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Obsessiveâ€”compulsivedisorder (OCD) is extremely
rare among mentally retarded people (Novosel, 1984;
McNally & Ascher, 1987). Although â€˜¿�compulsive'
stereotypical behaviour (e.g. body rocking) is
common in this population, it is clearly distinguishable
from compulsive rituals triggered by anxiety-based
obsessions (Rachman & Hodgson, 1980, p. 96).
Indeed, as Matson (1982) notes, many clinicians
doubt whether OCD occurs in persons with sub
normal intelligence. Consistent with the notion that
intellectual handicap protects against OCD, obsessive
compulsives often have above average intelligence
(Rasmussen & Tsuang, 1984).

Matson (1982) published the only detailed report
of OCD in mentally retardedpeople. He treated three
mildly retarded men whose concerns with personal
tidiness led them repeatedly to check their clothes
andpersonalappearance,whichinterferedwiththeir
performance in a sheltered workshop. Treatment
included exposure to situations that triggered
checking, differential positive reinforcement for not
checking, modelling of appropriateon-task behaviour,
performance feedback, and overcorrection for
violations of response prevention of rituals. Treat
ment reduced checking and self-reports of anxiety.

We describe here a mentally retarded woman with
OCD. She had been discharged from our facility and
was living in a group home when we obtained
permission from her legal guardian to interview her.

Casereport
Ms D is a 51-year-old single, white woman with mild mental
retardation of unknown aetiology (WAIS-R full scale
IQ= 54). She livesin a grouphome for mentallyretarded
people, and attendsa work activitycentre.

Ms D is the oldest of three childrenborn to Scottish
immigrantsto the USA. Of her two sisters, the older is
intellectually gifted, whereas the younger is mildly retarded.
Except for her alcoholic grandfathers, there is no family
historyof psychopathology.

Ms D's records indicate an uncomplicated, full-term birth
following a 12-hour labour. At six weeks of age, she
developeda highfeverrequiringheradmissionto hospital.
No further information was available regarding this illness.

She beganto walk at 13 months, and to talk when three
and a half years old. Her language delay prompted an
evaluation, resulting in a medical diagnosis of mental
retardation. Ms D's formal education was terminated after
her first day at school because of the severity of her
tantrums. According to her mother, Ms D became anxious
before school age whenever deviations from the family
routine occurred (e.g. changes in seating arrangements at
the dinner table). When anxious, Ms D would compulsively
arrange objects.

When eight years old, Ms D was institutionalised at a
state school for the mentally handicapped. According to
her mother, Ms D's â€˜¿�mentalproblems' made her unmanage
ableat home.Theseproblemsrangedfromdisruptiveness
to mutism,whichlastedthreemonths.Institutionalrecords
describeMs D's socialwithdrawal,periodicpolydipsia,and
hoarding ofvarious objects. Her OCD emerged during early
adolescence, and has remained essentially unchanged for
the past 35 years. In response to contamination obsessions
triggered by â€˜¿�dirty'objects, she would compulsivelywash
herhandsandface,sometimesforhours.Shealwayscarried
a towelto decontaminateherselfshouldshebecomedirty.
Whenasked why she washedso much, Ms D would cry
out, â€œ¿�Clean!Clean! I want to be clean! I don't want to
be dirty!â€•

When42 yearsold, Ms D was transferredto a smaller
state facility, where efforts to reduce her obsessive
compulsivebehaviourbegan. She receivedamitriptyline
with little benefit. Several behaviour-modification pro
cedures were implemented that produced minimal change
in her OCD symptoms. She participated in a token economy
on her living unit, where she received positive reinforcement
for completingpre-vocationaltasks, and for appropriate
socialisation with peers. She also received tokens for
refraining from ritualising for specified periods of time
(differential reinforcement of other behaviour), and was
fmed tokens for engaging in compulsive rituals (response
cost). Graduated exposure in vivo, consisting ofbaving staff
stand near her and touch her appropriately (e.g. attempts
to shakehands)was ineffective.Shealso failedto benefit
from progressivemusclerelaxation.Physicalattemptsto
prevent excessive hand-washing produced extreme anxiety,
and the patient would hit herself and bang her head.
Thioridazine (25 mg t.i.d.) reduced the severity ofher rituals
somewhat.

When 50 years old, Ms D was transferred to a community
residential home for mentally retarded adults, where she
was observedand interviewedby the authors.Currently,
she is particularly obsessed about contamination from
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other people. For example,whenone of us extendedhis
handto shakehers,she becamevisiblyanxious,recoiling
andcryingout thathewasâ€˜¿�dirty'.Shebecameincreasingly
anxiousduringthe interview,and eventuallyraninto the
bathroom to wash her hands. Interestingly, she did not
respond to objects we had touched as dirty. Hence,
â€˜¿�contamination'did not generalise as easily as it often does
for obsessive-compulsivesof normalintelligence.

Although staffmembers report a high frequency of hand
washing, washing episodes now last only about ten seconds.
Indeed, she limits her ritualising through avoidance. She
minimises contact with objects by grasping them with her
thumb and fingertips, and holds her hands close to her chest
topreventcontactwithcontaminants.

MsD takesa daily30-minuteshower,duringwhichshe
washes herself in the same sequence. If her shower is
interrupted, say, by a staff member calling to her, she
becomes anxious and begins all over again.

HerOCDhaspreventedherfrommakingfriends,asshe
maintains a physical distance from others. Although she
attends a work activity centre during the day, her
productivity is minimal.

DiscussIon

Ms D exhibits classic OCD. Perhaps due to her
limited intelligence, she does not exhibit any apparent
subjective resistance to her obsessions and com
pulsions, nor does she seem aware that her behaviour
is abnormal.

Behavioural treatment with mentally retarded
obsessive-compulsives is likely to be difficult if they
do not recognise the abnormality of their behaviour,

and if they do not wish to overcome their
fears. As exemplified by the present case, non
compliance undermines exposure and response
prevention treatments that are otherwise highly
effective (for a review, see Marks, 1987). Perhaps
such patients would respond to clomipramine
(Christensen et a!, 1987) or fluvoxamine (Perse et al,
1987), either alone or in combination with behaviour
therapy.
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Mania in a Five-Year-Old Child with Tuberous Sclerosis
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A five-year-oldgirlpresentedwith maniaandadenomasebaceum.Latershedevelopedgrand
mal seizures,and EEGrevealeda prominentright temporal focus. It is important to consider
tuberous sclerosisas aetiologicallyrelated to mood disorders.
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