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ABSTRACT 
Background: Obsessive-compulsive disorder (OCD) is associated with heterogeneous and diverse symptoms. A 

diagnosis is challenging when patients experience psychotic symptoms. This study aimed to evaluate the pattern 
of psychotic symptoms in patients with OCD. 
Methods: Using semi-structured clinical interviews, 185 patients meeting the DSM-IV diagnostic criteria for OCD 

were selected. The Yale-Brown Obsessive Compulsive Scale (Y-BOCS) and the Scale for the Assessment of 
Positive/Negative Symptoms (SAPS/SANS) were used to measure the OCD severity and insight levels and the 
pattern of psychotic symptoms, respectively. Characteristics of patients with and without psychotic experiences 
were compared. 
Results: A total of 38 patients (20.5%) displayed psychotic symptoms. Delusions were observed in 63.2% of 

these patients, while in 13.2% of them, delusions were accompanied with negative symptoms. Men, those aged 
between 18 and 34 years, less educated, and singles displayed significantly higher rates of psychotic symptoms. 
The mean Y-BOCS score (26.42±5.07) was significantly higher in patients with psychotic symptoms than in those 
without (24.97±6.38). 
Conclusion: The results showed that in OCD patients, psychotic symptoms are more common in young (<30 

years), single, less educated, and those with severe OCD. 
Keywords: obsessive-compulsive disorder; psychosis; insight. 

 

INTRODUCTION 

What is “already known” in this topic: 
There was few studies of psychotic symptoms co morbidity 
in the patients with obsessive compulsive disorder. 
Psychotic symptoms are not rare in the patients with 
obsessive compulsive disorder. 
What this article adds: 
In the assessment and of the patients with obsessive 
compulsive disorder existence of Psychotic symptoms 
should be more noticed. 
 Prevalence of obsessive-compulsive disorder (OCD) 
as one of the most debilitating disorders, is 2-3% in the 
general population. (1, 2) 
This disorder affects 10% of outpatients in public and 
private psychiatric clinics, and OCD is the fourth most 
common psychiatric illness. (1, 2) 
Epidemiological studies conducted in Asia, Europe, and 
Africa indicate that this disorder is not associated with 
culture and geography, and comparable prevalence rates 
have been reported in these studies; and some symptoms 
may be influenced by environmental factors. (3) 
 OCD tends to be a chronic condition, and treatment 
responses are not always good. Almost half of patients with 
OCD do not respond to initial treatment and their symptoms 
exacerbate over time. It results in severe disability and 
discomfort, and devastating effects on educational, 
occupational, and social functions. However, these patients 
should not be disappointed about the treatment outcomes 
(4).  

 No specific biomarker has been found so far for 
diagnosing OCD, and the overlap with other mental 
conditions can be clinically challenging, psychotic disorders 
in particular. (5, 6) 
 OCD is increasingly viewed as a neuropsychiatric 
disorder that is mediated by specific neurocircuits such as 
anterior cingulate, orbitofrontal cortex, and striatum. One 
hypothesis explains that cortico-striatal-thalamic-
cortical(CSTS) circuitry plays a particularly important role in 
mediating OCD, with activation or inhibition of different 
components of this circuitry. Most studies suggest that a 
range of neurotransmitter system contribute to OCD, 
including serotonergic,dopaminergic,glutamatergic, and 
GABAergic systems. Most resent  studies indicate the 
important role of glutamatergic system with evidence that 
some glutamatergic agents may be useful in this 
condition(2). Sometimes this heterogeneous and diverse 
condition is easily diagnosed (e.g. washing and checking); 
however, some patients with OCD lack insight, and their 
obsessive thoughts turn into delusions; in other words, 
these patents display psychotic symptoms. Therefore, it is 
difficult to distinguish OCD from psychosis and 
schizophrenia. In psychiatric literature, this disorder was 
referred to as Complicated OCD, Psychotic OCD, 
Delusional OCD, and Schizophrenic OCD, up until DSM-IV 
classified this type as a subgroup with a poor insight (7, 8). 
 In 2013, some changes were made to the diagnosis, 
classification, and definition of OCD in DSM-5. It was 
removed from the anxiety disorders category and placed in 
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the specific category of obsessive-compulsive and related 
disorders (OCRDs). DSM-5 extended the insight specifier 
and categorized patients with OCD into three levels based 
on the level of insight (i.e. good insight, poor insight, and no 
insight). The latest version of the International 
Classification of Diseases (ICD-11) also classified OCD in a 
separate category, and accepted subcategory with no 
insight, or delusional (9). 
 Describing this specific subgroup has eliminated all 
previous ambiguities, challenges, and mistakes, and has 
developed a new attitude towards diagnosis and treatment 
of OCD. New studies have shown a 4-14% prevalence rate 
among Patients with OCD. (10, 11) 
 Considering the clinical importance, high prevalence, 
and high disability rates, new diagnostic and therapeutic 
approaches, and lack of previous studies in different 
cultures about delusional OCD, this study was designed to 
determine the frequency of this condition, specify various 
types of delusions and other psychotic experiences in 
patients with OCD, and identify the demographic and 
clinical characteristics of these patients. Previous studies 
have mainly focused on delusion and lack of insight; 
however, this study focused on other positive or negative 
psychotic symptoms too. 
 

