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Hoarding has been defined as ‘the acquisition of, and failure to 
discard, possessions that are useless or have limited value’.1 It is 
associated with marked distress and/or impairment in social and 
occupational functioning. In severe cases, living spaces become 
significantly cluttered so as to preclude the activities for which they 
were designed.2 The amount of clutter can also present a risk to 
the hoarder in terms of health, sanitation and fire hazards.1,3  

Hoarding is currently classified as a symptom of obsessive 
compulsive disorder (OCD)4 and obsessive compulsive personality 
disorder (OCPD).4 Estimates of the frequency of hoarding 
behaviour in OCD range between 18% and 33%.5 When 
present, compulsive hoarding seems to cause increased social 
impairment in patients with OCD.5 Patients with OCD who hoard 
have less insight, increased avoidant behaviour and pathological 
doubting, and more symptoms and greater OCD severity than 
non-hoarders.5 Several authors have sought to identify the 
phenotypical characteristics of hoarding behaviour. For example, 
in a study of 14 cases of hoarding, Greenberg  .6,7 and Claire et 
al.8 reported that all subjects shared the following characteristics: 
inability to resist hoarding compulsion, preoccupation with 
hoarding to the exclusion of work and family, diminished insight, 
little interest in receiving treatment, no attempt to curb their 
compulsion to hoard, and a repetitive pattern of behaviour. 
Hoarding behaviour has been noted in patients with dementia,7 
autism, impulsive symptoms, Prader-Willi syndrome (a congenital 
syndrome characterised by hyperphagia and compulsive self 
mutilation – these patients also have other classic symptoms of 
OCD), and in patients with eating disorders9 and depression.10 
However, the prevalence of hoarding in these disorders is largely 
unknown. 

Repetitive behaviours, like hoarding, have also been described in 
schizophrenia. Tracy et al.11 investigated 9 repetitive behaviours 
in 400 patients with schizophrenia. Factor analysis suggested 
that a 5-factor model best represented the data, with ‘”bizarre 
use of objects” bizarre grooming and hoarding’ representing 1 of 
the 5 factors. In patients with schizophrenia the underlying trigger 
for the hoarding behaviour may occur in response to delusions, 
e.g. fixed fears of theft and personal protection.7 The rate of 
OCD in schizophrenia has been reported to be between 7.8% 
and 31.7%.12-16 However, there are no large-scale prevalence 
studies of hoarding in this population.3 It is notable that in a recent 
study by Niehaus et al.17 the prevalence of OCD was reported to 
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Objective. Hoarding is commonly defined as the acquisition of 
and failure to discard possessions of little use or value, and is 
included as a symptom in the diagnostic criteria for obsessive 
compulsive personality disorder (OCPD) and obsessive 
compulsive disorder (OCD). However, it has also been 
observed in other clinical syndromes including schizophrenia. 
This study was conducted to investigate the prevalence and 
clinical presentation of hoarding behaviour in schizophrenia 
among Xhosa patients. 

Method. The sample consisted of 102 patients, recruited as 
part of a larger genetic study in the Cape Town metropole 
between November 2004 and January 2005, diagnosed with 
schizophrenia or schizoaffective disorders according to the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) 
criteria. They were screened for clinically significant hoarding 
symptoms. If these were present, additional information on 
the phenomenology was obtained by means of a structured 
questionnaire. The Mini International Neuropsychiatric Interview 
(MINI) (screen and full version), the Yale Brown Obsessive 
Compulsive Scale (Y-BOCS) Checklist, Y-BOCS, Clutter Image 
Rating Scale (CIRS) and a structured questionnaire on hoarding 
were administered.

Results. Only four patients with schizophrenia were classified 
as hoarders.  Although their clinical presentation resembled that 
of hoarders described elsewhere in the literature, they had low 
Y-BOCS scores and did not report other obsessive-compulsive 
symptoms. 

Conclusion. Our results suggest that hoarding behaviour is 
not common in Xhosa patients with schizophrenia. Further 
investigation of protective factors for hoarding behaviour in the 
Xhosa population is warranted.
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be low (0.5%) in a South African sample of Xhosa patients with 
schizophrenia. 

The present study was carried out to investigate the prevalence 
of hoarding and to describe the clinical presentation of such 
behaviour in a sample of Xhosa-speakers diagnosed with 
schizophrenia. OCD has a significant genetic component, 
as evidenced by twin studies and family studies.18 This study 
was performed in a geographically similar and genetically 
homogeneous population, thereby reducing confounding factors 
such as genetic heterogeneity. 

