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Introduction: Quality of life (QoL) is the intellectual and emotional wellbeing

of an individual, which is determined by many factors. The most measurable

are the sense of happiness, occupational satisfaction, quality of interpersonal

relationships and sex life. Obsessive-compulsive disorder (OCD) is a chronic

mental disorder diagnosed by the presence of obsessions and compulsions

that disrupt normal psychosocial functioning. Despite early onset, treatment

is delayed (OCD-DTI) and unsatisfactory.

Objectives: The primary objective of this study is to assess selected correlates

of the sense of happiness among patients with OCD. The secondary objective

is to compare the sense of happiness with healthy people.

Methods: Seventyfive OCD patients and equal number of healthy subjects

were compared using a Polish adaptation of the Oxford Happiness

Questionnaire (OHQ-23).

Results: We found a significant negative correlation between sense of

happiness and the severity of OCD (r = −0.479), the number of obsessive-

compulsive personality traits (r = −0.323), the number of other comorbid

mental disorders (r = −0.272), the level of aggression (r = −0.448), impulsivity

(r = −0.301), depressiveness (r = −0.357), and the sexual dysfunctions

(r = −0.279). The latter were much more common in individuals with OCD

compared to healthy subjects (66.67 vs. 12%). The level of loneliness was

over two times higher in the study group compared to controls (27 vs. 12%).

The mean delay in treatment onset was 13 years. Conclusions. Assessment of

aspects of QoL should be an integral part of the diagnostic and therapeutic

process in OCD.

KEYWORDS

obsessive-compulsive disorder (OCD), quality of life, Oxford Happiness
Questionnaire, quality of sexual life, delayed treatment initiation, sense of happiness,
wellbeing
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1 Introduction

Quality of life (QoL) is defined by the World Health
Organization (WHO) as “individuals’ perceptions of their
position in life in the context of the culture and value systems
in which they live and in relation to their goals, expectations,
standards, and concerns” (1). In medical terms, QoL is the
individuals’ intellectual, emotional, and somatic wellbeing,
which is defined by a number of factors. The primary ones
include satisfaction with life and work, happiness, the ability
to build interpersonal relationships; or their absence, which
ultimately promotes resignation and suicidal thoughts (2–4).
Despite advances in the treatment of mental illnesses, the
therapeutic efficacy is still unsatisfactory. Consequently, the
remission achieved may be incomplete and the level of wellbeing
and ability to happiness impaired (5–8).

Obsessive-compulsive disorder (OCD) is one of conditions
that reduce QoL (9). OCD is a chronic mental disorder
diagnosed on the basis of the presence of obsessions
(persistently recurring, intrusive thoughts, images, impulses)
and compulsions (compulsive and transiently satisfying actions
performed in response to obsessions) (10). OCD is often
associated merely with excess hand washing or checking. In
fact, severe and complex OCD rituals, which are referred
to as obsessional slowness in extreme cases, prevent normal
psychosocial functioning (10–15). The negative impact
of obsessions is also experienced by the closest people of
the affected person, who helplessly adapt to the patient’s
compulsions or respond with either active or passive aggression
(12, 16–18). According to various sources, the prevalence of
OCD ranges from 1.5 to 3.5%, regardless of gender (19–24).
This chronic disorder often has its onset in early childhood and
adolescence (25, 26). Thus, a person with chronic OCD may
not have experienced psychological normativity per se (12).
The effectiveness of OCD therapy is most often only partial
(70–80%), with 20–30% of patients unresponsive to treatment
(27, 28). The short duration of remission and high relapse rates
are also not very satisfactory (29). For OCD pharmacotherapy,
it is recommended to use significantly higher doses of selective
serotonin reuptake inhibitors (SSRI) and clomipramine than
those conventionally used in major depressive disorder (MDD)
(12, 29, 30). For treatment-resistant OCD, psychosurgical
techniques (capsulotomy, cingulotomy) are permitted, which
is an extraordinary treatment in the field of psychiatry (31,
32). OCD delayed treatment initiation (OCD-DTI), which
is 10 years according to Hollander et al. (33) and up to
13 years according to Ziegler et al. (34) is another problem
(33, 34). Obsessions that may extend OCD-DTI include ego-
syntonic obsessions and, most often, symmetry obsessions and
compulsive ordering and counting (29). Obsessions with absent
insight can be misdiagnosed as paranoid delusions. When
schizophrenia is diagnosed, a number of further therapeutic
misconceptions arise, which can have a negative impact on the

TABLE 1 Basic parameters in study vs. control group.

