as anxiety disorder, depressive disorder, atten-
tion deficit disorder, oppositional defiant disorder (ODD),
conduct disorder (CD), or tic disorder because as many as

50% to 60% of youths experience two or more other men-
tal disorders during their lifetime (1, 2, 5-7). Epidemiologi-
cal studies indicate that the prevalence of OCD in children
and adolescents is 2% in Bangladesh, and this finding is
in line with studies conducted in different cultures with
variations in presentations of symptoms (1, 8). The pre-
sentation of OCD symptoms in children and adolescents
in Bangladesh is yet to be studied. In this study, we aimed
at examining the phenomenology of OCD in children and
adolescents in Bangladesh.

2. Methods

2.1. Ethical Consideration

The researchers were duly concerned about the ethi-
cal issues related to the study. Formal ethical clearance to
conduct the study was obtained from the ethical review
committee of Bangabandhu Sheikh Mujib Medical Uni-
versity (BSMMU). Confidentiality of the information was
maintained. Informed written consent was obtained from
the participants and their legal guardians after informing
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them about the nature, purpose, and the procedure of the
study. Moreover, the participants could withdraw from the
study at any time. Participants did not gain financial bene-
fit from this study. The present study posed a very low risk
to the participants, as procedures causing psychological,
spiritual, or social harm were not included.

2.2. Design, Participants, and Instruments

This cross- sectional descriptive study was conducted
in the child and adolescent psychiatric consultation center
in city of Dhaka from January 2014 to December 2014. A to-
tal of 106 consecutive patients with OCD aged 5 to 18 years
were evaluated. The cases were divided into two groups:
children up to 12 years, and adolescents aged 12 to18 years.
To assess OCD and comorbidity, the standardized and val-
idated Bangla version of Development and Wellbeing As-
sessment (DAWABA) was administered (9). Parent DAWBA
was used for all the cases, moreover, Self DAWABA was used
for the adolescent cases. DAWABA generated ICD-10 DCR
(10) diagnoses were assigned for the cases. Only Axis one
diagnosis was considered. To assess the symptom pattern
of and severity of OCD, children’s Yale-Brown obsessive-
compulsive scale (CY-BOCS) (11) was used. This scale has
five sections: instruction, obsessions checklists, severity
items for obsessions, compulsions check list, and sever-
ity items in compulsion. The CY-BOCS comprises 10 sever-
ity items, five for the obsessions and five for the compul-
sions. The severity items assess five aspects pertaining to
obsessions and compulsions: frequency, interference, dis-
tress, resistance, and control. The 10 severity items are
rated on a five- point scale, with none, mild, moderate,
severe, and extreme responses for the frequency, interfer-
ence, and distress items, with always resist and completely
yields for the resistance items, and with complete control,
much control, moderate control, little control, and no con-
trol for the control items. This scale was translated into
Bangla through translation/ back-translation and commit-
tee translation procedure and was standardized and vali-
dated by the researchers. The Bangla version of this scale
was used to assess the pattern and severity of OCD among
children and adolescents. Sociodemographic characteris-
tics were assessed using a questionnaire designed for the
study. Income level was categorized into three bands based
on the classification used by the Bangladesh bureau of
statistics (2009) (12), which are as follow: low income, ie,
less than 10,000 Taka (US$ 140) per month, middle income,
ie, 10,000 - 20,000 Taka (US$ 140 - 280) per month, and
high income, ie, over 20,000 Taka (US$ 280) per month.
Data were managed properly and analyzed with the help
of computer software statistical package for social science
(SPSS) Version 16.

3. Results

All 106 respondents were students; of them, 41 were
children and 65 adolescents, and 69 (65.1%) were boys and
37 (34.9%) girls. Most of the cases were from urban areas
(78.3%) and had secondary education (70.8%). Of the cases,
40.6% had a first-degree family history of psychiatric dis-
order and the highest percentage had anxiety disorders
(62.8%), followed by psychoticillness (20.9%) and mood dis-
order (11.6%).

It was found that the highest percentage of patients
had miscellaneous obsessions (70.8%), followed by contam-
ination obsession (69.8%) and religious obsession (69.8%)
(aggressive obsession (51.9%), somatic obsessions (43.4%),
and superstitious obsessions (36.8%) were found among
the respondents (Figure 1).
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Figure 1. Pattern of obsessive symptoms among 5 to 18 year-old respondents (n =
106)

The highest percentage of patients had wash-
ing/cleaning compulsion (70.8%), followed by checking
compulsion (57.5%) (Figure 2).