Methods and scales

Subjects

The sample consisted of 102 Xhosa patients with schizophrenia 
or schizo-affective disorder. Patients were recruited through a 
large genetics study in the Cape Town metropole (Western Cape, 
South Africa) between November 2004 and January 2005. 
Patients eligible for inclusion in the genetics study were referred 
by community health workers. Inclusion criteria were a diagnosis 
of schizophrenia or schizo-affective disorder according to the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) 
criteria, and Xhosa ethnicity (4/4 grandparents reported as 
being of Xhosa origin).  Informed written consent (legal guardians 
if applicable) was obtained from all participants as per the 
Institutional Review Board Guidelines of Stellenbosch University.  

Assessments

Diagnostic interviews

A diagnosis of schizophrenia was confirmed using the Diagnostic 
Interview for Genetic Studies (2.0).19 The interview was 
conducted in English and/or Xhosa, and supporting information 
was obtained from collateral sources. The Mini International 
Neuropsychiatric Interview (MINI) (screen and full (Xhosa version) 
were administered to establish a diagnosis of OCD and other 

co-morbid disorders. The MINI/screen consists of 21 screening 
questions, one or more positive answers to which are followed up 
with the full MINI interview. 

Rating scales

OCD symptoms were assessed using the Yale Brown Obsessive 
Compulsive Scale Checklist (CY-BOCS) and the Y-BOCS20 (Xhosa 
version), the most widely used measurement instrument for OCD. 
In addition, a structured questionnaire on hoarding behaviour 
(developed by Seedat et al., personal communication) consisting 
of 4 screening questions and 25 detailed questions on the nature 
and severity of the hoarding symptoms was completed (available 
on request). Lastly, patients were asked to complete the Clutter 
Image Rating Scale (CIRS),2 which consists of a series of pictures 
of a room with increasing amounts of clutter. Responses are 
numbered 1 - 9, with a higher number denoting greater severity.

Data analysis

Data were analysed using SPSS software (version 13.0). 
Descriptive statistics (frequencies and means) were calculated.   

Results

The sample consisted of 27 females and 75 males.  Age at 
interview ranged between 20 and 65 years (mean 39.6 years; 
standard deviation (SD) 10.7 years). On the MINI, 3 subjects met 
criteria for major depressive disorder, 1 for alcohol abuse, 1 for 
alcohol dependence and 1 for panic disorder.  

Of note, 5 hoarders were identified. One of these was found to 
be relapsing from his primary illness (schizophrenia), and in view 
of the unreliability of his self-report, was excluded from the data 
analysis. Of the remaining 4, all were male, aged between 33 
and 46 years. Overall, they scored low on the Y-BOCS and CIRS 
and did not present with other obsessive-compulsive symptoms on 
the CY-BOCS (Table I).   

Table I. Demographic variables and assessment scores of hoarders

			         	        				    Highest level 	        	      
								        of education
	 Gender    Age (yrs)    Marital status	   Employment status           (grade)   		 Y-BOCS score   	 CIRS score

Case 1	   Male            46	               Married	      Disablity grant                       7		              4	                   1

Case 2	   Male            42	               Married	      Disability grant                      9		              8	                   1

Case 3	   Male            33	               Single		       Disability grant                      7		            13	                   3

Case 4	   Male            46	               Single		       Disability grant                      9		              2	                   2
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A description of the 4 cases is provided below.

Case 1

Mr MJR was 46 years old, married, and lived in Khayelitsha. He 
was employed as a gardener and lived in poor socio-economic 
circumstances.  His highest level of education was grade 7. On 
enquiry, he did not describe himself as a hoarder or as someone 
who had trouble throwing objects away. He also did not think 
that his ‘collecting’ was problematic for himself or others. He 
understood hoarding in terms of ‘saving’ objects. Over the period 
he had been hoarding he had saved more than 10 different 
groups of objects including receipts, clothes, rags, strings, and 
old radios and television sets, and reported that these objects 
had material and sentimental value. He had been hoarding for 
less than 5 years, the objects occupied a room, and he did not 
consider his hoarding to be an untidy habit. He did not make an 
effort to resist the compulsion and yielded to it completely and 
willingly. He thought that the extent of his hoarding had decreased 
over time. The patient reported that the hoarding behaviour was 
initiated without any preceding thoughts.  With regard to family 
history, he described having a brother who collected items to ‘fix’, 
and thought that he too could have been a hoarder. His mother 
was a psychiatric patient, but he was unaware of her diagnosis. 
No other obsessions or compulsions were elicited on the Y-BOCS 
Checklist, and the patient scored 4/40 on the Y-BOCS and 1 on 
the CIRS. 

