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Case Report

Pure Obsessive Compulsive Disorder in Three Generations
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power of genetic and neurobiological studies of OCD.

generations of her family.

Introduction: Obsessive-compulsive disorder (OCD) is a psychiatric disorder, which has been shown to affect 2 - 3.5% of people, during
their lifetimes. Identification of familial more homogenous characteristics of OCD may help to define relevant subtypes and increase the

Case Presentation: This case report describes an adult woman suffering from symptoms of energy loss, insomnia, lack of appetite, and
depressed mood. The patient history was positive for counting coercion. The patient’s genogram revealed counting coercion in three

Conclusions: This case highlights the issue whether counting can be a distinctive feature among inflicted and not inflicted individuals,
such as hoarding. Also, it is still unclear what is it really transferred; the vulnerability to disease, which is transferred among three

generations, or the symptoms of counting itself, by genes. Further studies are required to answer the debates on this issue.
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1. Introduction

Obsessive-compulsive disorder (OCD) is characterized
by recurrent intrusive thoughts, images, or urges (obses-
sions) that typically cause anxiety or distress, and by re-
petitive mental or behavioral acts (compulsions) that the
individual feels, driven to perform, either in response to
an obsession, or according to rules that he or she believes
must be applied rigidly. The OCD typically starts in child-
hood or adolescence, persists throughout a person’s life,
and produces substantial impairment in functioning
due to the severe and chronic nature of the illness (1). Fe-
males are affected at a slightly higher rate than males in
adulthood, although males are more commonly affected
in childhood (1).

The OCD occurs worldwide, with common features
across diverse ethnic groups and cultures. It affects ap-
proximately 2% of the population and is associated with
substantial social, personal, and work impairment (2,
3). In fact, the World Health Organization (WHO) identi-
fied OCD among the top 20 causes of years of life lived
with disability for 15 - 44-year-olds (4). Although gen-
erally longitudinally stable, OCD is known for its sub-
stantial heterogeneity; as symptom presentations and
comorbidity patterns can vary markedly in different
individuals (4).

The OCD is a clinically heterogeneous illness of un-
known etiology, and there is considerable variation
among patients in the types of obsession and compul-
sion, with which they present. The OCD is a neuropsy-

chiatric condition characterized by recurrent, intrusive
thoughts (obsessions) or repetitive behaviors that an in-
dividual feels driven to perform (compulsions). Accord-
ing to the WHO, OCD is among the 10 most disabling
medical conditions (5).

In familial studies of OCD, the disorder is found to be
five to seven fold more frequent in relatives of cases
than in those of control subjects (5). Currently, there is
a marked interest in grouping individuals with OCD, ac-
cording to the categories of obsessions and compulsions
they exhibit, or alternatively, in measuring scores on
symptom factors or dimensions that vary between indi-
viduals with the disorder (6). Because OCD patients are
rarely monosymptomatic, it has been difficult to recruit
“pure” cases of OCD subtypes for genetic studies, and the
possible familial aggregation of such potential clinical
subtypes has not been demonstrated (7).

Identification of familial more homogenous character-
istics of OCD may help to define relevant subtypes and in-
crease the power of genetic and neurobiological studies
of OCD. Although factor-analytic studies have found con-
sistent clinically meaningful OCD symptom dimensions,
there have been only limited attempts to evaluate the fa-
miliarity and potential genetic basis of such dimensions
(8). We describe a case of counting compulsion in three
generations of a family, pure case of OCD that may help
in accumulating knowledge about the pathophysiology
of the OCD.
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2. Case Presentation

A 45-year-old married woman was followed as an outpa-
tient at Farshchian Psychiatry Hospital in Hamadan, Iran
in 2012. She referred to the clinic with symptoms of ener-
gy loss, insomnia, lack of appetite and depressed mood.
The patient history was positive for counting coercion.
She mentioned that she had these symptoms for many
years, as she remembered, to various degrees. Counting
coercion was found in the patient’s sister biography. To
survey these symptoms more accurately, we examined all
the patient’s family members, by requesting permission
from the patient and taking her consensus; the results
of which were recorded in the following genogram. As
shown in the genogram, counting coercion is observed
in three generations of this family. It is worth mentioning
that none of the family members was treated for this dis-
ease. All mentioned that they had these symptoms since
the early times; they did not have any other psychiatric
disorder, based on our assessment. The other interesting
point is that several of these persons performed count-
ing in terms of even numbers and others, in terms of odd
numbers (Figure 1).

2.1. Family History

The patient’s mother had one serious suicide attempt
at age 75 and was diagnosed with major depressive dis-
order with psychotic features and OCD. She also had non-
insulin dependent diabetes mellitus. Also, her sister was
treated for OCD as an out-patient for the past 8 years. Her
father is alive and well.

