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ABSTRACT

Obsessive Compulsive Disorder (OCD) is the fourth most common mental disorders in
Bangladesh and it is an extremely debilitating and frustrating disorder that interferes with
virtually every aspect of everyday life. Cognitive behaviour therapy (CBT) is one of the
most promising non-medication based psychotherapeutic interventions for treating OCD
patient. But in Bangladesh, very few studies have been conducted on the efficacy of CBT
in the treatment of OCD. Hence the present study aimed to investigate the effectiveness
of CBT on patients with OCD. The specific objectives of the study were: i) To see the
effectiveness of CBT on pharmacologically treatment resistant OCD patients ii) To
compare the functional level changes of the clients of non responders to medication
before, mid and after receiving CBT treatment iii) To compare the functional level
changes of the clients of non responders to medication (who did not receive CBT)
between before, mid and after measure iv) To compare the functional level changes
between the clients of non responders to medication who received CBT and the non
responders who did not receive CBT. Present study adopted systematic case study design
with before, mid, after and follow-up measurement. A CBT structure was developed for
the assessment and treatment session for the patients who have treated under CBT.
Besides this, adult initial assessment form, Anxiety Scale (Deeba & Begum, 2004),
Depression Scale (Uddin & Rahman, 2005), Dhaka University Obsessive Compulsive
Scale (Mozumder & Begum, 2005), Self-rating measurement scale (11 point verbal
rating scale) were administered to measure the changes in the severity of the OCD.
Purposive sampling technique was used to select the sample of the present study. In the
present study 14 adult clients were selected following inclusion criteria. All the clients
were divided randomly into two groups. 7 (4 males and 3 females) clients were in group-
A (Experimental group), they werc non responders to medication and reccived CBT and
other 7 (4 males and 3 females) clients were in group-B (Control group), they were also
non responders to medication but they continue medication and received no CBT. The
age of the clients ranged from 20 to 43 years. They were from lower middle class to

upper middle class family. Their educational levels were from class X to Bachelor

il
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Degree. 5 clients of all the clients were married and remaining 9 clients were unmarried.
The samples were taken from the Psychiatry outpatient and/ or inpatient department of
Bangabandhu Sheik Mujib Medical University (BSMMU) in Dhaka and Dhaka Medical
College Hospital (DMCH). Pre-assessment measures were done for both groups with
three semi-structured interview sessions and mid-assessment sessions were also done for
both groups with one interview session. After completing the baseline measurement,
intervention were applied on group-A for about 7-10 sessions (7-10 weeks). Finally for 6
clients from group-A, three follow-up measurements were also taken for one month and
15 days interval after the termination of the sessions but 1 client did not want to continue
his follow up participation in the study. Also three follow-up measurements werc taken
for one month and 15 days interval after the termination of the sessions for 6 clients from
group-B but | client did not want to continue his follow up participation and 1 ¢lient did
not want to continue her post and follow-up participation in the study. Results were
analyzed through content analysis and in-depth case study for both the groups. From the
case study and content analysis it was found that CBT was effective in reducing the
severity of the symptoms. In the subjective rating the CBT group clients reported 75 to
90% reductions in their symptoms and the care givers reported 70 to 80% reductions of
symptoms of the clients. The clients of group-I3 reported 0 to 25% reduction in their
symptoms and the care givers reported 0 to 20% reductions of symptoms of the clients.
Reports of the Psychiatrist also revealed higher improvement in experimental clients than
control clients. Changes also differed according to their functional level. The subjective
rating of problem severity was also consistent with the psychometric scale scores. The
present study has some limitattons. First, sample size was not big enough, only adults
were selected and child clients were not included. Therefore, the findings of this study
can not be generalized for all sorts of OCD clients. Second, the investigator and the
therapist was the same person and it increased the probability of subjective bias,
Nevertheless, the present study devecloped a guideline for the CBT therapist for the
treatment of OCD. From the results of the study it was found that CBT could bring a
positive change among the OCD patients and therefore, it can be concluded that CBT is
effective in treating patients with OCD and medicine resistance patients could reduce

their symptoms if CBT is given with medicine.
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ABBREVIATIONS

AS: Anxiety scale

BDD: Body dysmorphic diserder

BSMMU: Banghabandhu Sheikh Mujib Medical University
CBT: Cognitive behaviour therapy

DMCH: Dhaka Medical College Hospital

DS: Depression scale

DTR: Dysfunctional Thought Record Sheet

DUOCS: Dhaka University Obsessive Compulsive Scale
ERP: Exposure with response prevention

GAD: Generalized anxiety disorder

Group-A: Experimental Group

Group-B: Control Group

OCD: Obsessive Compulsive Disorder

OCPD: Obsessive compulsive personality disorder
SSRI: Serotonin Re-uptake Inhibitors

SST: Social Skill Training

TCA: Tri-cyclic Anti Depressant

TS: Touretie’s syndrome

TTM: Trichotillomania
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INTRODUCTION

Everyone feels anxiety, fear, uncertainty or worry at sometimesin his or her life. These
normal emotions and reactions help people to protect themselves, stay safe and solve
problems. Usually these feelings do not last long and do not come often. But for people
with Obsessive Compulsive Disorder (OCD), these feelings are taken to extremes. It is as
if the brain’s filter for sorting out what is dangerous from what is not dangerous is not
working properly. Instead of keeping normal worry in perspective, there is a constant
stream of uncertainty, doubt or fear in the person’s mind.

OCD is the fourth most common mental disorders and is diagnosed nearly as often as the
physiological ailments asthma and diabetes mellitus. The phrase "obsessive—ompulsive”
has become part of the English lexicon, and is often used in an informal or caricatured
manner to describe someone who is meticulous, perfectionistic, absorbed in a cause, or

otherwise fixated on something or someone.

1.1: What is Obsessive Compulsive Disorder (OCD)?

OCD is a type of anxiety disorder. Anxicty disorder is the experience of prolonged,
excessive worry about circumstances in one's life. OCD, in which a person feels
compelled to engage in certain physical or mental acts (“rituals” or compulsions) in order
to relieve his anxiety connected with intrusive thoughts (obsessions). OCD is
characterized by everyday intrusion into conscious thinking of intense, repetitive,
personality abhorrent, absurd and alien thoughts (Obsession), leading to endless
repetition of specific acts or to the rehearsal of bizarre and irrational mental and
behavioural rituals (Compulsion). As such clinical manifestations of OCD may be very
diverse. OCD often described as the "discase of doubt,” the sufferer usually knows the
obsessive thoughts and compulsions are irrational but, on another level, fears they may
be true. When a sufferer begins to acknowledge these intrusive thoughts, the sufferer
then develops anxiety based on the dread that something bad will happen. The sufferer
feels compelled to voluntarily perform irrational, time-consuming physical behaviors to

diminish the anxiety.
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Diagnostically OCD is defined by the occurrence of unwanted and intrusive obsessive
thoughts or distressing images; these are usually accompanied by compulsive behaviours
designed to neutralize the obsessive thoughts or images or to prevent some dreaded event
or situation.