Study group
(N = 75)

Control group
(N = 75)

Gender [%] ♀ = 53.33%;
♂ = 46.67%

♀ = 60%; ♂ = 40%

Mean age [years] 45.12 43.55

Age Max/Min [years] 73/24 66/26

Education

Higher 58.67% 57.33%

Secondary 29.33% 18.67%

Vocational 10.67% 8%

Elementary 1.33% 16%

Occupational status

Employed 61.33% 89.33%

Disability pension due to OCD 26.67% 0%

Disability pension for other reasons 1.33% 0%

Retirement pension 9.33% 9.33%

Unemployed (no pension) 5.33% 2.67%

Interpersonal relationships

Formal relationship 46.67% 57.33%

Informal relationship 17.33% 30.67%

Single 27% 12%

wellbeing of the OCD patient (12, 35, 36). It is not uncommon
for patients with OCD to see a psychiatrist only because they
develop MDD symptoms. Remission of MDD symptoms may
be considered a satisfactory treatment outcome, while OCD
remains undiagnosed and promotes further MDD relapses (12).

Obsessive-compulsive disorder is known to deteriorate
QoL, depending on the presence of various factors (9, 12).
In addition to symptoms severity, other important factors
include older age, female gender, unemployment, low level
of education and poor community support (5, 8, 33, 37–45).
Wellbeing in OCD may also be impaired due to comorbidity
with other mental disorders. The most common of these
include (in random order): MDD, bipolar disorder (BD), anxiety
disorder (AD), alcohol use disorder (AUD), and obsessive-
compulsive personality disorder (OCPD) (1, 19, 43, 46–48).
Another problematic phenomenon of OCD is increased rates
of aggression and impulsivity, which are negatively related to
various aspects of wellbeing (49, 50). Hollander et al. (33)
showed that 73% of OCD patients experience family crises,
62% fail to build close relationships, 58% experience learning
problems, 47% experience work problems, and 40% are unfit to
work (33). Koran et al. (51) indicated that social functioning of
patients with OCD was worse than that of the general population
and of diabetes patients (51). Srivastava et al. (52) showed
holistic QoL deficits in OCD, even despite achieving partial
clinical improvement (52). It is believed that OCD patients not
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only show deficits in social skills, but are also more likely to
experience difficulties in relationships, and thus are less likely
to marry (53). Relationship problems are one of the most
common causes of sexual dysfunction or poor quality sex (54).
Dissatisfaction with sexual life is reported by 54–73% of OCD
patients (55–57). Vulink et al. (58) found that women with OCD
have reduced or no sex drive, difficulties in achieving an orgasm
or an unsatisfactory orgasm, as well as sexual disgust (58). About
47% of patients with OCD do not have a partner or have not had
sexual intercourse for years (56).

2 Objectives

The aim of this study is to reassess some aspects of QoL
in patients with OCD. The primary objective is to assess
selected correlates of the sense of happiness (a sense of life
satisfaction, a sense of strength, meaning and control over one’s
own life) among patients with OCD. The secondary objective
is the comparison of the sense of happiness and its ingredients
between patients and healthy people. We also verified whether
wellbeing in OCD depends on age, gender, severity of symptoms,
duration and treatment delay, the quality of sexual life, the
number of comorbid mental disorders and OCPD, the severity
of depression, mania, aggression and impulsivity.

