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Validation and cultural adaptation of the Brief Obsessive
Compulsive Scale (BOCS) among Sri Lankan Sinhala speaking

children and adolescents

D Rupasinghe, D Samaranayaka, M F S P Senevirathna

Epidemiological studies reveal that over 50% of adults
with obsessive compulsive disorder (OCD) report that
their symptoms started during childhood or ado-
lescence, with a mean age of onset around 9 years.
Lack of diagnostic tools for screening of OCD among
children and adolescents in their native language, adds
to the burden of already limited child and adolescence
mental health services (CAMHS) in Sri Lanka.

The Brief Obsessive Compulsive Scale (BOCS) was
translated into Sinhala, and cultural and semantic
adaptation was conducted. Criterion validity was
measured for the symptom checklist and severity scale,
by administration of the translated tool to a sample
of children and adolescents — the cases consisted of
50 children and adolescents aged 8-18 years,
diagnosed to have OCD, who attended the CAMHS at
Lady Ridgeway Hospital, Sri Lanka. Age and sex

Introduction

Obsessive compulsive disorder (OCD) was considered
tobean adult psychiatric disorder, until classic symptoms
of OCD werereportedina child of 5years, by Janet (1).
Over the last two decades, studies have revealed that
the mean age at onset of OCD ranges from 9 years in
hospital samples, to 12.8 yearsin community samples
(2, 3). The ICD 10 and the DSM 5 lists the same core
diagnostic criteriafor OCD in children and adolescents,
aswell asfor adults (4,5). However, the presentation in
children and adolescents may vary from that of the adults.
Characteritically, children and adolescents with OCD
report multiple obsessions and compulsions, with the

matched controls consisting of 50 healthy children
and adolescents were selected from the general
population.

Criterion validity scores were obtained via the
receiver operator curve for the severity scale, with a
cut off of 0.92, which had a sensitivity and specificity
of 100% and 92% respectively. The reliability
measured by Cronbach’s alpha were 0.78 and 0.94
for the symptom checklist and severity scale
respectively.

The locally validated BOCS has a high criterion
validity, with an excellent reliability for diagnosing
OCD in children and adolescents in Sri Lanka.

Sinhala BOCS, OCD in children, validation,
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SL J Psychiatry 2022; 13(1): 20-25

content changing over time, as opposed to the few
obsessive-compulsive symptomatology in adults (1).

The ICD-10 and DSM 5 are classification systems that
areregularly used inthe day-to-day clinical practicein
CAMHS. However, atrained clinicianisrequired if the
child or adolescent is to be diagnosed using either of
the above sets of criteria (4,5). It is reported that,
although the core symptoms of OCD can be easily
elicited, most outpatientswith OCD remain unidentified
by clinicians (6). Furthermore, many of these children
and adolescents who are diagnosed with OCD, are later
found to have further symptoms that have not been
detected, which appear to impact their response to
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treatment and level sof functioning (6). Theuse of rating
scalesmay improve and facilitate the assessment of OCD
and monitoring of treatment response (3).

The recovery rate of untreated OCD is reported to be
around 13-30%. However, the overall remission rate
with treatment is reported to be around 40% (1).
An epidemiological study done on OCD in a group of
18-year-olds showed that past depression and substance
abuse could have an impact on the onset of OCD (3).
Thus, it is of paramount importance to diagnose OCD
early inchildrentoimprovetheir quality of life.

The current tools used in the assessment of OCD in
children and adolescents include diagnostic interviews
and symptom rating scales (1). An array of self-reporting
scalesfor OCD areavailable. However, each hasit’sown
limitations — such as being too extensive or repetitive
thus hampering clinical use, or lack of discriminative
power, low convergence with theY-BOCS, inclusion of
items not associated with OCD or not measuring severity
(7-13,22).