OCD is one of the conditions traditionally considered as a neurotic disorder, like phobias
and anxiety states. Other terms used for this disorder include Obsessive (or Obsessional )-
Compulsive Neurosis and Obsessive (or Obsessional)-Compulsive illness- or simply
Obsessive (or Obsessional) disorder or Compulsive Disorders.

According to the American Psychiatric Association (1994), OCD is a problem in which
the sutferer is plagued by either obsessions or compulsions, or usually both. Unwanted
recurrent intrusive thoughts, impulses, or images that cause marked distress and are not
simply excessive worries about real life problems. The sufferers make attempts to ignore,
suppress, neutralize the obsession and recognize them as products of their own mind.

In current psychiatric thinking, OCD is classified as an anxiety disorder. Other anxiety
disorders include, among others, phobias, panic disorder, and generalized anxiety; they

all share anxiety as a basic feature, and there is overlap of symptoms among them.

1.1.1: What is Obsession?

According to DSM-IV (APA, 1994), Obsessions arc defined as persistent thoughts,
impulses, or images that occur repeatedly and are experienced as intrusive, inappropriate
and distressing.

Obsession can be defined as an unwanted intrusive, recurrent and persistent thought,
images or impulses which are not voluntarily produced, but are experienced as events
that invade a person’s consciousness (de Silva and Rachman, 1992),

Obsessions are unwanted ideas, images or impulses that repeatedly enter a person’s mind
(Heyman et al., 2007).

An obsession is a recurrent and intrusive thought, feeling, idea or sensation (Sadock and
Sadock, 2000).

Obsession is an uncontrollable and intrusive thought, something that is completely
involuntary and involves passive experience. Akhtar et al. (1975) identified the types of

obsessions that OCD sufferers typically experienced. The vast majority of intrusive
3
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thoughts involved doubts, thoughts, fears and impulses (of course these sets are not
mutually exclusive), with intrusive images being less prevalent: Doubts (74%); Thinking
(34%); Fears (26%); Impulses (17%); Images (7%); other (2%). Obsessions can take
many forms, as well as varying types (thoughts, impulses, images) the content can vary
enormously from simply doubts, to impulses, to bizarre intrusions.
Obsessions generally seem to fall into certain common groups that can all be broadly
defined in terms of being socially unacceptable (morally, spiritually or physically). For
example contamination, illness, disease, dirt and death are common linked themes. Sex
or morally unacceptable sexual practices, are also a common themcs. These all,
coincidentally, link with disgust which is now considered as one of 6 universal emotions
and disgust sensitivity has been linked to other anxiety disorders such as spider phobia
(Davey, 1994),
The diagnostic criteria from DSM-IV-TR (2000) of obsessions arc as follows-

1. Recurrent and persistent thoughts, impulses, or images that are expericnced at

some time during the disturbance, as intrusive and inappropriate and that cause

marked anxiety or distress.

[

The thoughts, impulses, or images are not simply excessive worries about real-

life problems.

3. The person attempis to ignore or suppress such thoughts, impulses, or images,
or to neutralize them with some other thought or action.

4. The person recognizes that the obsessional thoughts, impulses, or images are a
product of his or her mind, and arc not based in reality.

5. The tendency to haggle over small details that the viewer is unable to fix or

change in any way. This begins a mental pre-occupation with that which is

inevitable.

1.1.2: What is Compulsion?

A compulsion differs from an obsession in that it is a conscious, voluntary action.
According to DSM-IV (APA, 1994), Compulsions are defined as repetitive behaviors
(e.g., washing, cleaning, repeating actions) or mental acts (e.g., thinking certain words,

counting, checking) that an individual fecls compelled to perform in response to an
4
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obsession or according to certain rigid rules (e.g., having to complete tasks in a particular
order). De Silva (1988) defines compulsions as: “A compulsive behaviour, either overt
or covert, which has a rigid set pattern or sequence of steps with a clear-cut beginning
and end”. These rituals can be overt (behavioural) such as cleaning, checking, hoarding
and orderliness. Alternatively they can be covert (cognitive) such as imaging sequences,
or repeating ‘cancellation thoughts®. Typically these behaviours have a rigid sequence of
steps with a clearly defined beginning and end.

Compulsion can be defined as repetitive and seemingly purposcful behaviour that is
performed according to certain rules or in a stercolyped fashion and is not an end in itself
but is usually intended to prevent some event or situation (de Silva and Rachman, 1992),
Compulsions are repetitive stereotyped behaviours or mental acts driven by rules that
must be applied rigidly (Heyman et al., 2007).

A compulsion is a conscious, recurrent pattern of behaviour a person fecls driven to
perform (Sadock and Sadock, 2000).

The diagnostic criteria from DSM-1V-TR (2000) of compulsions are as follows-

1. Repetitive behaviours or mental acts that the person feels driven to perform in
response to an obsession, or according to rules that must be applied rigidly.

2. The behaviours or mental acts are aimed at preventing or reducing distress or
preventing some dreaded event or situation; however, these behaviours or mental acts
either are not connected in a realistic way with what they are designed to neutralize or
prevent or are clearly excessive.

A person may have both obsessions and compulsions. It is certainly true that obsessions
are mental events, but not all compulsions are motor behaviour. Many patients have

covert, or mental compulsions that have all the main features of overt compulsions.

1.1.3: Symptoms of OCD

Most people with OCD have both obsessions and compulsions, but some people
experience just onc or the other. The symptoms of OCD may wax and wane over time,
Symptoms of OCD tend to come and go over time and range from mild to severe. OCD

symptoms are wide ranging. Most people with OCD generally fall into a set pattern or



Dhaka University Institutional Repository

cycle of thought and behaviour. Major symptoms of obsessions and compulsions are

discussed below:

Obsessions:

1. Contamination

Excessive fear or disgust, and preoccupation with avoiding: bodily waste or secretions-
urine, feces, saliva, blood; dirt or germs; sticky substances or residues; household
cleansing agents or chemicals; environmental contaminations-radon, asbestos, radiation,
toxic waste; touching animals; insects; becoming ill from contamination; making others

ill by contaminating them; diseases-AlDS, hepatitis, sexually transmitted diseases etc.

2. Hoarding, Saving, and Collecting
Worry about throwing things away, even scemingly useless itcms; urge to collect useless

things; urge to pick up items from the ground; uncomfortable with empty space-feel need

to f1ll it etc.

3. Ordering

Preoccupation with symmetry, exactness, or order; excessive concern that handwriting
be perfect or just so; concern with aligning papers, books, and other items a certain

perfect way elc.

4. Religious Obsessions, Scrupulosity
Excessive fear, worry, and preoccupation with: having blasphemous thoughts or saying
bad things; being punished for blaspbemous thoughts; concern with religious beliefs;

issues of right and wrong, morality; dwelling on religious images or thoughts etc.

5. Somatic

Excessive fear, worry, and preoccupation with: having an illness or negative reactions of

others to one’s appearance.
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6. Aggressive

Preoccupation and excessive, illogical fear of: harming self; harming others; acting on
unwanted impulses-e.g. run someone over, stab someone; harming others through own
carelessness; violent or horrific images in individual mind causing individual to do harm

to others ete.