3 Materials and methods

The study group included 75 patients diagnosed with
and treated for OCD. The primary inclusion criterion was
a diagnosis of OCD. To avoid bias, we decided to select
the majority of patients without sudden OCD exacerbation
and without severe mood disorders. For this reason, the vast
majority of patients were randomly selected from our outpatient
department (N = 66). A smaller number (N = 9) were treated
in our psychiatric unit (for follow-up). The control group
consisted of 75 individuals without mental disorders. Volunteers
were selected from among medical personnel and then from
among their colleagues (snowball method). We did not use
media advertising in the study. The exclusion criterion for
the healthy group was the presence of a mental disorder
(including OCD). In the control group, the significant variables
were to find volunteers similar in age and gender to group 1.
None of the healthy volunteers were associated with the OCD
group. Both groups formed naturally (by random chance) in
terms of income, habitat and culture. Group 1 was assessed
for correlations between various aspects of wellbeing: sense of
happiness, life satisfaction, sense of strength, sense of perceived
and control over one’s own life, quality of sexual life and
age, gender, the severity of OCD symptoms, the total number
of comorbid mental disorders, presence of OCPD as well as
the level of depression, mania, aggression and impulsivity.

TABLE 2 Descriptive statistics of variables in the
obsessive-compulsive disorder (OCD) group.

Variable Mean SD Median CI–95% CI + 95%

OCD 22.627 11.150 22.000 9.607 13.288

Com 1.507 0.828 2.000 0.714 0.987

Y-BOCS 22.787 7.161 24.000 6.170 8.534

OCPD 3.880 2.175 4.000 1.874 2.592

B-P S 78.827 16.968 80.000 14.620 20.221

Imp 63.467 10.965 62.000 9.447 13.067

HCL 0.547 0.501 1.000 0.432 0.597

YMRS 3.773 4.675 2.000 4.028 5.571

HDRS 8.747 6.147 8.000 5.296 7.326

ASEX 20.067 6.761 19.000 5.825 8.057

OHQ 85.440 20.206 86.000 17.410 24.080

OHQ I 53.813 13,668 55.000 11.776 16.288

OHQ II 31.627 9.171 33.000 7.902 10.929

OCD, duration of OCD; Com, number of comorbid mental disorders; Y-BOCS, general
severity of OCD; OCPD, number of anankastic personality traits; B-Pe S, Buss-Perry
Scale; Imp, general intensity of impulsivity; HCL, the intensity of hypomania; YMRS,
Young Mania Rating Scale; HDRS, Hamilton Depression Scale; ASEX, Arizona Sexual
Experience Scale; OHQ, Oxford Happiness Questionnaire; OHQ I, life satisfaction and a
sense of strength; OHQ II, sense of meaning and control.

We also assessed treatment duration and delay in group 1.
Then we compared the study group with the control group
for a sense of happiness (life satisfaction, sense of strength,
sense of perceived, and control over one’s own life), and
quality of sexual life.

The study was conducted after informed consent was
obtained from each patient, having been explained about the
purpose, nature and procedure of the study. The study caused
no additional burden for the patients: apart from its diagnostic
value, it was also psychoeducational in nature. The local
bioethics committee has approved the study. All investigators
were medical professionals (psychiatrists, psychologists, and
psychiatric nurse) employed in center that diagnose and treat
mental disorders, with extensive experience in the diagnosis and
therapy of OCD. Each of the investigators was trained for all
the diagnostic tools used. The obtained results were each time
assessed simultaneously by at least two researchers to ensure the
reliability of the research. None of the patients had any problems
with defining their gender identity. The following diagnostic
tools were used:

1. Yale-Brown Obsessive Compulsive Scale (Y-BOCS). The
tool is used to measure OCD severity and to monitor
treatment outcomes. It measures five OCD parameters
(time occupied, associated distress, impairment, resistance,
and control of obsessions and compulsions). Total score
indicates OCD severity as subclinical (0–7), mild (8–15),
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TABLE 3 Correlations between happiness and selected psychopathological phenomena in the obsessive-compulsive disorder (OCD) group.

