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ABSTRACT

Misidentification of self, others, places, time, and objects occurs in a large number of medical or
psychiatric conditions. Misidentification syndromes have been rarely reported in patients with
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primary non-psychotic conditions. The subjects with obsessive-compulsive disorder (OCD) may

present unusual and rare symptoms. In this case report, we present an OCD patient who
exhibited a misidentification ritual to decrease his anxiety arising from horrific images of
someone assaulting his wife and children. He substituted the face of assailant with the faces
of three different previously known individuals. For this case, we supposed that this ritual
was related to an autogenous obsession and also was associated with schizotypal personality
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traits. To our knowledge, this is the first case exhibiting misidentification rituals related to

non-delusional violent images in a patient with OCD.

Misidentification of self, others, places, time, and
objects have been reported in several medical or psy-
chiatric conditions [1]. Misidentification syndromes
are currently often understood as cognitive disorders
of either the “sense of uniqueness” [2] or the recog-
nition of People [3].

Delusional misidentification syndromes (DMS) are
a group of phenomena including Fregoli and Capgras
syndromes, the syndrome of intermetamorphosis, the
delusion of subjective doubles, and reduplicative para-
mnesia. In all of these, the patients misidentify or redu-
plicates familiar individuals, objects, places, or events
supposing that they have been replaced or transformed
[4,5]. DMS were diagnosed mainly in patients with
paranoid schizophrenia [6], or mood disorders [7].
They can also result from epilepsy, cerebrovascular
accident, head injury, brain tumours [8-10], neurode-
generative diseases such as Alzheimer’s disease [11-13]
or Lewy body dementia [14], multiple sclerosis [15],
Parkinson’s disease [16], metabolic [7] and infectious
diseases [17].

Obsessive-Compulsive Disorder (OCD) is charac-
terized by repetitive and intrusive thoughts, images,
and impulses (obsessions) and repetitive acts (com-
pulsions) that cause significant distress and impair-
ment. OCD commonly includes themes of
contamination, doubts, urges, images, fear of harming
others, religious, or sexual obsessions. In response to
these obsessions, patients may act a variety of com-
pulsions or neutralizing responses, such as washing,
checking, arranging, counting, and orderliness as

well as avoidance of situations that provoke the
obsessions [18]. Since OCD included multiple symp-
toms, there has been a great effort in identifying more
homogeneous subtypes [19]. Obsessions are also
associated with various forms of neutralizations,
which may lead to different clinical manifestations
of OCD. Autogenous obsessions are quite aversive
and unrealistic thoughts, images, or impulses that
are perceived as threatening towards self or others
include sexual, aggressive, and immoral thoughts or
impulses. They are usually perceived as ego-dystonic
and unacceptable, and associated with efforts to
remove or control the thoughts. In contrast, reactive
obsessions are perceived as relatively realistic and
cause specific actions aimed at preventing their nega-
tive consequences and include intrusive thoughts
about contamination, mistakes, accidents, and asym-
metry. Lee et al. [12] reported that autogenous obses-
sions would be more highly associated with
schizotypal personality features such as magical
thinking and unusual perceptions. Misidentification
syndromes have been rarely reported in patients
with non-psychotic conditions [20,21]. In this
paper, we presented a patient who exhibited a misi-
dentification ritual during the course of OCD. We
noted that the patient developed his mental ritual in
the form of misidentification to decrease his anxiety
arising from horrific images of someone assaulting
his wife and children. He substituted the face of assai-
lant with the faces of three different previously known
individuals consecutively.
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Case presentation

The patient was a 33-year-old, married man admitted
in psychiatry ward suffering from substitution of
some unfamiliar faces who seemed to be dangerous
for his wife and children, with consecutively three
different previously known person faces. He stated
that when he met a foreigner, he intrusively imagined
that this individual would harm his children, and
would rape his wife. Unless he did not substitute his
face with another three well-known and loved faces,
he would not decrease his anxiety. He stated that
these mental rituals continued throughout the day,
even when he was alone. He recognized that these
obsessions and compulsions were aversive, irrational,
and unacceptable.

His first obsessive-compulsive symptoms emerged
when he was eight years old with ordering/symmetry
obsessions and compulsions. He reported that he put
his school materials on his desk always in the same
order. He also exhibited touching rituals. He was con-
cerned about her parents’ safety and had to touch
objects many times to forget these unwanted thoughts.
Five years later, he began to substitute the faces of sub-
jects he thought as harmful, with three previously
known people. During his adolescence, he started to
take out the trash to neutralize his ordering obsessions.
At 20 years old, he was administered a treatment of
fluoxetine, sertraline, and quetiapine with a diagnosis
of OCD. He described a full remission for the next
eight years. Three years ago, he again started to take
out the trash to decrease his ordering obsessions. He
was prescribed 60 mg/day of fluoxetine and 100 mg/
day of sertraline. When he discontinued his drugs six
months later, the misidentification rituals emerged as
well as an exacerbation of ordering/symmetry obses-
sions and compulsions. Since he thought that a
coworker in his workplace would assault his wife and
children, he began to substitute this man’s face with
the faces of three well-known and loved individuals
in order to expel these intrusive and irrational
thoughts.

