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ABSTRACT   
Background: There are very few studies examining the 
role of life events in obsessive compulsive disorder 
(OCD). Moreover, these studies have methodological 
limitations and have reported contradictory findings. 

Objective: To examine the frequency of life events 
in patients with OCD as compared to normal healthy 
controls. 

Methodology: 10 patients fulfilling ICD-10 DCR 
criteria of OCD were rated with Yale Brown Obsessive 
Compulsive Scale (YBOCS), Hamilton Rating Scale for 
Depression (HAM-D) and Presumptive Stressful Life 
Events Scale (PSLES). A group of 10 normal controls 
were also rated on PSLES. Finally, both groups were 
compared in terms of life events.

Results: The frequency of life events, six months 
(t=3.95, p=.001) and lifetime (t=5.53, p<.001), were 
significantly higher in patient group in comparison to 
controls. PSLES scores showed significant correlation 
with YBOCS scores. However, there was no correlation 
between PSLES and HDRS scores. Stepwise linear 
regression analysis showed PSLES scores significantly 
positively predicted obsessive and compulsive scores.

Conclusion:  Life events were significantly more 
frequent in OCD patients both six months and lifetime, 
as compared to healthy controls. The severity of OC 
symptoms was found to be directly proportional to the 
number of stressful life events experienced in the last six 
months prior to onset. 
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INTRODUCTION
Obsessive compulsive disorder (OCD) is a chronic dis-
order with a waxing and waning course which causes 
significant impairment in socio-occupational function-
ing. The etiology is multifactorial; besides biological 
causes, several psychosocial factors contribute towards 
vulnerability to OCD. According to Selye (1), life events 
may act as stressors causing increased susceptibility to 
illness. There is substantial evidence to suggest that 
stressful life events may precipitate psychiatric disor-
ders, particularly mood disorders (2) though only a 
few studies have specifically investigated the role of 
such events in OCD. Some of these studies (3-5) had 
methodological shortcomings. Moreover, some of the 
relatively well-designed studies (6-9) reported conflict-
ing results. According to McKeon et al. (6) and Kulhara 
and Rao (8), OCD patients reported a significant excess 
of events over the year prior to onset of illness in com-
parison to healthy subjects. Similarly, Gothelf et al. (9) 
found significantly more life events in the year preced-
ing onset of OCD in comparison to normal controls in 
children. Gershuny et al. (10) investigated the role of 
trauma in treatment outcome of OCD and found that 
82% of patients with treatment resistant OCD reported 
a history of trauma. Moreover, a high rate of childhood 
sexual abuse has been reported in OCD patients (11-
13). On the contrary, few studies (7, 14) reported no 
difference in life events between obsessive patients and 
healthy subjects over one year before onset of OCD, 
although Khanna et al. (7) found an excess of life 
events in the six months prior to onset of the disorder. 
A recent study comparing life events in subjects with 
OCD, Tourette syndrome and healthy controls reported 
significantly more stressful life events in OCD patients 
as compared to others (15). In a recent study on women 
subjects, pregnancy and childbirth were found to be fre-
quently associated with the onset of OCD or worsening 
of symptoms in those with preexisting disorder (16). In 
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the backdrop of lack of consensus in previous studies, 
the current study was undertaken with the objective 
of examining the frequency of life events in patients 
with OCD as compared to normal healthy controls. 
We undertook the null hypothesis, i.e., there would be 
no significant difference in the frequency of life events 
in patients with OCD as compared to normal healthy 
controls.

METHODOLOGY
This was a cross-sectional hospital-based study con-
ducted at the Central Institute of Psychiatry, Ranchi, 
India. The study was approved by the institutional 
review board. Ten consecutive patients of either sex 
between 18 and 60 years of age fulfilling ICD-10-DCR 
(17) criteria for OCD and giving informed consent were 
selected from the patients attending the out-patient 
department. Those having severe medical illness, 
mental retardation or any comorbid psychiatric disor-
der other than depression were excluded. Ten healthy 
controls, with scores less than one in GHQ-5 (18) were 
chosen from among the staff of the institute. The patient 
group was rated on Yale Brown Obsessive Compulsive 
Scale (YBOCS) (19), to assess the severity of OCD, and 
Hamilton Rating Scale for Depression (HAM-D) (20) 
to assess the severity of depression. Both groups were 
assessed for the presence of significant life events using 
Presumptive Stressful Life Events Scale (PSLES) (21) in 
the form of a semi-structured interview. It covers 51 
defined life events and is scored 0 and 1 for the absence 
and presence of particular life events (maximum possi-
ble score being 51). It has been well-standardized in the 
Indian population. PSLES was developed from Social 
Readjustment Rating Questionnaire (SRRQ) of Holmes 
and Rahe (22) which is a standard rating instrument 
for assessment of life events and used worldwide. The 
modification was meant to serve two purposes: first, to 
remove those items which were symptoms of illness and 
thereby increasing the content validity, and secondly, to 
modify certain items to suit our unique cultural values. 
The life events occurring “six months” prior to the onset 
of illness and over “lifetime” were recorded. 