OCD Com Y-BOCS OCPD B-P S Imp HCL YMRS HDRS ASEX OHQ OHQ I OHQ II

OCD 1.000 0.274* 0.301* 0.441* 0.050 0.201 0.070 0.066 0.213 0.265* −0.156 −0.083 −0.147

Com 1.000 0.463* 0.359* 0.132 0.157 −0.127 0.189 0.367* 0.340* −0.272* −0.173 −0.360*

Y-BOCS 1.000 0.395* 0.200 0.308* 0.234* 0.342* 0.414* 0.229* −0.479* −0.449* −0.391*

OCPD 1.000 0.252* 0.125 0.402* 0.316* 0.257* 0.253* −0.323* −0.226 −0.372*

B-P S 1.000 0.369* 0.176 0.178 0.215 0.033 −0.448* −0.482* −0.282*

Imp 1.000 0.194 0,091 0.078 0.065 −0.301* −0.311* −0.187

HCL 1.000 0.331* 0.040 0.035 −0.048 0.029 −0.162

YMRS 1.000 0.083 0.020 −0.054 −0.062 −0.021

HDRS 1.000 0.101 −0.357* −0.366* −0.294*

ASEX 1.000 −0.279* −0.249* −0.239*

OHQ 1.000 0.907* 0.800*

OHQ I 1.000 0.515*

OHQ II 1.000

OCD, duration of OCD; Com, number of comorbid mental disorders; Y-BOCS, general severity of OCD; OCPD, number of anankastic personality traits; B-Pe S, Buss-Perry Scale; Imp,
general intensity of impulsivity; HCL, the intensity of hypomania; YMRS, Young Mania Rating Scale; HDRS, Hamilton Depression Scale; ASEX, Arizona Sexual Experience Scale; OHQ,
Oxford Happiness Questionnaire; OHQ I, life satisfaction and a sense of strength; OHQ II, sense of meaning and control, *p ≤ 0.05.

moderate (16–23), severe (24–31) and extremely severe
(32–40) (59).

2. The Oxford Happiness Questionnaire; Polish version
(OHQ-23). The tool is used to assess global mental
wellbeing in the following dimensions: a sense of happiness
(life satisfaction, sense of strength, sense of perceived,
and control over one’s own life). The minimum and
maximum total score is 23 and 138, respectively. OHQ-
I (life satisfaction and sense of strength) consists of 14
statements; the minimum and maximum score is 14 and
84, respectively. OHQ-II (sense of meaning and control)
consists of nine statements; the minimum and maximum
score is 9 and 54, respectively (60).

3. Arizona Sexual Experiences Scale (ASEX). This screening
tool consists of five items quantifying sex drive, arousal,
vaginal lubrication/penile erection, ability to reach orgasm,
and satisfaction from orgasm (rated from 1 to 6; with a
total score of 5 to 30). A high total score (≥19) indicates
the presence of sexual disorders (61).

4. Hamilton Depression-Rating Scale (HDRS-17). This
multi-element questionnaire is used for the diagnosis of
depressive disorders and the assessment of recovery. The
answers are rated from 0 to 4. The total score indicates
the severity of depression (<7–no depression; 8–16–mild
depression, 17–23–moderate depression; 18 and 29–severe
depression, ≥30–very severe depression) (62).

5. Young Mania Rating Scale (YMRS) is an 11-item tool to
assess manic symptoms. The answers are rated on a 5-point
scale (0–4), except for 4 items, which are scored 0–8. The
total score of ≥ 29 is considered the cut-off point for severe
mania (63).

6. Hypomania Check List (HCL-32). The tool investigates
the presence of hypomanic and manic symptoms. HCL-32
is a self-assessment questionnaire consisting of 7 parts. It
assesses mood, activity, and drive. A score of ≥ 14 is the
cut-off point that may indicate hypomania or mania (64).

7. Buss-Perry Aggression Questionnaire (BPAQ). This 29-
item tool is used to assess the general level of aggression
and its components: physical aggression (PA)–9 items;
verbal aggression (VA)–5 items; anger (A)–7 items;
hostility (H)–8 items (65).

8. Barratt Impulsiveness Scale (BIS-11) is a 30-item
tool to measure the three theoretical subtraits of
impulsiveness; i.e.,–cognitive, motor, and non-planning
impulsiveness (66).

9. The total number of comorbid mental disorders (OCD-
Com). The prevalence (the order is random) was assessed
for the most common comorbidities of OCD: MDD,
BD, AD and AUD. It was assumed that only the total
number of comorbid mental disorders would be relevant
to the study (0 to 4). All these disorders were diagnosed
retrospectively based on medical history and treatment
records provided, verified in accordance with the DSM 5
criteria by psychiatrists (10).