7. Sexual

Unwanted, worrisome and intrusive sexual thoughts, images, or impulses; thoughts about
molesting own or other children; thoughts about being or becoming a homosexual;

thoughts or images of violent sexual behaviour toward others etc.

Miscellaneous Obsessions:

Urge to know or remember certain things-slogans, license plate numbers, names, words,
events of the past; fear of saying something wrong, not saying something just right, or
leaving out details; worry about losing things; worry about making mistakes; easily
bothercd by certain sounds and noises-clocks, ticking, loud noises, buzzing; excessive
superstitious fears with rigid adherence to them; excessive concern with lucky and

unlucky numbers with rigid adherence to them.

Compulsions:

1. Cleaning and Washing

Excessive, illogical, and uncontrollable hand washing, often performed in a ritualistic
way; showering or bathing, often performed in a ritualistic way; ritualistic tooth
brushing, grooming, shaving; cleaning of the house, certain rooms, yard, sidewalk, car;
cleaning of objects, household items; use of special cleansers or cleaning techniques;
avoidance of objects considered contaminated; avoidance of specific places-cities, towns,
buildings- considered contaminated; concern with wearing gloves or other protection to

avoid contamination.
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2. Checking

Checking over and over (despite repeated confirmation): some aspect of physical condition,

health-pulse, blood pressure, appearance; physical surroundings-locks, windows, appliances,

stoves etc,

3. Hoarding, Saving, and Collecting

Saving, collecting seemingly useless ilems; pick up useless items from the ground etc.

4. Repeating, Counting, Ordering

Repeating and rereading things, sometimes for hours; excessive writing and rewriting things;
repeating routine activities-going in and out of doorways, repeated crossing of thresholds,
getting up and down from a chair, combing hair, tying shoes, dressing and undressing over
and over; doing certain activitics a particular number of times; counting items-books on a
self, ceiling tiles, cars going by; counting during compulsive activities, such as checking and

washing; arranging items in a certain order-books, pencils, cupboards elc.

Miscellaneous Compulsions:

Mental rituals-prayers, repeating *good’ thoughts to counteract ‘bad’ thoughts (Note: Unlike
obsessions, these mental rituals are performed with the intention of reducing or neutralizing
anxicty); excessive need to repetitively ask others for reassurance when ample assurance is
evident to others, and has already been provided by those around individual; need to confess

wrong behaviour, even the slightest insignificant infractions of behaviour toward others,

Related symptoms:

Pulling own hair-from scalp, eyebrows, eyclashes, pubic area; acts of self-damage or self-
mutilation-picking skin; compulsive shopping.

Intense anxiety and even panic can come whenever the person attempts to stop the ritual. The
tension and anxiety build to such an intense degree that individual surrenders once again to
the thoughts or behaviours. Therefore, the symptoms of OCD are accompanicd by varying

degree of anxiety, depression, and depersonalization (Gelder, Mayou and Cowen, 2001).
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1.1.4: Sub classes of QCD

OCD can be classified into several sub classes according to their major symptoms which are
described below.

Checkers live with a more than normal sense¢ of being responsible for dangers and events
causing great damage or suffering as a result of their perceived ncgligence. They are
compelled to check things like doors, windows, taps, gas, locks and clectrical appliances ctc
in hope that they have prevented potential catastrophes from happening. Washers and
cleaners have obsessions surrounding contamination either to themselves or others. They live
in fear that unless they fulfill their compulsion cither themselves or someone clse will
become contaminated. Orderers and repeaters feel that they must arrange certain items or
repeat certain actions over and over in a particular, exact, or perfect way to somehow prevent
harm to them or a [oved one. They become extremely distressed if their things are moved,
touched, or rearranged.

People with purc obsessional thought experience unwanted intrusive thoughts and images of
causing danger or harm to others. [nstead of behavioural rituals, many cngage in repetitive
thoughts, such as counting, praying, or repeating certain words, to counteract their anxious
thoughts. They may also mentally review situations obsessively to ward off doubt and
relieve anxiety. Hoarders have difficulty in discarding items that most people would consider
rubbish. They develop a strong attachment to their hoarded items and overestimate their
importance. They are plagued by fear that may need them at some time in the future. People
with Scrupulosity are obsessed about religious or moral issues. Their sense of self discipline
goes beyond the normal code of behaviour. Their compulsions may involve prayer and

seeking reassurance from others regarding their moral purity.

1.2: Prevalence and incidence of OCD

The true prevalence of OCD has been a source of controversy in the literature. Early research
concluded that OCD was relatively rare, with general population estimates as low as 0.05%
(Karno & Golding, 1991). Two recent epidemiological studies reported a lower 1-year
prevalence rate (0.7%) than the 1-year rate (1.6%) found in the Epidemiologic Catchments
Area (ECA) study (Kringlen, Torgersen & Cramer, 2001; Andrews, Henderson, & hall,
2001). The only estimate of OCD’s prevalence in the general population made prior to 1983

was proposed by Ruedin, who estimated the prevalence to be 5 in 1000 (Rassmussen &
9



Dhaka University Institutional Repository

Fisen, 1990). The main knowledge about OCD based almost entirely on patient samples,
before the ECA study was carried out in the United States (Weissman et al., 1994). The
primary results of the latter were published 1984 (Meyer et al., 1984; Robins et al., 1984)
and further comprehensive analysis 1988 (Kamo ct al., 1988). A similar investigation was
carricd out in Edmonton in Canada with similar results (Koloda et al., 1994). Degonda et al.,
(1993) studied the prevalence of OCD in Zurich and came up to a one year prevalence of
0.3-0.8% in this city. The life-time prevalence of OCD in other parts of the world seems
similar to the findings in the United States: Puertorico 2.5%, Munich 2.5%, Korea 1.9% and
New Zealand 2.2%. The prevalence in Taiwan seems to be lower than other regions.
Generally the six-month prevalence of OCD in the general population is estimated 0.7-2.1
and its lifetime prevalence 2-3% (Weissman et al., 1994; Jenike, 2004). Almost one out of
every 40 people will suffer from obsessive-compulsive disorder at some time in their lives.
Approximately 3.3 million American adults ages 18 to 54, or about 2.3% of people in this
age group in a given year, have OCD and about 2.3% of the U.S. population ages 18 to 54-
approximately 3.3 million Americans- has OCD in a given year (Source: excerpt from Facts
about OCD: NIMH).

The Incidence of OCI> might be more probable at time of hormonal changes like in
pregnancy and childbirth; the symptoms may increase in intensity during the menstrual
period (Rasmussen and Eisen, 1984). The possible role of pregnancy in the onset of OCD is
investigated in some studics (Williams & Koran, 1997; Neziroglu et al., 1992). There are
some reports of increase prevalence of OCD in widowhood (Nestadt et al., 1998). The QCD

patients might be less fertile than the general population (Noshirvani et al., 1991).

1.2.1: Sex ratio

The prevalence has generally becen reported higher in women than men (Saxena & Rauch,
2000; Pigott, 2003). The reverse was the case only in Germany (Sasson et al., 1997). The

lifetime prevalence in women has been reported as 0.9%-3.4% (Weissman et al,, 1994).

1.2.2: Ordinal position

It was assumed previously that OCD were significantly more prevalent in first-born children,

but this has not been confirmed in recent studies (Nestadt et al., 1994).