Axis one comorbidity was present among 45.3% of the
cases with OCD. Most of the patients had hyperkinetic dis-
order (16.9%), followed by oppositional defiant disorder
(13.8%) (Table 1).

Table 2 demonstrates the characteristics of obsession
according to Children’s Yale-Brown Obsessive Scale, with
the mean score of time spent on obsession and obsession-
free interval. Interference from obsessions were higher
among the adolescents than children. Moreover, the mean
obsession score was significantly higher in adolescents
than in children; this difference was statistically signifi-
cant and was obtained from unpaired student’s t test (Ta-
ble 2).
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Figure 2. Pattern of compulsive symptoms among 5 to 18 year-old respondents (n =106)

Table 1. Pattern of Comorbidity Among 8 to 18 Year-Old Respondents®

Pattern of Age,y Total (n=106)
Comorbidity

<12(n=41) > 12-18(n=65)
Separation anxiety 1(2.4) 0(0) 1(0.9)
disorder
Generalized 1(2.4) 3(4.6) 4(3.8)
anxiety disorder
Specific phobia 3(73) 4(6.1) 7(6.6)
Tic disorder 3(7.3) 3(4.6) 6(5.7)
Conduct disorder 0(0.0) 3(4.6) 3(2.8)
Oppositional 4(4.8) 5(7.7) 9(13.8)
defiant disorder
Hyperkinetic 5(12.1) 6(6.1) 11(16.9)
disorder
Major depressive 0(0.0) 6(15.4) 6(5.7)
disorder
Social phobia 1(2.4) 4(6.1) 5(4.7)
Panic disorder 0(0.00) 1(1.5) 1(0.9)
Autism spectrum 1(2.4) 1(1.5) 2(1.8)
disorder
Trichotillomania 0(0) 1(1.5) 1(0.9)
Comorbidity OCD 23(56.1) 35(53.8) 58(54.7)
only
Comorbidity 18 (43.9) 30 (46.2) 48(45.3)

#Values are expressed as No. (%).

Characteristics of compulsion according to Children’s
Yale-Brown Obsessive Scale are demonstrated in Table 3
and the impact of OCD is presented in Table 4.

Percent distribution of severity of OCD among the re-
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spondents according to CY-BOCS revealed that about half
of the patients had severe OCD (49%), 28% extreme OCD, 10%
moderate OCD, and only 9% had mild OCD (Figure 3).

Table 5 demonstrates the relationship between mor-
bidity and religious practice and the cultural belief of the
patient and the family. The results of the analysis revealed
that OCD with comorbidity was related to the religious
practice of the patients, which was statistically significant
(Table 5).

4. Discussion

In this study, we examined the phenomenology of OCD
in children and adolescents in Bangladesh and found that
40.6% of patients had a first- degree family history of psy-
chiatric illness. The overall pattern of family history indi-
cated that most patients had anxiety disorder (62%), fol-
lowed by psychotic illness, and mood disorder. This re-
sult suggests a biological basis for OCD and genetic stud-
ies that find higher concordance rates of OCD in first- de-
gree family members and twins than in general popula-
tion (Table 1) (1-4, 11). A recent published study by Chowd-
hury et al. found similar results in a hospital setting, in-
dicating that 45% of patients had a family history of men-
tal disorders with deviation to OCD (1). According to CY-
BOCS, the pattern indicates that most of the patients had
miscellaneous obsessions (70.8%), which mainly included
pathological doubt, followed by contamination obsession
(69.8%), and religious obsessions (69.8%). These findings
are consistent with those of other similar representative
studies with variations in percentages of the symptoms;
for example, in the study of Chowdhury et al. miscel-
laneous obsession was lower than 56.7% (Figure 1) (1, 12,
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Table 2. Characteristics of Obsession According to Children’s Yale-Brown Obsessive Scale®