10. The occurrence of OCPD was assessed separately
(according to DSM 5 criteria verified by psychiatrists),
as it was assumed to be conducive to ego-syntonic
obsessions (which can reduce quality of life, as described
in the introduction). The survey was based on questions
correlating with obsessive-compulsive personality traits.
Four or more traits (out of a total of eight) were considered
significant for diagnosis. (10).
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TABLE 4 Number of comorbidities in patients with
obsessive-compulsive disorder (OCD).

OCD-Com MDD AD BD AUD

Patients (N = 75) 36 48 21 8

OCD-Com = 0 9

OCD-Com = 1 26

OCD-Com = 2 33

OCD-Com = 3 7

OCD-Com = 4 0

OCD-Com, number of obsessive-compulsive comorbidities; MDD, major depressive
disorder; AD, anxiety disorders; BD, bipolar disorder; AUD, alcohol use disorder.

11. Questions regarding duration and delay of OCD treatment
were diagnosed retrospectively based on medical history
and treatment records provided.

Excel 2016 and Statistica version 13.3 were used for data
processing. The normality of the distribution of variables was
verified with the Shapiro–Wilk test. The correlation matrix was
prepared using the Spearman rank correlation coefficient. The
Mann–Whitney U test was used to test the significance of
differences between the group of patients and healthy controls.
The level of statistical significance was set at α ≤ 0.05.

4 Results

The description of the study and control group in terms of
age, gender, education, occupational activity, and interpersonal
relations is presented in Table 1. Basic descriptive statistics of
variables in the study group are presented in Table 2.

The analysis of correlations between the variables in
the OCD group showed statistically significant relationships.
Happiness (OHQ) significantly and negatively correlated with
the number of comorbid mental disorders (Com, r = −0.272).
A negative relationship was also found between the OHQ
of patients with selected psychopathological phenomena such
as the severity of OCD symptoms (Y-BOCS, r = −0.479),
number of OCPD traits (r = −0.323), the severity of aggression
(B-PS, r = −0.448) and impulsivity (Imp, r = −0.301) and
the severity of depression (HDRS, r = −0.357) and sexual
dysfunctions (ASEX, r = −0.279). As for life satisfaction and
sense of strength (OHQ I), significant negative correlations
were observed with the severity of compulsions (r = −0.449),
aggression (r = −0.482) and impulsivity (r = −0.311), as well
as with the severity of depressive symptoms (r = −0.366) and
sexual dysfunctions (r = −0.249). Meanwhile, the sense of
meaning and control (OHQ II) showed significant and negative
correlations with the number of comorbid mental disorders
(r = −0.360), the severity of OCD symptoms (r = −0.391), the
number of OCPD traits (r = −0.372), aggression (r = −0.282),
severity of depressive symptoms (r = −0.294), and the severity

of sexual dysfunctions (r = −0.239). All correlations were
statistically significant at p ≤ 0.05 (Table 3).

The results for the study group in terms of the number of
comorbidities are shown in Table 4.

The assessment of the significance of differences in
happiness between OCD patients and healthy controls showed
statistically significant differences in the sense of happiness
(median 86 vs. 113, p = 0.000), as well as its subscales: life
satisfaction, sense of strength (median 55 vs. 68, p = 0.000) and
sense of meaning and control (median 33 vs. 45, p = 0.000).
Happiness was found to be significantly lower in the OCD
group. The observed differences are presented in Figures 1–3.

Sexual dysfunctions (SD) were found in 66.67% of the
OCD respondents (mean = 20.067, SD = 6.761) and 12% of
healthy controls (mean = 13.973, SD = 4.090). They were more
common among women (77.5%, mean = 21.625, SD = 6.686)
than men (54.29%, mean = 18.286, SD = 6.488). Women most
often reported lack of pleasure from orgasm (54.84%), complete
inability to achieve orgasm (51.61%), and vaginal dryness during
intercourse (41.94%). Complete failure to achieve orgasm
(52.63%) and inability to achieve erection (36.84%) were the
most common dysfunctions reported by men.