10
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1.2.3: Marital status

Men are likely not to be married and display a higher frequency of symptoms such as sexual,
exactness and symmetry obsessions and odd rituals; by contrast, women are more likely to
be married. Recent evidence suggests an association between obsessional illness, separation,

and divorce (Yaryura-Tobias and Neziroglu, 1983).

1.2.4: Family, social class and education

Itis widely believed by clinicians that OCD is more common among those in higher social
classcs and with a higher educational background. The lifetime prevalence of OCD is lower

for those who have graduated high school than for those who have not (1.9% versus 3.4%).

1.2.5: Religion

There is some evidence to suggest that OCD may be associated with certain religions more
than others. However, Steketee, Quay & White (1991) did not find any specific association
between denomination and OCD. Moreover, obsessional patients were not found to be more

religious or guilty than anxious controls.

1.3: Association of OCD with other psychiatric conditions

A wide range of psychiatric and medical disorders have been hypothesized to be related 10
OCD and thus, together, to form a family of disorders known as obsessive compulsive (or
OCD) spectrum disorder. The grouping of these conditions is based on their
phenomenological similarities with OCD (i.e., obsessive thinking and/or compulsive
behaviors), as well as their having courses of illness, co morbidity and family history
patterns, biological abnormalitics, and treatment responses similar to OCD. The association

of OCD with other disorders is discussed below,

1.3.1: OCD and Obsessive Compulsive Personality Disorder (OCPD)

A number of empirical studies found that obsessional personality characteristics were quite
distinct from obsessive-compulsive symptoms and that the majority of patients with OCD do
not have a pre-morbid obsessional personality ( Rachman & Hodgson, 1980). Despite an

Axis Il co morbidity rate of 50-65%, the most common personality disorders in OCD are the

I
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dependent and avoidant patterns, with OCPD being less prevalent than one might expect
(Summerfeldt, Huta, & Swiuson, 1998). However, other studies continue to find elevated

levels of OCPD in clinical samples of patients with OCD (e.g., Samuels et al., 2000).

1.3.2: OCD and generalized anxiety disorder (GAD)

GAD is similar to OCD in that it is often associated with prominent ruminations, anxiety, a
lack of control over worry, and sometimes checking rituals (usually related to safety or
illness). In contrast to individuals with OCD, people suffering from GAD typically
experience worries about more ordinary life circumstances, including finances, work and
minor matters. However, for certain types of worries (e.g., health-related fears), the
boundaries can be more blurred. Also, when repetitive behaviours are present in GAD, they
are frequently cognitive and usually do not involve the common OCID rituals of washing,
cheeking, or counting. Despite overlap in the features of OCD and GAD, these disorders

typically do not occur together and arc usually easy to distinguish from one another.

1.3.3: OCD and mood disorder

OCD commonly co-occurs with a mood disorder. Bellodi, Scinto, Diaferia, Ronchi, and
Smeraldi (1992) found that among the 35.9% of OCD patients who also met criteria for a
mood disorder, only 15% rcported that the depression predated the OCD, suggesting that the
depression may have occurred in response to the OCD. Demal, Lcnz, Mayrhofer,
Zapotoczky, and Zitterl (1993) found that 79% of OCD patients had clinical levels of
depression. According to a study by Ricciardi and McNally (1995), presence of co morbid
depression seems to be related to more severe obsessions but is not related to the severity of
compulsive behaviours. For decades clinical researchers have recognized a close relationship

between OCD and depression (e.g., Lewis, 1936; Rosenberg, 1968; Stengel, 1945).

1.3.4: OCD and bipolar disorder

OCD has a complex relationship with bipolar disorder. In one study, 20% of people with
bipolar disorder had OCD, twice the number seen in unipolar depression (which is also
higher than people with no diagnosis). A group of researcher has looked at now OCD and

bipolar relate. They found that whereas unipolar depression was “incidental”’ i.e. not clearly
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related to the OCD, by contrast bipolar disorder seemed to be more directly related to the
OCD.

1.3.5: OCD and panic disorder

Panic disorder is also associated with OCD symptoms. Interestingly, behavioural treatment
of agoraphobia appears to decrease OCID symptoms in PD patients with obsessions or

compulsive behaviours (Fava, Zielezny, Luria and Canestrari, 1988).

1.3.6: OCD and phobias

Most OCD patients experience a lot of anxiety (De Silva & Rachman, 1992) and anxicty
disorders are commonly manifested along with OCD. In OCD patients there is high lifetime
prevalence of specific phobia (22%), social phobia (18%), and panic disorder (12%) as
reported by Rasmussen and Eisen, (1991). Phobias and OCD both involve intense, irrational
fears and repeated avoidance of anxiety-provoking objects and/or situations. Furthermore,

recent studics indicate that 7% of those with OCD also have one or more phobias.

1.3.7: OCD and schizophrenia

Joseph Zohar, MD (Tel Hashomer, lIsrael- Obsessive Compulsive Spectrum Disorders
Conference, 2006}), presented a paper outlining the empirical data supporting the possible
inclusion of a schizo-obsessive subtype of schizophrenia. Available data suggests little
correlation between the severity of OCD symptoms (which are typically moderate to severe)
and core schizophrenic symptoms. Fifteen out of 18 studies revealed at least a five-fold
elevation of OCD prevalence in schizophrenia compared to general population (e.g., ranging
from a low of 3% to a high of 64% depending on patient sclting and methodology). Higher
rates of disorders in the OC spectrum (BDD, chronic tic, etc) also occur in these individuals

as compared to schizophrenia patients without OCD.

1.3.8: OCD and cating disorder

Thiel, Broocks, Ohlimeier, Jacoby, and Schussler (1995) found that 37% of patients with
anorexia nervosa or bulimia nervosa also met criteria for OCD. Similarly, Schwalberg,
Barlow, Alger, and Howard (1992) found that 15% of bulimic individuals had a lifetime

diagnosis of OCD. OCD diagnoses were assigned in 5% of individuals (or fewer) for each
13
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other group (social phobia, PD, obese binge eaters). In a group of 62 OCD patients, 12.9%

met criteria for an eating disorder,

1.3.9: OCD and hypochondria/health anxiety

Hypochondria / Health Anxiety are based on an individual's misinterpretation of symptoms,
and exist despite medical reassurance that the individual does not have a disease or iliness.
Hypochondria have numerous obsessive-compulsive features that are quite similar to those
of OCD. One cssential difference between the two conditions is that those with OCD often
fear getting a disease, while those with hypochondria fear already having a disease. Perhaps
the most significant similarity linking OCD and Hypochondria is the cyclical process by

which the symptoms of both increase.

1.3.10: OCD and autism

Eric Hollander, MD (New York, NY- Obsessive Compulsive Spectrum Disorders
Conference, 20060)) presented evidence suggesting that autism may fit into the obsessive
compulsive spectrum. Autism is a neurodevelopmental disorder with strong genctic factors
(¢.8., 90% concordance with identical twins). One of the core symptom arcas of autism is
repetitive behaviors and compulsivity and there are elevated rates of QCD-like behavior in
individuals with autism (e.g., up to 25% with contamination obsessions and 32% with

ordering compulsions).