By psychiatric interview, the patient had current
obsessive fears related to a person in his workplace
who would assault his wife and children, and mental
rituals in the form of misidentification. He substituted
this man’s face with the faces of three well-known and
loved individuals in order to neutralize or reassure
himself concerning his unwanted thoughts. At this
interview, a Diagnostic and Statistical Manual of Men-
tal Disorders, 5th Edition [22] (DSM-5; APA, 2013)
diagnosis of OCD was confirmed. His current mental
examination revealed no delusions and hallucinations.
He had no family or personal history of tic disorder,
and comorbid diagnoses of other psychiatric disorders.
His brain magnetic scan, EEG, and biochemical tests
were unremarkable.
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His pretreatment total Yale-Brown Obsessive Com-
pulsive Scale [23] score was “38” or “severe symptoms,”
“18” points for Obsessions “16” points for Compul-
sions. OCD symptom clusters identified intrusive vio-
lent images, ordering/symmetry obsessions and
compulsions, and mental misidentification rituals. In
the past, he had ordering/symmetry obsessions and
compulsions, and touching rituals. Our patient tended
to have schizotypal personality traits with a total score
of 32 in Turkish version [24] of the Schizotypal Person-
ality Questionnaire [25].

Our patient had early onset multiple obsessions and
compulsions. He had a high pretreatment score of
Y-BOCS. He reported some prominent schizotypy
traits which might be related to autogenous obsessions.
Previous studies reported a good response to low-dose
antipsychotic agents when added to selective serotonin
reuptake inhibitors in OCD patients with schizotypal
traits [26]. For these clinical reasons, we decided to
administer a combination of antidepressants and
low-dose of antipsychotic agents to our patient. He
was started 75 mg/day of clomipramine, 100 mg/day
of sertraline, 5 mg/day of aripiprazole, and 2 mg/day
of haloperidol. Twelve weeks later, his Y-BOCS total
score decreased to 12. Although we planned to add
cognitive-behavioural therapy to his ongoing drug
treatment, the patient could not participate in the treat-
ment protocol because of personal reasons. His OCD
remained stable and no metabolic or neurological
side effects were observed during follow-up period.
He already does not have any affective or psychotic
symptoms since then. The patient was on a regular fol-
low-up schedule for six months, and his condition
remained stable, with the same treatment regimen.

Discussion

The presentation of OCD is sometimes unusual and
can mimic other disorders. Previously, it was reported
that a 35-year-old married woman with OCD had
doubts about whether her husband, her parents, her
cat, and even the city that she lived in had been
replaced by identical-appearing duplicates [27]. Here
we presented an OCD patient exhibiting misidentifica-
tion rituals related to a horrifying and threatening
obsession. Our case repeatedly misidentified persons
and places in order to expel and thus to control his
aversive, fearful, and unacceptable obsessions. As
suggested in some of the previous studies [28,29], our
case also reported that feared consequences would
occur if he did not perform his compulsions. Thus,
we considered his obsessions as autogenous, since the
patient perceived them as ego-dystonic and unaccepta-
ble, and misidentification ritual occurred to remove or
control the intrusive thoughts. Our case would be
interesting to present his misidentification ritual as a
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symptom in OCD. We supposed that misidentification
ritual might be related to an autogenous obsession and
therefore might be associated with schizotypal person-
ality traits.

Several studies have examined the beliefs in relation
to OCD symptom dimensions. Forbidden thoughts
were associated with the over importance and need
to control thoughts [30-33]. Some patients with
OCD interpret normal intrusive thoughts as indicative
of harm or danger and feel responsible for preventing
harm to themselves or others. Therefore, they would
engage in compulsions to prevent harm that would
temporarily decrease his anxiety [30]. Our patient
repeatedly misidentified persons and places in order
to expel and thus control his unwanted thoughts. The
association between forbidden thoughts and misidenti-
fication rituals in our case report might represent an
example of an overlap between responsibility and
threat in OCD patients. Cognitive models propose
that subjects with OCD acknowledge the occurrence
and content of their obsessions as significant and
meaningful, on the basis of particular dysfunctional
beliefs [34-36]. The Obsessive-Compulsive Cognitions
Working Group [34] originally defined that false
beliefs regarding inflated responsibility, perfectionism
and certainty, and importance/control of thoughts are
effective in developing OCD. An OCD patient requires
compulsive behaviours to eliminate the anxiety caused
by obsessive thoughts because of extreme perfection-
ism and exaggerated responsibility. Calamari et al.
[37] identified 5 symptom-based clusters in a sample
of 106 OCD patients: (a) harming, (b) hoarding, (c)
contamination, (d) certainty, and (e) obsessionals.
They reported that their certainty subgroup displayed
great certainty regarding many issues, sometimes to
prevent harmful outcomes. In addition to the harming,
contamination, hoarding, and symmetry clusters which
were described by previous authors [19,38], Abramo-
witz et al. [39] reported that mental rituals were also
included in this cluster. The patients in this group
tended to use mental and checking rituals to neutralize
or reassure themselves concerning their unwanted
thoughts. According to this model, our patient used
misidentification as a mental ritual to decrease his
anxiety caused by unacceptable thought.

In summary, we presented a case with OCD who
exhibited a misidentification ritual related to harm
and sexual obsessions. Clinicians should be aware of
any interesting and different obsessive-compulsive
symptoms which might be related to schizotypal traits
in OCD. Future studies should be performed to identify
the rates and symptom dimensions of misidentification
phenomenon in OCD.
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