METHODS 
Procedure 

This study was performed in outpatient clinics of Tabriz 
university of Medical Sciences. Patients aged 18-65 years 
with a diagnosis of OCD based on diagnostic criteria of 
Diagnostic and Statistical Manual of Mental Disorders (12) 
were included after giving written informed consent.  
Inclusion criteria 

 Age range of 18-65 years 

 Compliance with the DSM-IV diagnostic criteria for 
OCD 

 Willingness and consent to participate in the study 
Exclusion criteria 

 Suffering from another axis I psychiatric illness based 
on the SCID for DSM-IV (i.e. rejecting any comorbidity 
with other psychiatric disorders) 

 Mental retardation 

 Drug abuse 

 Medical illness 

 Neurological disease 
 
Measures 
1.Yale-Brown Obsessive-Compulsive Scale (Y-BOCS)  
This standardized scale has been applied in many studies 
before. It measures the severity of OCD symptoms. In this 
10-item scale, 5 items measure obsessive thoughts and 5 
others measure compulsory actions. All items are scored 
from 0 (no symptom) to 4 (severe symptom). In a study on 
40 Patients with OCD, an inter-rater reliability of 0.98, and 
a mean internal consistency of 0.89 were obtained for Y-
BOCS. The convergence validity between Y-BOCS and the 
Clinical Global Impression of Obsessive Compulsive 
Syndrome (CGIOCS) in the baseline has been reported to 
be 0.97 (12, 13).  
2. The Scale for the Assessment of Positive/Negative 
Symptoms (SAPS/SANS) 

 In the late 1980s, this scale was designed by adding 
additional items to the Brief Psychiatric Rating Scale 
(BPRS) and providing detailed examples for each item in 
order to overcome tangible deficiencies in the assessment 
of positive and negative symptoms of schizophrenia and 
other psychiatric disorders. High reliability and excellent 
internal consistency and inter-rater reliability values have 
been reported for the scale in various studies. The validity 
of the scale has also been acceptable. Due to its high 
reliability and good coverage of positive and negative 
symptoms, it is an excellent tool for assessing positive and 
negative symptoms in schizophrenia and other psychiatric 
disorders. (14)  
3. The Structured Clinical Interview for DSM-IV (SCID) 
This tool is used for diagnosing other psychiatric disorders 
in patients (examining comorbidities). This semi-structured 
interview gives some diagnoses based on the DSM-IV. It 
has been used more than any other standard diagnostic 
interview in psychiatric studies (15, 16). 
 Using intercultural research approach, translated this 
tool into Farsi and measured its validity in a multicenter 
trial. Kappa, diagnostic agreement, sensitivity, and 
specificity indexes were used for measuring the validity of 
this scale. The obtained Kappa values were above 0.4 for 
all diagnoses (except for the total anxiety disorders). The 
specificity percentages were above 85% for all diagnoses 
(and above 90% for half of them), which indicates the 
desired specificity of this tool (16, 17).  
4. The researcher-made questionnaire (used for collecting 
relevant demographic and clinical data), (12,16). 
Ethics 

This study was approved by the ethics committee of Tabriz 
University of Medical Sciences. Ethical code is 94/3- 5/7. 
All patients completed informed consent and all data was 
secret. 
 