The Yale — Brown Obsessive-Compulsive Scale
(Y-BOCYS) isregarded asthe gold standard for diagnosis
of OCD (14,15). For children, the CY-BOCS was
introduced in 1997 (16). Both versions are extensively
used in research and in clinical settings (16). The Brief
Obsessive-Compulsive Scale (BOCS) isashortened, self-
rated combined version of the Y-BOCS and CY-BOCS,
developed between 1997 and 2002 (17). It consists of
both a symptom checklist section illustrated with
examples, and a severity scale section. The BOCS is
frequently usedin child, adolescent, and adult psychiatry
settingsin Sweden and other countries (17).

The BOCS has 11 symptom categories, covered by 16
items which forms the BOCS symptom checklist (17).
The respondent is further required to include any
additional symptoms not included in the checklist, to
thelist of “mogt troublesome symptoms’ (17). TheBOCS
isfreely available online and can be administered within
5-10 minutes. Special abilities or training are not
necessary to carry out the test (17).

A cut off score of 1.50 (mean score of the severity scale)
is suggestive of OCD in children and adolescents, and
higher BOCS scoresindicate severe OCD (17). TheBOCS
isreported to havea good internal consistency (o >0.80),
and the alpha value for internal consistency of the
severity scale has been reported to be 0.94 (17). The
validity of the BOCSiswell established incorrelationto
theclinica diagnosisof OCD and with other self-reported
scales(17).

Current tranglation practices of rating scales include
forward and back transl ation, decentering, the bilingual
approach, and the committee approach (18,19). Back
translation is defined as translating with minimum

changesto thefinal version inthe original language (18).
A combined qualitative and quantitative approach to
translate and culturally validate atool has been reported
to bemore appropriate for Asian countries (18,20).

Methods

Translation, backtranslation and cultural
adaptation

Written approval for use of thetool in thisresearch, was
obtained from Prof. Susanne Bejerot (17). A combined
qualitative and quantitative approach was used to
translate the original Brief Obsessive Compulsive scale
to Sinhala (Annexure 1). A panel of 6 professionalsin
the field of child psychiatry, consisting of a child
psychiatrist, a senior registrar in child psychiatry, a
medical officer in child psychiatry, asocia work instructor,
aregistered nurse and a clinical psychologist who were
bilingual (fluent in both English and Sinhal @) translated
the BOCSindividually. Thegroup then discussed al the
translated items and the best translation for eachitemon
the scale was unanimously confirmed and when needed
changes made to the stems of the statements to help
local adaptation.

Thetrandated scale wasreviewed by 3 expertswho were
not in the translation panel (a child psychiatrist, a
psychologist, and ageneral adult psychiatrist) to assess
the content for semantic and conceptua validity, and
cultural acceptability. They were requested to give a
score between 1-5 for each item. The average score for
each item were between 3-5, and none of the stemswere
rated less than 3. The fina translated scale was back
translated to English by a bilingual expert who had not
viewed the original scale. The back translation was
compared with the original questionnaire. The back
translation was sent to the original author who agreed
with the current format. The translated scale was pre-
tested on a group of 6 children and adolescents aged
8-18 years,who were in-patients of ward 19 at the Lady
Ridgeway Hospital for Children, irrespective of the
diagnosis. Among this group, three children who were
diagnosed with OCD, also tested positive as per the
translated BOCS.

Criterion validation of the translated BOCS

Ethical approval for the study was obtained from the
Ethical Review Committee of the Lady Ridgeway
Hospital, Sri Lanka(LRH/DA/05/2017). Permission was
also obtained from the Director of Lady Ridgeway
Hospital, the Ministry of Education and the relevant
school principal, prior to starting the study.

Patients aged 8-18 years, who wereclinically diagnosed

to have OCD by a consultant child and adolescent
psychiatrist according to the ICD 10 criteria, during their
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first visit, were considered eligible for inclusion in the
study, as cases. Children and adolescents matched for
age and gender, without any other mental health
diagnoses, who were attending a mainstream school in
the Western Province of Sri Lanka, were considered as
controls for this study. Exclusion criteriafor both cases
and controls were, having either a hearing or visual
impairments, or learning disabilities.