Characteristics Age,y Total (n=106) P Value®
<12(n:41) 212-18(n:65)
Time spent on obsession 0.768
None 0(0.0) 5(7.7) 5(4.7)
Mild 6(14.6) 5(7.7) 11(10.4)
Moderate 12(29.3) 17(26.2) 29 (27.4)
Severe 18 (43.9) 22(33.8) 40(37.7)
Extreme 5(12.2) 16 (24.6) 21(19.8)
Mean = SD 25+0.9 2.6 £12 2.6 +11
Obsession free interval 0.184
No symptom 1(2.4) 4(6.2) 5(4.7)
Long 9(22.0) 10 (15.4) 19 (17.9)
Moderately long 22(53.7) 21(32.3) 43(40.6)
Short 5(12.2) 21(32.3) 26(24.5)
Extremely short 4(9.8) 9(13.8) 13(12.3)
Mean = SD 211+0.9 23+11 22410
Interference from obsessions 0.880
No symptom 3(7.3) 6(9.2) 9(8.5)
Long 4(9.8) 11(16.9) 15 (14.2)
Moderately long 12(29.3) 15(23.1) 27(25.5)
Short 16(39.0) 12 (18.5) 28(26.4)
Extremely short 6(14.6) 21(32.3) 27(25.5)
Mean =+ SD 24+11 25+13 25+13
Distress of obsessions 0.995
No symptom 5(12.2) 7(10.8) 12 (11.3)
Long 4(9.8) 12 (18.5) 16 (15.1)
Moderately long 7(17.1) 9(13.8) 16 (15.1)
Short 14 (34.1) 13(20.0) 27(25.5)
Extremely short 11(26.8) 24(36.9) 35(33.0)
Mean =+ SD 25413 25+14 25414
Resistance 0.608
Always resists 3(73) 5(7.7) 8(7.5)
Capable enough to resist 1(2.4) 2(31) 3(2.8)
Average 4(9.8) 4(6.2) 8(7.5)
Nearly failure 25(61.0) 35(53.8) 60 (56.6)
Completely yields 8(19.5) 19(29.2) 27(25.5)
Mean = SD 28+10 29+11 29+11
Control over obsessions 0.498
Completely control 3(73) 5(7.7) 8(7.5)
Much control 1(2.4) 1(1.5) 2(1.9)
Moderate control 5(12.2) 5(7.7) 10(9.4)
Little control 22(53.7) 32(49.2) 54(50.9)
No control 10 (24.4) 22(33.8) 32(30.2)
Mean =+ SD 29+11 3.0£11 29+11

*Values are expressed as No. (%).
bp value reached from unpaired student’s t test.

13). The variation could be explained by differences in the =~ had washing/cleaning compulsion, followed by checking
study setting, as one study was conducted in a hospitalset-  compulsion, and miscellaneous obsession; and the find-
ting and another was done in a consultation center. TheCY-  ingsare in agreement with those of other studies with vari-
BOCS pattern of compulsion indicates that most patients ations in percentage (Figure 2)(12,13). The present study re-
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Table 3. Characteristics of Compulsion According to Children’s Yale-Brown Compulsive Scale®

Characteristics Age,y Total (n=106) P Value®
<12(n=41) > 12-18 (n=65)
Time spent on compulsion 0.877
None 0(0.0) 3(4.6) 3(2.8)
Mild 4(9.8) 7(10.8) 11(10.4)
Moderate 14 (34.1) 22(33.8) 36(34.0)
Severe 18 (43.9) 17(26.2) 35(33.0)
Extreme 5(12.2) 16 (24.6) 21(19.8)
Mean =+ SD 26+0.38 26£11 26 £10
Compulsion free interval 0.385
No symptom 1(2.4) 6(9.2) 7(6.6)
Long 8(19.5) 6(9.2) 14 (13.2)
Moderately long 20(48.8) 27(41.5) 47(443)
Short 11(26.8) 18(27.7) 29(27.4)
Extremely short 1(2.4) 8(12.3) 9(8.5)
Mean =+ SD 21t08 23%11 22%10
Interference from compulsion 0.782
No symptom 2(4.9) 6(9.2) 8(7.5)
Long 5(12.2) 12 (18.5) 17(16.0)
Moderately long 17 (41.5) 19(29.2) 36(34.0)
Short 15(36.6) 20(30.8) 35(33.0)
Extremely short 2(4.9) 8(12.3) 10(9.4)
Mean =+ SD 22+09 22+12 22411
Distress from compulsion 0.857
No symptom 6(14.6) 7(10.8) 13(123)
Long 3(73) 11(16.9) 14 (13.2)
Moderately long 7(17.1) 13(20.0) 20(18.9)
Short 16 (39.0) 16 (24.6) 32(30.2)
Extremely short 9(22.0) 18(27.7) 27(25.5)
Mean =+ SD 25+13 24+13 24+£13
Resistance 0.558
Always resists 1(2.4) 4(6.2) 5(4.7)
Capable enough to resist 1(2.4) 1(1.5) 2(1.9)
Average 6(14.6) 13(20.0) 19 (17.9)
Nearly failure 23(56.1) 29(44.6) 52(49.1)
Completely yields 10 (24.4) 18 (27.7) 28(26.4)
Mean =+ SD 3.0+ 09 29+1.0 29+1.0
Control over compulsion 0.883
Completely control 1(2.4) 4(6.2) 5(4.7)
Much control 1(2.4) 1(1.5) 2(1.9)
Moderate control 10 (24.4) 13(20.0) 23(21.7)
Little control 19 (46.3) 26(40.0) 45 (42.5)
No control 10 (24.4) 21(32.3) 31(29.2)
Mean =+ SD 29+09 29+11 29+£1.0