1.3.11: OCD and Body dysmorphic disorder (BDD)

BDD has obsessive-compulsive features that are quite similar to those of OCD. One recent
study found that 24% of those with BDD also had OCD. Perhaps the most significant
similarity linking BDD and OCD is the cyclical process by which the symptoms of both
increase. Katharine Phillips, MD (Obsessive Compulsive Spectrum Disorders Conference,
2006) examined the relationship between body dysmorphic disorder (BDD) and OCD.
Available data suggest that BDD and OCD have many similarities but also apparent
differences. However, individuals with BDD have poorer insight (i.e., approximately 2% of
OCD patients are currently delusional vs. 27-39% of BDD patients). Furthermore,

compulsions in BDD (e.g., checking mirrors) appear less likely to reduce anxiety or distress.

14
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1.3.12: OCD and Trichotillomania (TTM)

TTM has obsessive-compulsive features. Dan J. Stein, MD, PhD (Cape Town, South Africa-
Obsessive Compulsive Spectrum Disorders Conference, 2006)) presented on TTM and
OCD. TTM may be better conceptualized as a stereotypic disorder. OCD and stereotypic
disorders have some overlap (i.c., both have repetitive and ritualistic symptoms) but also

have some differences (stercotypes are often driven by affect rather than by obsessions).

1.3.13: OCD and Tourette's syndrome (TS)

Euripedes Miguel, MD, PhD (Sao Paulo, Brazil- Obsessive Compulsive Spectrum Disorders
Conference, 2006)) cxamined the relationship between OCD and TS. Among patients with
TS, 60% have obsessions and/or compulsions and 30% have full-blown OCD. Among
patients with OCD, 40% have had a history of a tic disorder. Patients with OCD and tics as
opposed to patients with OCD without tics have several distinguishing features. For
example, patients with both OCD and tics are more likely to have an earlier age of onset,
hoarding behavior, repeating rituals, tic-like compulsions, symmetry/ordering, and
aggressive obsessions than OCD counterparts without tics. Evidence supporting a close
association between OCD and tics include similar clinical presentations; co morbidity
patterns; course; genctic data and certain neuroimaging. Evidence that argues against an
association with OCD includes neuropsychological data and pharmacological treatment

involving different classes of drugs.

1.3.14: OCD and Parkinson's disease

Laura Marsh, M) (Baltimore, MD- Obsessive Compulsive Spectrum Disorders Conference,
2006)) reviewed the evidence for obsessive-compulsive spectrum behaviors in Parkinson's
disease. An estimated 80- 90% of Parkinson's patients have a psychiatric disturbance over
the lifetime of the disease, some of which are prodromal to the onsct of motor symptoms.
There is no consistent evidence for increased rates of OCD or OC symptoms in Parkinson's
disease, which is in contrast to the higher rates of co-morbid anxiety disorders that occur in

patients with Parkinson's.
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1.3.15: OCD and addictive disorders

Epidemiological data support a greater than expected co-occurrence of OCD and substance
dependence (odds ratios from 2 to 4), but a weaker relationship between pathological
gambling and OCD (odds ratio 0.6). Regarding clinical course, addiction is characterized by
high rates in adolescents and young adults and a decline in prevalence over the age spectrum.
In contrast, OCD often has an carlier onset and lacks a peak with a rapid decline. With
respect 1o gender differences, addictions typically have a male to female ratio of 2:1 which
differs from a 1:1 ratio for OCD. The pharmacological and behavioral therapeutic

approaches for OCD and addiction are largely different.

1.4: Causes of OCD

Although the exact cause of OCD is not fully understood, studies have shown that a

combination of biological and psychological/environmental factors may be involved.

1.4.1: Biological cause

(a): Genetic

There is evidence to suggest that OCI) may be the result of certain inherited genes that affect
the development of the brain. No specific genes have been linked to OCD, but there is some
limited evidence that the condition runs in families. Studies of OCD patients and their
families have established a 10% prevalence of OCD in first degree relatives (an additional
8% have a sub clinical degree of OCD symptoms). The genetic connection seems to be
higher if the onset of OCD is before age 14. In studies of twins, there is a 63% concordance
rate for OCD in identical twins. A comprehensive review of studies of twins shows that in
children, genetic influences account for 45 to 65% of the risk of developing OCD (van
Grootheest DS et al 2005). In another study, researchers at the National Institutes of Health’s
National Institute on Alcohol Abuse and Alcoholism identified a gene variant that doubles a

person’s risk of developing OCD (Hu XZ et al 2006).

(b): The serotonergic system

The chemical serotonin seems to play a part in OCD. Serotonin deficiency has also been

implicated in anxiety, depression, and other psychiatric disorders. (Yaryura- Tobias and
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Neziroglu, 1997).Various neuroimaging studies also suggest that an electrical dysfunction in
certain brain regions may contribute to OCD (Whiteside SP et al 2004). This observation is
supported by comparisons of brain activity taken by single photon emission computed
tomography and positron emission tomography from healthy controls and people with OCD.
Investigators have also suggested that OCD, tic disorders, or both may be caused by an
autoimmune response to streptococcal bacteria in some susceptible children (Arnold PD et

al.,, 2001). It is believed that these receptors may be abnormal in people with OCD (Jenike,
1996).

(¢): The basal ganglia

Brain imaging studies have shown that people with OCD have abnormalities in a part of the
brain known as the basal ganglia (a group of nerves). One theory is that OCD develops as a
result of a malfunction of the basal ganglia, which leads to a person with the condition
believing that they are under threat. Their conscious mind knows that the threat is not real,
but the subconscious, emotional power of the basal ganglia prevents the conscious mind
from shaking off the anxiety and fear. As a result, the brain adopts compulsive behaviour as

a kind of coping strategy.

(d): Autoimmune diseases

Research has found that certain autoimmune diseases, such as Sydenham’s chorea, rheumatic
fever, pediatric streptococcal infections, and lupus, also may cause some cases of OCD. In
some studies, an association of OCD with von Economo’s encephalitis, hypothalamic
lesions, head trauma, brain tumors, and epilepsy has been demonstrated. However, most
cases of OCD occur without such causative explanations (Jenike, 1998; Yaryura-Tobias and

Neziroglu, 1997).

1.4.2: Psychological cause

Some psychological and environmental factors may develop OCD. These factors are as
follows- stress , abuse, changes in living situation, illness, death of a loved one, work- or
school-related changes or problems, relationship concerns, interpersonal relationships,
parental influence, perfectionistic beliefs ( McFall & Wollershein, 1979), inflated
responsibility ( Rachman, 1976; Salkovskis, 1985), deficits or abnormalities in decision
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making ( Reed, 1985; Persons & Foa, 1984; Sher, Mann & Frost, 1984), thought action-
fusion ( Rachman, 1993), meta-cognitive beliefs (Clark & Purdon, 1993; Wells & Matthews,
19943,

1.5: Effects of OCD

OCD is a common, serious anxiety disorder that can have a significant impact on function.
The obsessions or compulsions are time-consuming and interfere significantly with the
person’s normal routine, occupational functioning, usual social activitics, or relationships
(Sadock and Sadock, 2003). OCD occurs in a spectrum from mild to severe, but if severe and
left untreated, can destroy a person's capacity to function at work, at school, or cven in the
home.