Each child's caregiver was educated about the research
and were informed that the data would be published
anonymously, and that their treatment/care in hospital
or at school would not be impacted by their consent
to participate. A written information sheet was also
provided tothe primary caregiver. Eligiblechildrenwhose
main caregiver gave informed written consent for their
participation in the study wereincluded in thisresearch.
For participants aged 16 years and above, informed
consent was obtained from the adolescent concerned
and their caregiver.

The trandlated and culturally adapted BOCS Sinhala
version was administered among children and
adol escents who completed inclusion criteria as cases,
who attended the University Psychological Medicine
Unit and Child Guidance Clinic, Lady Ridgeway Hospita
(LRH) for Children, Colombo, Sri Lanka and the
Adolescent Psychiatric Clinic, National Hospital of Sri
Lanka(NHSL), during the study period. The samplesize
was calculated to detect a targeted sensitivity of 85%,
and a specificity of 85% using thefollowing formula:
n=4z2p(1-p) w2 (21). A total of 50 children and
adolescents with OCD were selected as cases.

With regards to data collection from controls, the
tranglated and culturally adapted BOCS Sinhalaversion
was administered among age and gender matched

Demographic With OCD
characteristic
Age group
8 — 11 years 23
12 - 14 years 15
15 — 18 years 12
Gender
Male 30
Female 20

children and adol escents attending a mainstream school
in the Western Province of Sri Lanka. A total of 20
females and 30 males were included as controls. Data
collection was carried out with the help of the relevant
classteachers. For children aged 15 years or above, the
self-administered questionnaire was given (n=12).
Thereafter the children and adolescentswereinterviewed
by a senior registrar in psychiatry in order to assess for
the presence or absence of OCD and to fill the severity
scale, when relevant. Dataanalysiswas conducted using
SPSS 20 software.

Results

Therewere 60 malesand 40 femalesin the total sample.
The mean age of the samples was 12.22 years (SD 2.8)
with the minimum age being 8 yearsand maximum age 18
years (Table 1). The mean score of the BOCS severity
scale among cases was 2.38 (SD 0.51), and among
controlswas 0.41 (SD 0.46). Both the symptom checklist
and the severity scale had a Cronbach’ salphaabove 0.7.

The validity indicators (sensitivity, specificity) were
calculated for the culturally adapted Sinhala version of
the BOCSinitialy using thecut off valuesof theoriginal
study, which hasamean score of 1.5in the severity scale
(Table 2). Criterion validity was assessed using the
receiver operating analysis and optimum cut off points
valid for the Sri Lankan popul ation wereidentified. The
areaunder the ROC curvewas0.99 (SE 0.008) which was
statistically significant for thevalidity of BOCS (Figurel).
The sensitivity and specificityof the SinhalaBOCSwas
100% and 92% respectively, when considering a cut off
value of 0.9167 (mean score of the severity scale) with
referenceto the ROC curvevalues(Table 3). Accordingly,
the cut off was adjusted to 0.92.

Without OCD Total
23 46
15 30
12 24
100
30 60
20 40

100
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Table 2. Reliability of the symptom checklist and the severity scale

Scale Number of items Cronbach’s alpha
Symptom checklist 16 0.780
Severity scale 6 0.948

Table 3. Cut off values for the mean score of the BOCS as per the ROC analysis, with validity

Cut off value Sensitivity Specificity
-1.0000 1.000 1.000
.0833 1.000 .640
.2500 1.000 .620
4167 1.000 .400
.5833 1.000 .280
.7500 1.000 .180
9167 1.000 .080
1.0833 .980 .060
1.3333 .980 .040
1.5833 .960 .040
1.7500 .920 .040
1.9167 .860 .020
2.0833 .700 .020
2.2500 .600 .020
2.4167 420 .000
2.5833 .320 .000
2.7500 .220 .000
2.9167 .140 .000
3.0833 .120 .000
3.3333 .040 .000
3.5833 .020 .000
4.6667 .000 .000
ROC Curve Discussion