Case 2

Mr MM was 42 years old, married, and lived in Khayelitsha. He 
was unemployed and his highest level of education was grade 
9. He did not consider himself to be a hoarder, and did not think 
he had trouble throwing things away. He understood hoarding in 
terms of ‘collecting’ objects. He ‘collected’ between 6 and 10 
different groups of items including old tins of food, wires, nails 
and paper items, e.g. cardboard. He had been collecting for less 
than 2 years and the objects occupied several rooms. Mr MM 
did not consider his habit to be untidy, and rather thought that he 
was ‘cleaning up the community’. He believed that the objects 
were of material value although he had not managed to sell 
anything. He described himself as having ‘complete control’ over 
his hoarding, yet experienced extreme incapacitating anxiety or 
depression when prevented from hoarding. He reported making 
no effort to resist the compulsion and often yielded to it completely 
and willingly. He did not report any interference in social 
functioning but admitted to involving his son in his hoarding. The 
extent of the hoarding had decreased with time and he reported 
stopping or limiting hoarding during his psychotic relapses. He 

had a sibling with a psychiatric illness. No other obsessions and 
compulsions were present and he scored 8/40 on the Y-BOCS 
and 1 on the CIRS.  

Case 3

Mr RM was 33 years old, unmarried, and lived in Khayelitsha. 
He was unemployed and his highest level of education was 
grade 7. He did not consider himself to be a hoarder; however, 
he admitted to having difficulty throwing things away. He 
understood hoarding in terms of collecting objects and failing 
to discard useful objects. He hoarded 2 to 5 different types of 
objects  including wood, rags, old material and paper items, 
e.g. newspapers. He had been hoarding for between 5 and 
10 years and the objects occupied several rooms. He definitely 
did not consider it to be an untidy habit, and believed that the 
objects had actual or practical and material value. However 
these ‘in case’ items never came in handy. He admitted to 
having no control over the hoarding and experienced extreme 
incapacitating anxiety or depression if prevented from hoarding. 
However he reported making some effort to resist hoarding. 
He reported mild interference with his social functioning. There 
was a sense of relief or satisfaction after a ‘hoarding episode’ 
and the extent of the behaviour had remained consistent over 
time. Exacerbating factors included ‘boredom’. He believed that 
being deprived of affection had contributed to his hoarding. The 
hoarding was done spontaneously, without preceding thoughts. 
There was no family history of psychiatric illness that the patient 
was aware of. Mr RM did not answer positively for any other 
obsessions or compulsions, and scored 13/40 on the Y-BOCS 
and 3 on the CIRS.

Case 4

Mr ZB was 48 years old, unmarried and lived in Khayelitsha. 
He was also unemployed and his highest level of education 
was grade 9. He did consider himself to be a hoarder and 
understood hoarding in terms of ‘saving/collecting’ objects and 
failing to discard useful objects. He hoarded between 6 and 
10 different types of objects especially paper and metal objects 
including newspapers, magazines, cardboard, receipts, boxes, 
iron and copper items. He had been ‘saving for between 5 and 
10 years and the objects occupied several boxes. He admitted 
that it was an untidy habit but believed that the objects were of 
material value. He described himself as having complete control 
and admitted to experiencing only mild anxiety or depression if 
prevented from hoarding. He always made an effort to resist this 
behaviour and he experienced no impairment. He described 
a sense of relief or satisfaction after a hoarding episode, and 
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reported that the extent of the hoarding had stayed the same over 
time. He could not identify any factors that may have contributed 
to his hoarding. There was no family history of psychiatric illness 
that the patient was aware of. He had no other obsessions or 
compulsions, and scored 2/40 on the Y-BOCS and 2 on the 
CIRS.  

Discussion

The low yield of hoarding and co-morbid OCD in this sample 
mirrors the findings of a larger prevalence study of OCD in an 
independent Xhosa sample.17 Although this was a relatively 
smaller sample, the strengths of this study lie in the careful 
diagnostic assessment and rating scales that were employed. 
All diagnostic measures were administered in the patient’s first 
language (Xhosa). Further, this was an ethnically homogeneous 
sample. The structured questionnaire (Seedat et al., personal 
communication) used to assess the severity of hoarding behaviour 
is a locally developed scale which should theoretically allow for 
more cultural acceptability and suitability for this setting. However, 
this questionnaire was not administered in Xhosa. 

In summary, there is clearly a paucity of data on the prevalence 
and phenomenology of hoarding in schizophrenia patients.  Our 
finding of a low prevalence of hoarding in the Xhosa population 
raises two distinct possibilities: first, that this population group may 
carry some protective factor for OCD and hoarding behaviour; 
and second, that despite careful evaluation, many of the rating 
scales may have lacked cultural sensitivity in detecting hoarding in 
this population. In order to address these points, we propose that 
the current study be extended to include a control population and 

that independent CIRS ratings by family members and blinded 
raters be included.
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