?Values are expressed as No. (%).
PP value reached from unpaired student’s t test.

vealed that comorbidity was present among 45.3% of chil-  most patients had hyperkinetic disorder, followed by op-
dren and adolescents with OCD, which is in between the positional defiant disorder, specific phobia, and major de-
widely variable range of other studies (Table 1) (1, 2, 4, 6, pressive disorder comparable to other findings except for
11, 14, 15). The pattern of comorbidity also indicated that  the absence of alcohol and drug related disorders and eat-
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Figure 3. Severity of obsessive compulsive disorder

Table 5. Religious and Other Cultural Beliefs and Practice by the Patient and Their Parents®

Characteristics Total (n=106) Age,y P Value®
<12(n=41) > 12-18 (n=65)

Belief of the parent regarding child’s disease NS
Physical illness 3(2.8) 1(2.5) 2(31)
Mental illness 95(89.6) 37(90.2) 58(89.2)
Influence of something evil 2(1.9) 1(2.5) 1(1.5)
Do not know 6(5.7) 2(4.8) 4(6.2)

Religious practice by patient 0.001
Extreme 23(21.7) 2(4.9) 21(323)
Moderate 55(51.9) 21(51.2) 34(523)
None 28(26.4) 18 (43.9) 10 (15.4)

Religious practice by father NS
Extreme 32(30.2) 9(21.9) 23(35.4)
Moderate 66(62.3) 29(70.7) 37(56.9)
None 8(7.6) 3(7.4) 5(7.7)

Religious practice by mother NS
Extreme 37(34.9) 9(21.9) 28(43.1)
Moderate 63(59.4) 29 (70.7) 34(52.3)
None 6(5.7) 3(7.4) 3(4.6)

*Values are expressed as No. (%).
°p value reached from chi square test.

ing disorder, which can be explained by Bangladeshi socio-
cultural background (1, 16). Moreover, variations in comor-
bidity that were found in the study of Chowdhury et al. can
also be explained by different study settings. Comorbid-
ity pattern also showed two specific patterns for children
and adolescent groups. The proportions of major depres-
sive disorder (15.1%), followed by social phobia (6.1%) and
hyperkinetic disorder (6.1%) were higher among the ado-
lescents, whereas hyperkinetic disorder (12.1%), tic disor-
der (7.3%), and specific phobia (7.3%) were higher among

children (Table 1). This finding is somewhat consistent
with other study findings and the differences could be ex-
plained by study setting (1, 2, 4, 6, 11, 16). Considering
the caregivers’ perception about the child’s disease, 89.6%
believed that it was mental illness, which indicates good
awareness among parents of OCD patients. However, we
should also keep in mind that most of the parents had
good educational and economic background, and the re-
sults can be compared with those of the study by Chowd-
hury et al. which revealed that 88.3% of the participants

Jentashapir | Health Res. 2017; 8(4):e63414.
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regarded OCD as a mental illness (Table 5) (1). The present
study revealed a statistically significant relationship be-
tween OCD and the religious practice of the patients (Ta-
ble 5); this can be explained by overall religious practices
and beliefs of Bangladeshi people. Moreover, similar re-
sults were found in another study that assessed the rela-
tionship between OCD symptoms and religious practice (1,
8).