1.0 Due to the insufficiency of trained clinicians in child

}J psychiatric servicesin Sri Lanka, thevalidation of BOCS

0.8 will help with early identification of OCD among children

and adolescents, thus paving the way for appropriate

£ o5 interventions, and improvement of the quality of life of

E children with OCD. The authors did not find that any

& o4 major changes required during the pre-testing of the

tranglated Sinhala BOCS. The expert committee review

0. indicated that there is a high validity for the culturally

adapted Sinhala version of the BOCS. A cut off of 0.92

oo . . . . was identified for the Sinhala BOCS for children and

oo o o4 e o8 e adolescents, with aspecificity of 92% and sensitivity of

1 - Specificity

hagonal segments are produced by ties.

Figure 1. Receiver operator curve for the mean score of

the BOCS severity scale.

100%. Further, the significant differences identified
between the cases and controls indicate that the Sinhala
BOCS can clearly differentiate between children and
adol escents with and without OCD.
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The space given to write down ‘other’ obsessional
symptoms was utilized by 40% (n=20) of our sample,
indicating theimportance of “other symptoms” Thirteen
childrenwith OCD, out of 20, had reported that the most
troublesome obsession was the “other symptoms”.
Details of the other symptomswere not mentionedinthe
original study article (6). The authors hope to conduct
further research using the Sinhala BOCS to ascertain
more details of the demographic characteristics and
phenomenology of OCD among children and adolescents
in Sri Lanka

Limitations

The casesin thisstudy werelimited to hospital samples,
and were not derived from the community. Thereforethe
results are more applicable to the CAMHS hospital
setting.

Conclusions

The culturally adapted Sinhalaversion of theBOCS can
be used among Sinhala speaking children, adolescents,
inpsychiatric clinical settings. However, thereisatimely
need to conduct community studies using the culturally
validated Sinhala BOCS to identify its validity among
this group, as well asto further explore the prevalence,
demographic characteristics and phenomenol ogy of OCD
in Sri Lankan children and adolescents.

Acknowledgements

We wish to acknowledge all the children, adolescents
and their parents who participated in the study and the
staff of ward 19, Lady Ridgeway Hospital for Children
for their time and support in data collection process.

Statement of contribution

DR and MFSPS designed the research. DR conducted
the data collection and analysis. DS supervised the
methodology, data anaysis.

Conflicts of interest

Nonedeclared.

D Rupasinghe, Lady Ridgeway Hospital for Children,
Colombo, Sri Lanka

D Samaranayaka, Department of Community
Medicine, Faculty of Medicine, University of Colombo,
Sri Lanka

M F S P Senevirathna, Lady Ridgeway Hospital for
Children, Colombo, Sri Lanka

Corresponding author: D Rupasinghe
Email: darshrup@gmail.com

http://orcid.org/0000-0001-8054-0020

References

1.

10.

11.

12.

13

14

Martine F, Philippe R. Obsessive-compulsive disorder
and tics in children and adolescents. In: by: Michael G,
Nancy A, Juan, eds. New Oxford Textbook of Psychiatry:
Oxford 2009, 1680-93.

RiddieMA, Scahill L, King R, et a. Obsessive-compulsive
disorder in children and adol escents: phenomenology and
family history. JAmAcad Child Adolesc Psychiatry 1990;
29(5): 766-72.

Douglass HM, Moffitt TE, Dar R, et al. Obsessive-
compulsive disorder in a birth cohort of 18-year-olds:
prevalence and predictors. J Am Acad Child Adolesc
Psychiatry1995; 34(11): 1424-31.

World Heslth Organization: ThelCD-10 Classification of
Mental and Behavioral Disorders. Clinical descriptions
and diagnostic guidelines. Geneva: WHO; 1992.

American Psychiatric Association. Diagnostic and
Statistical Manual of Mental Disorders (5" edn); 2013.