The occupational and social effects of an OCD depend on the severity of the problem. In
mild to moderate cases, patients are usually able to continue working and maintain a
reasonable social life. However, in severe cases the social and occupational effects of the
disorder can be incapacitating.

Married lifc can be affected by this disorder. The divorce and separation rate is high for
people affected by this disorder, among the highest of any group with psychological or
psychiatric problems. If the obsessional fear or concern centers on contamination from
bodily products, it ts not uncommon to find associated sexual problems.

OCD can be a pervasive and time-consuming discase, affecting the way someone works,
plays, eats, thinks and interacts. People with OCD may spend many hours a day focusing on
their obsessions and compulsions. It is no wonder that their interpersonal relationships often
suffer.

The quality of life is diminished in OCD. The World Health Organization defines six arcas
for assessing the quality of life: physical health, psychic health, leve!l of Independence, social
relations, environmental health, individual and spiritual beliefs (Koran, 2000). The juncture
of health to familial, social and occupational factors has been evaluated and reviewed in
OCD patients (Koran et al., 1996; Steketee, 1997). Problems indicated by OCD patients were
problems in social relationships, financial problems and decrease in learning ability. Many
patients point out the lowering of self-esteem and suicidal ideations. Severe problems
according to compulsive rituals seem also bothersome (Hollander, 1997). Deficits in social

functioning and quality of life of individuals with this disorder may contribute more to their
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“burden”, suffering and disability (Bystritsky et al.,, 2001). The quality of life of these
patients has been worse according to studies comparing them with other chronic disorder

(Koran et al., 1996; Bobes et al., 2001).

1.6: Measurement of Obsessive Compulsive Disorder

A number of self-report and clinician-administered instruments are available to provide a
more detailed measurement of the frequency, severity and diversity of obsessive-compulsive
symptoms. These measures are most useful for quantifying the severity or intensity of QCD
and are thercfore particularly valuable in evaluating treatment effectiveness. Morcover, most
of these measures assess a range of obsessional content, which can be useful in determining
OCD subtypes and planning treatment.
There are several scales that measure the nature and intensity of OCD symptoms. These are
as follows-

t. The Maudsley Obsessive compulsive Inventory (MOCI) is a 30-item true-false self-

report questionnaire developed by Hodgson and Rachman (1977).
2. Yale-Brown Obscssive-Compulsive Scale (YBOCS) is a 10-item clinician-rated

scale (Goodman et al., 1989).

(O8]

Clark-Beck Obsessive- Compulsive Inventory (CBOCI) is a 25-item sclf-report

questionnaire (Clark & Beck, 2002; Clark, Antony, et al., 2003).

4. Compulsive Activity Checklist (CAC) is a 62-item clinician-administered schedule
(H.,Richard, 1975).

5. Obsessive-Compulsive Inventory (OCI) is a 42-item self-report questionnaire (Foa,
Kozak, Salkovskis, Coles & Amir, 1998).

6. Dhaka University Obsessive compulsive Scale (DUOCS) is developed for screening

and determining severity of the Obsessive Compulsive Disorder (Mozumder, K. &

Begum, R. 2005).

1.7: Cognitive models of OCD
1.7.1: The Salkovskis model

A comprehensive cognitive analysis of OCD, and one based within Beck’s cognitive theory,
has been presented by Salkovskis (1985). Salkovskis’s original formulation integrated

important cognitive and behavioural concepts in the cognitive formulation of obsessional
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problems. It combined features of earlier models such as the concept of inflated
responsibility (e.g. Rachman, 1976), beliefs about thought and action (e.g. McFall &
Wollersheim, 1979) with behavioural principles. Salkovskis (1985, 1999) proposed that
specific intrusions become more frequent, intense, and distressing as a result of a person's
inflated sense of personal responsibility. Salkovskis defined an inflated sense of
responsibility as a person's tendency to believe that they may be pivotally responsible for
causing or failing to prevent harm to themselves or others. According to this view, an
inflated sense of responsibility causes one to develop certain patterns of response to specific
(rather than all) intrusive thoughts, impulses, or images. These patterns of response are
attempts to neutralize (put matters "right" and make amends for) the unwanted intrusions,
thereby reducing the distress caused by them. Examples of "neutralizing” include thought-
control strategies such as thought suppression, deliberately thinking good thoughts, or
compulsive acts such as hand-washing and constant rechecking for possible sources of
danger (Freeston & ILadouceur, 1997). Thus, like Rachman (1997, 1998), Salkovskis'
conceptualization of OCD implies that individuals with OCD hold particular perceptions of
self and the world (i.e., harm is preventable in the world and one is able to prevent hanm).
However, Salkovskis also argued that neutralizing behaviors in and of themselves lead to a
debilitating cycle that reinforces the person's scnse of responsibility and the subsequent
negative appraisals of the thought. The temporary reduction of anxiety caused by
neutralizing and its "success” in preventing the dreaded event is purported to reinforce the
belief that one's actions are pivotal in preventing harm, thereby leading to an escalation in
the frequency of the neutralizing. This in turn focuses even more attention on the intrusive
thought, image or impulse, increasing its perceived frequency and the significance attached
to its content or occurrence. Salkovskis et al. (1999) also proposed that the development of
an inflated sense of personal responsibility may be associated with "a high degree of
conscientiousness, marked by dedication to work and an acute sense of social obligation"
(Salkovskis et al., 1999; p: 1060).

Salkovskis, Richards and Forrester (1995) define neutralizing as: voluntarily initiated and
conducted activity which is intended to have the effect of reducing the perceived level of

responsibility’ (p. 285).
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Figure-1: Integrated schematic model describing the cognitive hypothesis of the origins and
maintenance of obsessional problems. Authors: Salkovskis, P.M., Forrester, E., Richards, C.

(1988) British Journal of Psychiatry, 173 (Suppl. 35, 53-63.
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1.7.2: The Wells and Matthews meta-cognitive model

Wells and Matthews (1994) present a prototypical model of OCD mapped  on a detailed
cognitive processing framework of vulnerability to emotional disorder. They suggest that
intrusions activate belicfs concerning the significance of the intrusion. In a meta-cognitive
framework, beliefs about intrusions are relevant in understanding OCD. Rachman (1993) has
introduced a useful new concept of ‘thought-action fusion’ (TAF) which represents meta-
cognitive beliefs equating thoughts with actions (e.g. having a thought about harming my
children means [ am going to harm them). It is proposed that beliefs supporting the fusion of
thought and action and positive and negative beliefs about rumination and neutralizing
strategies are relevant in conceptualizing OCD. Once an intrusion has been appraised as
dangerous, the individual is compelled to select a strategy for overcoming this danger. The
strategy sclected is determined by beliefs held concerning different strategies. In some
instances, the individual will continue to ruminate and reprocess the intrusion, in order to

challenge the intrusion’s validity.

1.7.3: A gencral working model

An outline general working model of relationships between beliefs, behaviours and emotion

in OCD is depicted in the following figure.