In conclusion, OCD is a poorly studied disorder of
children and adolescents in Bangladesh.Miscellaneous
and contamination obsessions are prominent as obses-
sions, whereas checking and miscellaneous obsessions are
prominent as compulsions in Bangladesh. Conducting fur-
ther large scale multi-centered studies would help general-
ize the study results. Moreover, taking the necessary steps
based on the results would reduce the distress and suffer-
ings of children and adolescents.
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Table 4. Characteristics According to Children’s Yale-Brown Obsessive- Compulsive Scale (Impact Assessment)*

Characteristics Age,y Total (n=106) P Value
<12(n=41) > 12-18 (n=65)
Insight into O-C symptom 0.001
Excellent 4(9.8) 23(35.4) 27(25.5)
Good 10 (24.4) 26(40.0) 36(34.0)
Average 13 (31.7) 11(16.9) 24(22.6)
Little 11(26.8) 2(31) 13(12.3)
Absent 3(7.3) 3(4.6) 6(5.7)
Mean =+ SD 20£11 10£10 14112
Avoidance 0.227
None 4(9.8) (16.9) 5(14.2)
Mild 5(12.2) 4(6.2) 9(8.5)
Moderate 21(51.2) 18(27.7) 39(36.8)
Severe 9(22.0) 19(29.2) 28(26.4)
Extreme 2(4.9) 13(20.0) 15(14.2)
Mean =+ SD 2.0£10 23+13 22412
Indecisiveness 0.290
None 5(12.2) 8(12.3) 3(12.3)
Mild 2(4.9) 2(31) 4(3.8)
Moderate 21(51.2) 27(41.5) 48(45.3)
Severe 10 (24.4) 16 (24.6) 26(24.5)
Extreme 3(7.3) 12 (18.5) 15 (14.2)
Mean =+ SD 21+1.0 23+12 23+11
Pathologic responsibility 0.406
None 6(14.6) 9(13.8) 15(14.2)
Mild 1(2.4) 2(31) 3(2.8)
Moderate 10 (24.4) 10 (15.4) 20 (18.9)
Severe 15 (36.6) 22(33.8) 37(34.9)
Extreme 9(22.0) 22(33.8) 31(29.2)
Mean =+ SD 25+13 27+13 26113
Slowness 0.515
None 1(2.4) 6(9.2) 7(6.6)
Mild 3(7.3) 2(31) 5(4.7)
Moderate 11(26.8) 14 (21.5) 25(23.6)
Severe 19 (46.3) 18 (27.7) 37(34.9)
Extreme 7(17.1) 25(38.5) 32(30.2)
Mean =+ SD 271+09 28412 28+11
Pathologic doubting 0.643
None 4(9.8) 6(9.2) 10(9.4)
Mild 3(7.3) 4(6.2) 7(6.6)
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Moderate
Severe
Extreme
Mean =+ SD
Global severity
Global severity None
Mild
Moderate
Severe
Extreme
Mean = SD
Global improvement
None
Mild
Moderate
Severe
Extreme
Mean =+ SD
Reliability
Excellent
Good
Fair
Poor

Mean =+ SD

15(36.6)
16 (39.0)
3(7.3)

23%1.0

1(2.4)

3(73)
8(19.5)
20 (48.8)
9(22.0)

28+10

9(22.0)
21(51.2)
5(12.2)
4(9.8)
2(4.9)

12411

9(22.0)
18 (43.9)
14 (34.1)
0(0.0)

11407

25(38.5)
20(30.8)
10 (15.4)

24 %11

18 (27.7)
21(323)

13(20.0)

40 (37.7)
36 (34.0)
13(123)

23%11

4(3.8)
5(4.7)
22(20.8)
44 (41.5)
31(29.2)

29410

27(25.5)
42(39.6)
18(17.0)
13 (12.3)
6(5.7)

13£12

35(33.0)

46(43.4)

24(22.6)
1(0.9)

09+0.8

0.560

0.543

0.027

*Values are expressed as No. (%).
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