No significant correlation was found between age and
any of the happiness variables: (OHQ: r = 0.003; OHQ-I:
r = 0.042; OHQ-II r = −0.061). Gender also did not significantly
differentiate any of the OHQ parameters (OHQ: p = 0.638;
OHQ-I: p = 0.944; OHQ-II: p = 0.749).

The mean OCD treatment delay was 13 years (from <1 year
to 44 years). The analysis of correlations between the variables in
the OCD group revealed no statistically significant relationships
for the OCD-DTI parameter.

5 Discussion

It is difficult to explore all dimensions of the quality of
life in OCD patients. Theoretically, their number may be
infinite, and therefore immeasurable. In this study, two factors
determined the final selection of the predictors investigated.
First, the severity of symptoms that are commonly considered
to cause discomfort (OCD symptoms, depression, aggression,
impulsivity, comorbidity) was assessed. Secondly, factors
commonly considered important for existential wellbeing
(relationship, sexual, and occupational spheres) were analyzed.
Happiness measured with The Oxford Happiness Questionnaire
(the OHQ-23 version) was the leading predictor of QoL.

Our study confirmed significant wellbeing deficits in OCD
patients compared to healthy individuals. This was found for
all studied dimensions: subjective happiness, perceived control
over one’s own life, problems in interpersonal relationships,
as well as sexual and occupational life. It is worth noting
that the percentage of people who did not have relationships
in the study group was over two times higher than in the
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FIGURE 1

Differences in happiness between obsessive-compulsive disorder (OCD) patients and healthy controls.

FIGURE 2

Differences in life satisfaction and sense of strength between obsessive-compulsive disorder (OCD) patients and healthy controls.

control group (27 vs. 12%). It should be assumed that loneliness
was not a conscious choice of the affected person, but a
consequence of OCD.

Almost 67% of respondents reported problems in their
sexual life, which confirms the results of previous studies in this
area (54–73%) and the cited thesis that problems in relationships
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FIGURE 3

Differences in the sense of life meaning and perceived control between obsessive-compulsive disorder (OCD) patients and healthy controls.

are one of the most common causes of poor quality sex (54–
57). It is therefore not surprising that the negative impact of
sexual disorders on happiness, life satisfaction, sense of strength,
meaning and control has been proven. Sexual dysfunctions
were much more common in women than in men (66.67 vs.
54.29%; mean). Undoubtedly, from a holistic point of view,
sexual dysfunction is common in the course of OCD, which
further reduces not only the sense of happiness, but many other
aspects of an individual’s QoL. It would be worth exploring this
issue in further and more in-depth studies.

Obsessive-compulsive disorder resulted in occupational
disability in over 25% of respondents. This result is definitely
unfavorable, especially since until recently, OCD was considered
a neurotic disorder (obsessive compulsive neurosis) (67).
Considering a 1996 study by Hollander (40% of those with
occupational disability), it is also a much more positive result
and, with a high degree of caution, it may be considered to
indicate a measurable progress in OCD therapeutic efficacy.

The strongest and most detrimental effect on ability to
happiness was noted for the severity of OCD. This confirms the
disastrous psychosocial consequences of the intensification of
OCD symptoms and requires no further interpretation.

We have also shown that OCD is often accompanied by
other mental disorders. The mean number of comorbidities
in the study group is 1.35 Com; most often, two (44%
responders) and one (34,6% respondents). The co-existence of
three additional psychiatric disorders was found in 9.33% of

the subjects, and none of the patients had four comorbidities.
Our study did not verify whether it was co-morbidity, co-
incidence, or co-occurrence. It was important to demonstrate
this phenomenon, which should be assumed to have contributed
to reduced happiness, especially through the investigated
negative impact on the sense of meaning and control over one’s
own life (OHQ-II). Further research is needed to assess this
topic in more detail.

We also confirmed the disruptive effect of OCPD on
all measured aspects of wellbeing. This finding indirectly
corresponds to the study cited in the introduction, which
indicated that ego-syntonic obsessions (problematic in terms
of self-identification and thus insight) have a particularly
negative impact on QoL (29). It is worth mentioning that
the phenomenon of OCPD in the course of OCD is often
marginalized in clinical practice, while its presence intensifies
compulsivity per se, and increases disease severity, ultimately
increasing treatment resistance (12).