2.2. Mental Status Examination

The patient was a thin, bleached woman, who appeared
her stated age. She was dressed in skin tight, provocative
clothing, costume jewelry earrings that eclipsed her ears
and hung to her shoulders, heavy make-up and elaborate-
ly styled hair. She had difficulty sitting still and fidgeted

constantly in her chair. Her speech was rapid, mildly pres-
sured, and she rarely finished a sentence. She described
her mood as “anxious”.

Her effect appeared anxious. Her thought processes
showed mild circumstantiality and tangentially. More
significant was her inability to finish a thought, as ex-
hibited by her incomplete sentences. Her thought con-
tent was focused upon social relationship themes. She
denied suicidal or homicidal ideations, or any auditory
or visual hallucination. Cognitive testing was not for-
mally done.

2.3. Past Psychiatric History

Over the years, the patient had been maintained on
various antidepressant and antianxiety agents. These in-
cluded phenelzine, trazodone, desipramine, alprazolam,
clonazapam, and hydroxyzine. Currently, she was on
fluoxetine 20 mg daily and clonazeparn 0.5 mg, twice a
day,and 1.0 mg at bedtime. The antidepressants had been
effective over the years in treating her depression. She
has never used more clonazepam than prescribed, and
there was no history of substance abuse. Furthermore,
there was no history of discreet manic episodes, and she
was never treated with neuroleptics.

3. Discussion

The mechanisms by which OCD is transmitted from par-
ent to child have not been identified, although they are
likely to be both genetic and environmental, or due to the
interaction between individual vulnerability factors (ge-
netics) and environmental factors (e.g. acute and chronic
stressors, maladaptive parenting). Identifying etiological
influences on OCD is challenging, as OCD is a clinically
and etiologically heterogeneous disorder (9).

A complex segregation analysis provided evidence
supporting major gene effects and other familial effects
in OCD vulnerability, with respect to familial aggrega-
tion of OCD (10).

om

Figure 1. Family Genogram: Saliva Material Available From OCD (Obsessive-Compulsive Disorder)-Affected Sample: I-2,1I-2,1I-3,1I- 5 (index case), III - 5
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A significant amount of research attests to the role of
heredity in OCD, and in addition, a range of hypothe-
sized biological factors (8, 11), shared personality factors
may account for the increased prevalence rates of OCD
among first-degree relatives of OCD probands. Research-
ers have increasingly focused their attention on what
is inherited. Phenotypic heterogeneity is increasingly
recognized as a major impediment to the elucidation of
the pathophysiology and etiology of neuropsychiatric
disorders (12). Although standard classification systems,
such as the Fifth Edition Diagnostic and Statistical Man-
ual of Mental Disorders and International Classifica-
tion of Diseases-10, regard OCD as a unitary nosological
entity, there is increasing evidence that this severe and
potentially disabling condition is phenotypically het-
erogeneous (6). However, comprising a new chapter on
Obsessive-Compulsive and Related Disorders in the fifth
edition of the Diagnostic and Statistical Manual of Men-
tal Disorders (DSM-5) reflects the increasing evidence
of OCD relatedness to other disorders such as body dys-
morphic disorder, trichotillomania, hoarding disorder
and excoriation disorder (13).

Using a family study design, with matched control
subjects, and applying operational criteria for the as-
sessment of OCD, McKeon and Murray (14) found no
increased familial risk of OCD, even though they did
observe a greater rate of mental illness in the first-de-
gree relatives of OCD probands. Bellodi et al. (15), using
no comparison group, found a low prevalence of OCD
(3.4%) among first-degree relatives. In cases with an ear-
ly onset (before age 14), prevalence reached 8.8%, which
seems to indicate a biological vulnerability. Grabe et
al. reported that Cox proportional hazard analyses re-
vealed a 6.2-fold higher risk (hazard ratio) for relatives
of all OCD cases, for definite OCD, and a 2.2-fold higher
risk, for subclinical OCD, compared with relatives of
comparison subjects (16). Clinical features may corre-
late with course, prognosis and treatment responsive-
ness and it has been hypothesized that different clini-
cal subgroups may result from different etiologies and
pathogeneses (17).

Regarding the reported case, this issue is whether
counting can be a distinctive feature among inflicted and
no inflicted individuals, such as hoarding. Another ques-
tion is “what is really transferred?” Is it this vulnerabil-
ity to disease, which is transferred among three genera-
tions, or the symptoms of counting itself are transferred
by genes. This theory requires confirmation from genetic
studies in this field.
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