Wahl K, KordonA, KuelzKA, et d. Obsessive-compulsive
disorder (OCD) is till an unrecognised disorder: A study
on therecognition of OCD in psychiatric outpatients. Eur
Psychiatry 2010: 25(7): 374-7.

Geller DA, Biederman J, Griffin S, et al. Comorbidity of
juvenile obsessive-compulsive disorder with disruptive
behavior disorders. JAm Acad Child Adolesc Psychiatry
1996; 35(12): 1637-46.

Rettew DC, Swedo SE, Leonard HL, et a. Obsessions
and compulsionsacrosstimein 79 children and adol escents
with obsessive-compulsive disorder. J Am Acad Child
Adolesc Psychiatry 1992; 31(6): 1050-6.

Chambers WJ, Puig-Antich J, Hirsch M, et al. The
assessment of affective disorders in children and
adolescents by semi structured interview: test-retest
reliability of the Schedule for Affective Disorders and
Schizophreniafor School-Age Children, Present Episode
Version. Arch Gen Psychiatry 1985; 42(7): 696-702.

Kaufman J, Birmaher B, Brent, et al. Schedulefor affective
disorders and schizophrenia for school-age children-
present and lifetime version (K-SADS-PL): initial
reliability and validity data. JAm Acad Child Adolesc
Psychiatry: 1997; 36(7): 980-8.

Scahill L, Riddle MA, McSwiggin-Hardin M, et al.
Children’s Yale-Brown obsessive compulsive scale:
reliability and validity. J Am Acad Child Adolesc
Psychiatry 1997; 36(6): 844-52.

Silverman WK, Rabian B. Test-retest reliability of the
DSM-I11-R childhood anxiety disorders symptoms using
the Anxiety Disorders Interview Schedule for Children.
Journal of Anxiety Disorders 1995; 9(2): 139-50.

Storch EA, Murphy TK, Adkins, et a. The Children’'s
Yale-Brown Obsessive-Compulsive scale: psychometric
properties of child- and parent-report formats. J Anx
Disorders 2006; 20(8): 1-16.

Goodman WK, Price LH, Rasmussen SA, etal. TheYale-
Brown obsessive compulsive scale: |. Development, use,
and reliability Arch Gen Psychiatry 1989: 46(11): 1006-11.



15.

16.

17.

18.

Validation and cultural adaptation of the Brief Obsessive Compulsive Scale

Goodman WK, Price LH, Rasmussen SA, Mazure C,
Delgado P, Heninger GR, Charney DS. The yae-brown
obsessive-compulsive scale: 1. Validity. Arch Gen
Psychiatry 1989; 46(11): 1012-6.

Scahill L, McDougle CJ, Williams SK, et al. Children’s
Yale-Brown Obsessive Compulsive Scale modified for
pervasive developmental disorders. J Am Acad Child
Adolesc Psychiatry 2006; 45(9): 1114-23.

Bejerot S, Edman G, Anckarsédter H, et al. The Brief
Obsessive-Compulsive Scale (BOCS): A self-report scale
for OCD and obsessive-compulsive related disorders.
Nord J of Psychiatry 2014; 68(8): 549-59.

Drennan G, Levett A, Swartz L. Hidden dimensions of
power and resistance in the translation process: A South

19.

20.

21.

African study. Cult Med and Psychiatry 1991; 15(3):
361-81.

Guillemin F, Bombardier C, Beaton D. Cross-cultural
adaptation of health-related quality of life measures:
literature review and proposed guiddlines. JClin Epidemiol
1993; 46(12): 1417-32.

Sumathipala A, Murray J. New approach to tranglating
instruments for cross-cultural research: a combined
qualitative and quantitative approach for translation and
consensus generation. Int JMethods Psychiatr Res 2000;
9(2): 87-95.

Hulley SB, CummingsSR, Browner W S, et al. Designing
Clinical Research: An Epidemiologic Approach. 2 ed.
Philadel phia: Lippincott, Williams & Wilkins; 2013.

Sri Lanka Journal of Psychiatry Vol 13(1) June 2022

25