Following up on previously cited studies, it was found
that a significant problem in patients with OCD is a increase
in symptoms of depression, aggression and impulsivity. It
remains a rhetorical question and further research is needed to
investigate on whether they are a consequence or a psychological
component of OCD. Regardless of the etiological uncertainties,
all these factors negatively correlated with happiness, life
satisfaction, sense of strength, meaning and control (OHQ).
The presence of depression, aggression and impulsivity certainly
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makes it difficult (or impossible) to maintain interpersonal or
professional relationships, as confirmed by the results of our
study. Thus, it can reduce the holistic aspects of a patient’s
quality of life.

The study found that the mean treatment delay was up to
13 years. Although no significant association was found between
OCD-DTI and all aspects of wellbeing studied, this result
encourages further clinical reflection. It is worse compared to
the results obtained many years ago by Hollander et al. (33)
and similar to Ziegler et al. (34). It may mean that despite
the unquestionably improved access to medical knowledge and
psychiatric treatment, OCD is still an embarrassing and hidden
disorder. The results of our study did not answer the question
about the cause of this phenomenon. It can be assumed that
OCD symptoms are already perceived indiscriminately (ego-
syntonically) or considered too intimate to be exhibited. They
can also be specifically related to psychological (seemingly
protective) functions (12). In this sense, significant OCD-
DTI may not only indirectly affect the QoL, but also signal
problematic insight. Further research is needed to assess this
topic in more detail.

The study did not confirm that the QoL in OCD patients
depends on age or gender. When analyzing the lack of such
relationships, it should be taken into account that the vast
majority of elderly respondents (regardless of gender) sought
long-term psychiatric treatment, which could have contributed
to improved QoL.

6 Limitations of the study

Certain limitations of this study should be noted. First
of all, the study investigated only selected (most transparent)
aspects of QoL in patients with OCD, which means that
there are still some areas of wellbeing that require further
exploration. The relatively small study sample made it difficult
to generalize the obtained results and relate them to the
general population of OCD patients. Some limitations result
from difficulties in objectivizing the data from the interview,
especially in terms of embarrassing information, e.g., data
on sexual dysfunctions, which may be the reason for their
non-disclosure by some patients, both in the study and the
control group. At this point it should be noted that ASEX
tests were mostly conducted by women, which could induce
male patients to underestimate their sexual problems. Adverse
effects of commonly used OCD medications (SSRI), which
may reduce sexual satisfaction, should also be considered. The
high percentage of comorbidities in the study group makes it
difficult to draw conclusions about the sense of happiness of
patients with isolated OCD. It should be noted that a limited
number of comorbidities were investigated, and their course
was not taken into account. The problem of comorbidity,
due to its extensiveness, will be analyzed in detail in another

study. OCD delay–the result may be confounded due to a
small group of patients with OCD. The two groups investigated
were matched only in terms of age and gender, while the
other variables (education, professional and financial status,
interpersonal relationships) were different. This may have made
it difficult to compare them and affected the strength of the
correlations reported in the results.

7 Conclusion

1. Obsessive-compulsive disorder reduces ability to
happiness and other aspects of QoL.

2. Loneliness, existential and sexual frustration are
psychosocial consequences of OCD.

3. In addition to symptoms severity, depression, aggression,
and impulsivity are factors that destabilize wellbeing in
OCD. These are not included in common definitions
of OCD. Therefore, they are worth considering
and treating them.

4. Other mental disorders should be co-diagnosed and co-
treated to improve all aspects of QoL in OCD.

5. The diagnosis of OCD is severely delayed.
6. Assessment of specific aspects of QoL–especially a sense of

happiness–should be an integral part of the diagnostic and
therapeutic process in OCD.
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12. Żerdziński M. Natrȩctwa. Poznań: Termedia Wydawnictwa Medyczne
(2018).

13. Lack C, McMillan S. What is obsessive-compulsive disorder? In: Lack
C editor. Obsessive-compulsive disorder: etiology, phenomenology and treatment.
Fareham: OnusBooks (2015). p. 9–24.