STATISTICAL ANALYSIS
The data obtained were analyzed with Statistical 
Package for Social Sciences-version 10.0 for Windows® 
(SPSS Inc., Chicago, IL, U.S.A.). Normality of data was 
assessed using histogram and Shapiro-Wilk test. Both 

groups were compared using independent t-test and 
chi-square test, wherever applicable. Pearson’s correla-
tion and point biserial correlation were done between 
PSLES scores with continuous and categorical socio-
demographic and clinical variables respectively. Linear 
stepwise regression analysis was carried out using 
YBOCS total score, obsession and compulsion scores 
as dependant variables. Age, age of onset, HAM-D 
score, and PSLES six months and lifetime scores were 
entered in the model in a stepwise manner. Adjusted 
R square was reported as it controls for the number of 
independent variables. Multicollinearity was assessed 
using tolerance statistic: values below .2 suggest bias in 
regression model because of multicollinearity and lack 
of autocorrelation was checked using Durbin-Watson 
statistic. The alpha level of p<.05 was considered sig-
nificant.

RESULTS
Socio-demographic and clinical characteristics of the 
sample have been summarized in Table 1. There was no 
difference between the two groups in terms of age, edu-
cation, sex, marital status, socio-economic status and 
habitat. Significantly more subjects in the control group 
were employed (χ2 = 16.36, p < .001). There were signifi-
cantly higher life events, both six months (t = 3.95, p = 
.001, r = .681) and lifetime (t = 5.53, p < .001, r = .793), 
in patient group as compared to controls. 

In the patient group, PSLES six-month scores posi-
tively correlated with YBOCS total (r = .82, p = .004), 
obsession (r = .70, p = .025) and compulsion (r = .81, p 
= .004) scores whereas PSLES lifetime scores positively 
correlated with YBOCS total (r = .68, p = .03) and obses-
sion (r = .85, p = .002) scores. There was no correlation 
between HDRS scores with either lifetime or six months 
PSLES scores. PSLES lifetime scores showed significant 
positive correlation with female sex (rpb = .65, p = .043). 
However, no significant correlation emerged with any 
other socio-demographic and clinical variable.

Table 2 shows predictors of YBOCS scores using step-
wise linear regression analysis. PSLES six months scores 
positively predicted YBOCS total (B = 1.85, p < .01) 
and compulsion scores (B = 1.11, p < .01). The mod-
els explained 63.1% and 61.9% of variance in YBOCS 
total and compulsion scores respectively. PSLES lifetime 
scores positively predicted YBOCS obsession scores (B 
= 0.49, p < .01). The model explained 68.1% of variance 
in YBOCS obsession scores. 
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DISCUSSION
Our study revealed that there were significantly more life 
events, both six months (p=.001) and lifetime (p<.001), 
in patient group compared to controls. The effect size 
of the findings was large (23). This is in agreement with 
several previous studies (6, 8, 9, 15). Our results revealed 
positive correlation between YBOCS and PSLES scores. 
Furthermore, six-month PSLES scores prior to OCD 
positively predicted severity of obsessive and compul-
sive symptoms as reflected in YBOCS total and compul-
sion scores. Similarly, Khanna et al. (7) found an excess 
of events in the six months prior to onset of OCD. This 
suggests that stressful life events may play a more impor-
tant role in precipitating OCD. Moreover, the number of 
stressful life events experienced by the subjects seemed 
to have a dose-response relationship with OCD, i.e., the 
greater the number of stressful life events, the more severe 
the OC symptoms. The cumulative effect of stressful life 
events experienced over a lifetime also had an effect on 
severity of obsessions. However, there was no correlation 
between HDRS scores with either lifetime or six-month 
PSLES scores. This finding apparently contradicts exist-
ing literature on the role of life events in depression (e.g., 
24). Depression in our patient group was probably sec-
ondary to OCD and, hence, correlation with life events 
was found with obsessive compulsive and not depressive 
symptoms. 