Trigger

Activates meta-beliefs

Appraisal of
intrusion

Be]i%f abﬁul

rituals

Behavioural Emotion

Figure-2: A cognitive model of OCD
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In this model a trigger (most often an intrusive thought or doubt, although an intrusive
feeling/ emotion can also act as a trigger) activates beliefs concerning the meaning of the
trigger. The beliefs relevant at this level include: beliefs about the dangers and meaning of
thought encompassing themes of thought-action fusion and thought-event fusion; and beliefs
about the consequences of emotion/ discomfort. These beliefs influence the nature of
appraisal of intrusions. A further influence on appraisals of intrusion results from beliefs that
the individual holds concerning rituals and behavioural responses. Two types of beliefs are

relevant here: positive and negative beliefs.

1.8: Cognitive behaviour therapy (CBT)

Cognitive therapy was developed by Aaron T. Beck at the University of Pennsylvania in the
early 1960s as a structured, short-term, present-oriented, psychotherapy for depression,
directed toward solving current problems and modifying dysfunctional thinking and
behaviour (Beck, 1964). Cognitive therapy helps the client learn effective self-help skills that
are used in homework assignments that help changing the way of thinking, feeling and
behaviour. CBT is a category of psychological treatments that are used effectively to treat
OCD. Most cognitive behavioural therapies have the following characteristics:

1. CBT is based on the cognitive model of emotional response: CBT is based on the
scientific fact that our thoughts cause our feelings and behaviours, not external things, like
people, situations and cvents. The benefit of this fact is that we can change the way we think
to feel/ act better even if the situation does not change.

2. CBT is briefer and time-limited: CBT is considered among the “fastest” in terms of results
obtained. The average number of sessions clients receive (across all types of problems) is
only 16.

3. CBT therapists focus on teaching rational self-counseling skills: CBT therapists believe
that the clients change when they learn to think differently; therefore, CBT therapists focus
on teaching rational self-counscling skills.

4. CBT is a collaborative effort between the therapist and the client: Cognitive behavioural
therapists seek to learn what their clients want out of life (their goals) and then help their
clients achieve those goals. The therapist’s role is to listen, teach and encourage, while the

client’s roles is to express concerns, learn and implement that learning.
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5. CBT is based on stoic philosophy: CBT does not tell people how they shouid feel. CBT
teaches the benefits of feeling, at worst, calm when confronted with undesirable situations.

6. CBT uses the Socratic Method: Cognitive behavioural therapists want to gain a very good
understanding of their clients concerns. That’s why they often ask questions. They also
encourage their clients to ask questions of themselves.

7. CBT is structured and directive: Cognitive behavioural therapists have a specific agenda
for each session. Specific techniques/ concepts are taught during each session. CBT focuses
on helping the client achicve the goals they have set. CBT is directive in that respect.

8. CBT is based on an cducational model: CBT is based on the scientifically supported
assumption that most emotional and behavioural reactions are learned. Therefore, the goal of
therapy is 1o help clients unlearn their unwanted reactions and to learn a new way of
reaching.

9. CBT theory and techniques rely on the Inductive Method: A central aspect of
Rational/thinking is that it is based on fact, not simply assumptions made. The inductive
method encourages individual to look at their thoughts as being hypotheses that can be
questioned and tested. If they find that their hypotheses are incorrect, then they can change
their thinking to be in linc with how the situation really is.

10. Homework is a central feature of CBT: CBT therapists assign reading assignments and

encourage their clients to practice the techniques learned.

1.9: Studies on effectiveness of CBT for OCD Clients

QCD is often a chronic, relapsing iliness. Fortunately, through research supported by the
National Institute of Mental Health (NIMH) and by industry, effective treatments have becn
developed to help people with OCD. Until the mid 80’s of the previous century, the OCD
was assumed to be a rare condition with poor outcome (Nestadt et al., 1998).

There are many cffective treatments for OCD, ranging from therapy to self-help and
medication. However, the treatment for OCD with the most research supporting its
effectiveness is CBT. CBT helps people to learn to use the power of their own behaviour to
change their thoughts and feelings for the better. In a recent review, research examined 7
different psychological studies and 10 comparison studies (usual care) to consider the
efficacy of CBT treatment for OCD. Patients receiving any form of CBT had significantly

fewer obsessive compulsive symptoms post-treatment than subjects receiving treatment as
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usual.  Theoretically, CBT can be employed in any situation in which there is a pattern of
unwanted behaviour accompanied by distress and impairment. Completion of a course of
cognitive behaviour therapy (CBT) is an important part of recovery from OCD. Research by
Dr. Lewis Baxter of UCLA demonstrated that behaviour therapy results in positive changes
in brain activity similar to those changes brought about by successful drug treatment
(Yaryura-Tobias and Neziroglu, 1997). Salkovskis and Warwick (1985) reported one of the
first single-case studies in which an cvidence-gathering technique was used to modify an
overvalued idea (“1 will give myself cancer by using contaminated cosmetics”) in a woman
with severe OCD who relapsed after a trial of ERP. Since this study, these have also
supported the effectiveness of CBT based on the newer cognitive appraisal theories of QCD.
Simos and Dimitrion (1994) used audio taped habituation and reassessment of responsibility
to reduce a harming obsession. Freeston (2001) reported on the successful treatment of a 14-
year-old boy who compulsively brushed his teeth, using a cognitive-behavioural treatment
rationale, modification of beliefs about perfection, and gradual introduction of response
prevention. Sookman and Pinard (1999) reported substantial reductions in obsessive-
compulsive symploms, depression, and maladaptive beliefs for 6 out of 7 treatment-resistant
patients with OCD who received, on average 10 months of weekly CBT.

Cognitive behaviour therapy helps by providing the person with OCD the tools necessary 1o
manage their obsessions and compuisions. Continued practice and use of the tools and skills
learned in CBT help keep symptoms manageable. Successful behavioural treatment requires
motivation and daily practice. Initially, it can appear quite challenging, even scary-but
obtaining relief from OCD symptoms makes it worthwhile. When used together, medication
and behaviour therapy complement each other. Medication alters the level of serotonin,
while behaviour therapy helps to modify behaviour by teaching the person with OCD the
skills to resist compulsions and obsessions. Medication can reduce individual anxicty level,
thus making it easier to implement cognitive behaviour therapy principles.

One study provides ncw evidence that cognitive behavioural therapy may also prove
effective for OCD. This variant of bchaviour therapy emphasizes changing the OCD
sufferer's beliefs and thinking patterns. Additional studies are required before the promise of
cognitive behavioural therapy can be adequately evaluated. The ongoing search for causes,
together with research on treatment, promises to yield even more hope for people with OCD

and their families. There have been several studies published on the efficacy of combined
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treatments for OCD. The first comparison (Marks, Stern, Mawson, Cobb, & McDonald,
1980; Rachman et al., 1979) included 48 patients with OCD, of which 40 were completers.
Patients with covert compulsions only were excluded. In the first 4 weeks, the patients
received treatment with a maximum of 225 mg of clomipramine or placebo or an outpatient
basis. From weeks 4-10, the patients were admitted to hospital. During the first 3 weeks of
hospitalization, they received 15 sessions of cither exposure or relaxation. After week 7,
relaxation was terminated. After week 10, the patients were discharged from hospital. The
medication was continued until week 36 and then tapered off over a period of 4 weeks
(Marks et al., 1980). The patients were followed up naturalistically for 6 years (O’Sullivan,
Noshirvani, Marks, Monteiro, & Lelliott, 1991). The results were analyzed after 7 weeks of
treatment. At that point, the specific treatments (clomopramine and exposure in vivo) yielded
more improvement than the control treatments (placebo and relaxation). Although the
combination of clomipramine with exposure in vivo yielded slightly superior results relative
to the three other conditions on most ratings, there was no statistically significant interaction

between exposure in vivo and clomipramine.