14. World Health Organization [WHO]. International classification of diseases
11th revision. (2019). Available online at: https://icd.who.int/en (accessed October
22, 2022).

15. Baxter A, Vos T, Scott K, Ferrari A, Whiteford H. The global burden
of anxiety disorders in 2010. Psychol Med. (2014) 44:2363–74. doi: 10.1017/
S0033291713003243

16. Calvocoressi L, Lewis B, Harris M, Trufan S, Goodman W, McDougle C, et al.
Family accommodation in obsessive-compulsive disorder. Am J Psychiatry. (1995)
152:441–3. doi: 10.1176/ajp.152.3.441

17. Albert U, Bogetto F, Maina G, Saracco P, Brunatto C, Mataix-Cols D.
Family accommodation in obsessive-compulsive disorder: relation to symptom
dimensions, clinical and family characteristics. Psychiatry Res. (2010) 179:204–11.
doi: 10.1016/j.psychres.2009.06.008

18. Albert U, Baffa A, Maina G. Family accommodation in
adult obsessive-compulsive disorder: clinical perspectives. Psychol
Res Behav Manag. (2017) 10:293–304. doi: 10.2147/PRBM.S12
4359

19. Ruscio A, Stein D, Chiu W, Kessler R. The epidemiology of obsessive-
compulsive disorder in the national comorbidity survey replication. Mol Psychiatry.
(2010) 15:53–63. doi: 10.1038/mp.2008.94

20. Crino R, Slade T, Andrews G. The changing prevalence and
severity of obsessive-compulsive disorder criteria from DSM-III to
DSM-IV. Am J Psychiatry. (2005) 162:876–82. doi: 10.1176/appi.ajp.162.
5.876

21. Subramaniam M, Abdin E, Vaingankar J, Chong S. Obsessive–compulsive
disorder: prevalence, correlates, help-seeking and quality of life in a multiracial
Asian population. Soc Psychiatry Psychiatr Epidemiol. (2012) 47:2035–43. doi: 10.
1007/s00127-012-0507-8

22. Goodman W, Grice D, Lapidus K, Coffey B. Obsessive-compulsive
disorder. Psychiatr Clin North Am. (2014) 37:257–67. doi: 10.1016/j.psc.2014.
06.004

23. Veale D, Roberts A. Obsessive-compulsive disorder. BMJ. (2014) 348:g2183.
doi: 10.1136/bmj.g2183

24. Fenske J, Schwenk T. Obsessive compulsive disorder: diagnosis and
management. Am Fam Physician. (2009) 80:239–45.

Frontiers in Psychiatry 09 frontiersin.org

https://doi.org/10.3389/fpsyt.2022.1077337
https://doi.org/10.1016/0277-9536(95)00112-k
https://doi.org/10.1007/978-3-663-09215-5_7
https://doi.org/10.1016/j.comppsych.2009.10.001
https://doi.org/10.1016/j.comppsych.2009.10.001
https://doi.org/10.3109/08039488.2012.746730
https://doi.org/10.1037/a0035491
https://doi.org/10.1007/s00127-019-01779-7
https://doi.org/10.1007/s00127-019-01779-7
https://doi.org/10.1017/S1092852912000697
https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1001/archpsyc.1988.01800360042006
https://icd.who.int/en
https://doi.org/10.1017/S0033291713003243
https://doi.org/10.1017/S0033291713003243
https://doi.org/10.1176/ajp.152.3.441
https://doi.org/10.1016/j.psychres.2009.06.008
https://doi.org/10.2147/PRBM.S124359
https://doi.org/10.2147/PRBM.S124359
https://doi.org/10.1038/mp.2008.94
https://doi.org/10.1176/appi.ajp.162.5.876
https://doi.org/10.1176/appi.ajp.162.5.876
https://doi.org/10.1007/s00127-012-0507-8
https://doi.org/10.1007/s00127-012-0507-8
https://doi.org/10.1016/j.psc.2014.06.004
https://doi.org/10.1016/j.psc.2014.06.004
https://doi.org/10.1136/bmj.g2183
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org/


fpsyt-13-1077337 December 15, 2022 Time: 16:5 # 10
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