The PSLES used in our study (also in 8) was devel-
oped and standardized on an Indian population. This 
eliminates the influence of local and cultural factors. 
Khanna et al. (7) had used Paykel’s Life Events Schedule, 
which has not been validated in our population. The 
PSLES was a modification of SRRQ (22), which has been 
used across cultures in several studies. Thus, PSLES 
retains the universality of SRRQ (22) while accom-
modating the cultural variations unique to the Indian 
population, thereby increasing the generalizability of 
our findings to other cultures. Inclusion of a normal 
healthy comparison group allowed us to examine the 
association of life events with OCD. In comparison to 
the study by Khanna et al. (7) which assessed life events 
in the previous one year prior to the onset of illness, we 
assessed life events in the previous six months as well as 
the entire lifetime. This gave us a broader picture of the 
cumulative role of life events in the onset of OCD. 

The small sample size was one of the major limitations 
of our study which undermines the generalizability of 
our findings. Also, the role of the specific nature of life 

Table 1. Socio-demographic and Clinical Characteristics

Variables

Patients 
N=10
Mean (SD)

Controls 
N=10
Mean (SD)

t
(df=18) p

Age 27.6 (3.89) 31.5 (5.64) -1.80 .089

Education years 11.5 (1.84) 13 (2.75) -1.43 .169

Duration of illness in years 3.3 (2.5) - - -

Age of onset 23.3 (4.57) - - -

YBOCS Total Score 19.6 (4.4) - - -

YBOCS Obsession Score 9.6 (2.07) - - -

YBOCS Compulsion Score 10 (2.67) - - -

HDRS Total Score 16.2 (3.46) - - -

PSLES (6 months)1 7.3 (1.95) 4.4 (1.26) 3.95* .001

PSLES (Lifetime)2 13 (3.56) 6.5 (1.08) 5.53** <.001

N (%) N (%)
Fisher’s exact 
significance†

Sex Male 7 (70) 6 (60) p = 1

Female 3 (30) 4 (40)

Occupation unemployed 3 (30) 0 p<.001

Employed 1 (10) 10 (100)

Housewife/
Student

6 (60) 0

Marital  
status

unmarried 6 (60) 2 (20) p = .17

Married 4 (40) 8 (80)

SES Lower 5 (50) 2 (20) p = .35

Middle 5 (50) 8 (80)

Habitat Rural 3 (30) 0 p = .21

urban 7 (70) 10 (100)

Family 
history

Present 2 (20) - -

Absent 8 (80) -

Note: *p<.01, **p<.001 (2-tailed); YBOCS: Yale-Brown Obsessive 
Compulsive Scale; HDRS: Hamilton Depression Rating Scale; PSLES: 
Presumptive Stressful Life Event Scale; SES: Socio-economic 
status; 1 Effect size Cohen’s d = 1.77; 2 Effect size Cohen’s d = 2.47; † 
Fisher’s exact test statistic was computed as more than 20% cell had 
expected count less than 5.

Table 2.  Linear Stepwise Regression Analysis of Predictors of 
YBOCS Scores in Patients (N=10)
Dependent 
variable Predictors

Adjusted 
R2 B

SE 
(B) β t

YBOCS 
Total 

Constant .631 6.07 3.45 1.76

PSLES six months 1.85 0.46 0.82 4.04**

YBOCS 
Obsession 

Constant .681 3.21 1.47 2.19

PSLES lifetime 0.49 .011 0.85 4.50**

YBOCS 
Compulsion 

Constant .619 1.87 2.12 0.88

PSLES six months 1.11 0.28 0.81 3.96**

Note: *p<.05, **p<.01; Yale-Brown Obsessive Compulsive Scale; PSLES: 
Presumptive Stressful Life Events Scale
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events was not assessed in the current study. However, 
certain life events, like change of residence and tak-
ing an examination, were more common among OCD 
patients. There are certain inherent problems which are 
encountered in life event research. The recall of events 
which occurred several years ago would invariably be 
subject to bias (25). Moreover, it has been reported that 
individuals with high neuroticism are prone to report 
greater stress with similar life events than most normal 
individuals (21). Furthermore, the possibility remains 
that patients with more severe OCD may have a greater 
propensity for recalling stressful life events (25). Also, 
the cause and effect relationship between life events and 
disorder is not apparent from these studies. Future stud-
ies involving larger samples should attempt to establish 
the link between stressful life events and types of OC 
symptoms, preferably in a prospective design.
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interpretation of data was carried out by SS and SKP.  Initial draft was 

prepared by SS and SKP and was finally approved by all three authors.
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