RESULTS 
A total of 185 patients meeting the inclusion criteria for 
OCD were selected and enrolled. In this study, 38 patients 
(20.5%) were presented with poor insight to symptoms, 
while 147 patients (79.5%) had a good insight and 
acknowledged the un-realistic nature of their symptoms. 
 The pattern of psychotic experiences in participants is 
shown in Table 1. Near to 25% of patients have had 
psychotic experiences. Delusion was the most common 
psychotic symptom in these patients. Paranoid delusions 
(29.2%), delusions of reference (19.5%), guilt (17.1%), 
sexual (14.6%) and somatic (7.3), passivity (7.3%), and 
jealousy delusion (4.8%) were the most common delusions, 
respectively. However, other symptoms including 
circumstantiality, negative symptoms, such as social 
isolation, poor hygiene, and passivity were observed alone 
or along with various delusions. Some patients displayed 
more than one psychotic symptoms. 
 Table 2 shows demographic and clinical 
characteristics of patients with and without psychotic 
experiences. As described in table 2, experience of 
psychotic symptoms is significantly higher in men 
compared to women (p=0.032). It is also more common in 
patients aged between 18 and 30 years (p=0.001). The rate 

was not related to the place of residence; however, less 
educated patients (under high school diploma) (p=0.043) 
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and singles (p=0.000) displayed significantly more 
psychotic symptoms. There was no significant difference 
between those with and without psychotic symptoms in 
terms of family history. 
 The mean age of onset of OCD was 22.05±6.67 years 
(min=13; max=41) in patients with psychotic symptoms that 
was significantly higher compared to those without 
(26.83±8.28 years, range:13-59, p=0.001). the mean 

duration of OCD was not different between the two groups 
and was 4.42±4.31 years in those with psychotic 
symptoms, and 4.59±3.57 years in those without (p=0.8). 

 The mean Y-BOCS score was 26.42±5.07 (min=14; 
max=36) in patients with psychotic symptoms, while, it was 
significantly lower in those without psychotic symptoms 
(24.97±6.38, range 10-40, p=0.029). 

 
Table 1: Pattern of psychotic symptoms in the patients with OCD 

The pattern Frequency Percentage 

Only delusion 24 patients (63.2%) 

Only hallucination 1 patient (2.6%) 

Only formal thought disorders 2 patients (5.3%) 

Only negative symptoms 3 patients (7.9%) 

Delusion with hallucination and negative symptoms 2 patients (5.3%) 

Delusion with negative symptoms 5 patients (13.2%) 

Delusion with hallucination 3 patients (7.9%) 

 
Table 2: Demographic and clinical characteristics of patients with OCD with and without psychotic symptoms. 

 
 

With psychotic 
symptoms 
N=38 

No psychotic 
symptoms 
N=174 

P-Value 

Gender  Male  21 (55.3%) 54 (36.7%) 
0.038 

Female  17 (44.7%) 93 (63.3%) 

Age 18-30 60 (68.2%) 28 (73.7%) 

0.001 31-40 73 (49.7%) 9 (23.7%) 

≤41 14 (9.5%) 1 (2.6%) 

Qualifications high school diploma 21 (55.3%) 50 (34%) 

0.043 High school Diploma 7 (18.4%) 51 (34.7%) 

Associate Degree 0 (0%) 8 (5.4%) 

Bachelor and higher  10 (20.8%) 38 (25.6%) 

Residence  Urban  29 (77.3%) 124 (84.4%) 
0.243 

Rural 9 (22.7%) 23 (15.6%) 

Marital status 
 

Married 10 (26.3%) 100 (68%) 

0.01 Single 27 (71.1%) 44 (62%) 

Divorced 1 (2.6%) 3 (2%) 

Family history Positive 14 (36.8%) 69 (46.9%) 
0.265 

Negative 24 (63.2%) 78 (53.1%) 

Severity Mild 1 (2.6%) 8 (5.4%) 

0.013 Moderate 9 (23.7%) 70 (47.6%) 

Severe 8(73.7%) 69 (46.9%) 

DISCUSSION 
An overlap between OCD and schizophrenia spectrum 
includes atypical presentations of OCD, OCD with no 
insight, OC symptoms in patients with psychosis and effect 
of antipsychotics on OCD symptoms  (18). This study 
reports prevalence and indicators of different psychotic 
symptoms in patients with OCD. 
The relationship between OCD and psychosis was first 
discussed about 80 years ago. According to recent studies, 
there might be no boundary between obsessive thoughts 
and delusions, as some patients with OCD may lose their 
insight, and their obsessive thoughts may turn into 
delusions (19, 20). The strength of obsessive thoughts in 
patients with OCD, might range from overvalued ideas to 
delusion. Some studies have proposed that OCD might 
change to psychotic disorder over time.(21, 22) 

Patients with poor insight tend to have more severe 
symptoms and responded less to medications. (23)  
In addition, patients with OCD who have different type of 
hallucinations, lack insight (24), which is in line with results 
of present study, that all patients with psychotic symptoms 
lacked insight.  
Population based studies have reported a high odds of 
having psychotic symptoms, mostly delusions patients with 
OCD (13) that was replicated in the present study and 
delusion (63%) was the most common psychotic symptom.  
In the present study, the majority of the patients with 
psychotic signs and symptoms (35 patients, 92.1%) 
displayed positive symptoms, and only 8 patients (21.1%) 
displayed negative symptoms. Though negative symptoms 
have not been perceived in all of studies, there are reports 
that OCD patients with psychotic symptoms mostly display 
negative symptoms (22). 
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 There is a complex relation between OCD and 
psychosis, and their phenotype predict each other at 
different levels (24). Presence of psychotic symptoms in 
patients with OCD may be caused by comorbid emotional 
or psychiatric disorders (25, 26). For example, the 
comorbidity between OCD and depression is very common 
as well as schizotypal and obsessive-compulsive 
personality disorder However, in this study, patients with 
another psychiatric disorders were excluded. On the other 
hand, OCD in also common patients with psychotic 
disorders. (27) 
 OCD symptoms are also highly prevalent in patients 
with bipolar, bulimia, and Tourette disorders; therefore, the 
diagnosis might be challenging and presence of other 
diagnostic criteria have an important role (28, 29).   
 Previous studies, have reported a specific subgroup 
of OCD with no insight and delusional thoughts  with a rate 
of 4-14% (30). For example, 14% of the patients studied by 
Eisen et al. (31) and 17% of those studied by De Haan et 
al. (mostly male patients) displayed psychotic symptoms 
(26). In the present study, 20.5% of the OCD patients 
displayed psychotic symptoms, and these symptoms were 
significantly higher in men, which is consistent with the 
above study. In the study of Adam et al., 40% of patients 
had delusions and hallucinations. (32)  
 Difference in method of sampling, as well as cultural 
or genetic factors might explain this difference.  Although 
there have been several similarities. Eisen et al. found that 
psychotic symptoms mainly appear in younger people. 
(33), which is consistent with the present results too. In the 
present study, psychotic symptoms were more common in 
single patients, which is in line with the studies of 
Matsunaga et al. and Eisen et al. (18, 31). The same 
results have been reported about educational level, along 
with lower rate of positive family history in patients with 
psychotic symptoms (18). 
Limitations and Suggestions: This study was not free of 

limitations. We examined a small number of patients from 
only one psychiatric clinic. Heterogeneity of subjects and 
lack of follow-up evaluation are other limitations in current 
study. Authors suggest further studies applied multi 

center with large number of patients and follow up system. 
 

CONCLUSION 
Our findings suggest that like mood disorders, OCD has a 
psychotic variant( 20.5% OCD patients ).The results also 
demonstrated that in patients with OCD, psychotic 
symptoms are more common in young, single, and less 
educated men, and those with more severe symptoms. In 
addition, these patients lack insight, and delusion is the 
most common psychotic symptom among them. 
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