1.10: Treatment of QCD

Prior to studies in the 1980°s, the usual view of OCD was that it was a relatively rare
disorder with a poor prognosis. lHowever it is now recognized to be much more common (2-
3% prevalence rate), it is generally seen to be treatable, with some 60%-80% of patients

showing at least some response to treatment.

1.10.1: Pharmacological management: OCD is more common than generally

believed 20 years ago. It appears to be largely a neuropsychiatries condition, rather than a
product of overly strict upbringing (as was once believed). Although OCD can have a
paralyzing impact if not properly diagnosed and treated, there are fortunately behavioural
and pharmacological approaches available that can help many of the sufferers from this

potentially devastating illness.

(a): Drug treatment: Medications can help make the therapy go faster and easier, so

often recommend the combination of BT/CBT and medication. Many psychiatrists believe

that pharmacological treatment is of considerable value in obsessive compulsive disorder,
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and there is evidence that some types of medication are effective. The most effective
medications to treat OCD belong to the family of drugs known as antidepressants. The five
most useful medications are fluvoxamine (luvox), flextime (Prozac), sertraline (Zoloft),
paroxetine (Paxil), and clomipramine (Anafranil). Citalopram (Celexa), venlafaxin,
(Effexor), nafazodone (Serzone), and other antidepressants also may be uscful, but  more

study is needed.

(b): Psychosurgery: Psychosurgery, or the physical destruction of small amounts of
brain tissue, is extremely rare. It is an invasive and drastic form of treatment, although the
techniques used are now much more refined than they were, and therefore have fewer side
effects than in the early days. It is used only in severe cases of OCD when several trials of

CBT and thorough trials of all antiobsessional medication have been tried.

(¢): Electro convulsive therapy: Occasionally, severe obsessive- compulsive

patients have been treated with ECT (also called electric shock therapy). In this procedure,
convulsions or fits are induced by passing a small electric current through the brain from
electrodes applied to the head, while the patient is under the effects of a short-acting an

aesthetic and a muscle relaxant.

1.10.2: Psychological treatment
(a): Behaviour therapy

Studies of behaviour therapy for OCD have found it to be a successful treatment for the
majority of patients who complete it. For the treatment to be successful, it is important that
the therapist be fully trained to provide this specific form of therapy. It is also helpful for the
patient to be highly motivated and have positive, determined attitude. The positive effects of
behaviour therapy endure once treatment has ended. A recent compilation of outcome studies
indicated that, of more than 300 OCD patients who were treated by exposure and response
prevention, an average of 76% still showed clinically significant relief from 3 months to 6
years after treatment (Foa & Kozak, 1996).

There are different types of therapy for both overt compulsions and covert obsessional

phenomena, such as exposure and response prevention, modeling, imaginal exposure,
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systematic desensitization, exercise, relaxation techniques, thought-stopping, thought-

switching, thought-control, habituation training, extinction, distraction etc.

(b): Psychotherapy

Traditional psychotherapy, aimed at helping the patient develop insight into their problem, is
generally not helpful specifically for OCD symptoms. Traditional psychotherapy may be of
benefit as part of a trecatment package for patients who have been ill and isolated for many
years or for those whose illness started at an early age. The aim of the therapy, carried out in
sessions in which the patient is encouraged to ‘free associate” is to unravel these hidden

factors and solve them.

(c): Hypnotherapy
There is no satisfactory evidence that hypnotherapy has much to contribute in treating OCD.

Some paticnts and/or their familics are fascinated by the very idea of hypnotherapy and ask

for it when they come for help, but faith in its efficacy is misguided.

(d): Group therapy

Group therapy is another helpful OCD treatment. Through interaction with fellow OCD
sufferers, group therapy provides support and encouragement and decrcases feelings of
isolation. Treating patients in a group setting is sometimes undertaken by therapists for
various conditions. For example, paticnts with difficulties in social skills are often treated in

social skills groups.

(e): Family therapy

OCD often causes problems in family life and social adjustment, family therapy often
advised. Family therapy promotes understanding of the disorder and can help reduce family

conflicts. It can also motivate family members and teach them how to help their loved one.
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1.11: Reasons for using CBT for the present study:

Cognitive behaviour therapy was used for the present study for the following reasons:

+

Cognitive-behaviour therapy (CBT) is the recommended psychological treatment and
relapse prevention for OCD, with research studies backing its effectiveness.

CBT is a short term and structured psychological therapy that looks at the
relationship between what clients think what clients feel and how clients respond.
CBT is a combination of cognitive therapy, which examines cognitive processes such
as unwanted thoughts, attitudes, and beliefs and behavioural therapy, which focuses
on behaviour in response to those thoughts.

CBT is explicitly based on learning and cognitive principles. Twelve to 16 sessions
are typical, though the function of each individual will determine the duration of
treatment (Franklin, Foa, 2002). Treatment may be stopped if significant symptom
reduction has lasted for at least 4 consccutive wecks. Thereafter, periodic booster
sessions are helpful to maintain gains and prevent relapse (Foa, Liebowitz, Kozak,
2005).

CBT helps clients to fight back against OCD and not carry out clients compulsions.
As the clients learn to think and do things differently, he/she will bc able to see that
the anxiety he/she feel as a result of OCD will begin to go away.

As the client start to feel less anxious and worried about OCD, he/she begin to feel
more confident to resist doing what OCD wants he/she to do and to confront his/her
fears and doubts.

Using CBT strategies to overcome the clients OCD will take time, practice and lots
of practice. The more he/she put into it, the more he/she will get out of it.

The 3 central aspects of CBT therapy for OCD:

Exposure—placing the client in situations that elicit anxiety related to their
obsessions.

Response prevention—deterring the ritualistic or compulsive behaviors that may
serve to reduce or avoid anxiety

Cognitive therapy—training the client to identify and refrain from anxiety-
provoking cognitions.

Finally, family involvement is often central to the success of CBT. Family members

may accommodate the patient’s symptoms by facilitating avoidance, assisting with
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ritualistic behaviors, or inadvertently facilitating the development of the disorder by
participating in rituals (e.g, providing reassurance, allowing compulsive avoidance of
feared stimuli, and tolerating delays associated with ritual completion). Given this,

CBT often includes the client’s spouse, parents, and significant others,

1.12: Rationale of the present study

From the intensive literature review it was seen that OCD affects a person’s normal routing,
occupational functioning, usual social activities, physical health, psychic health, level of
independence, social relations, environmental health, individual and spiritual beliefs. It also
destroy a person's capacity to function at work, at school, or even in the home and it
increases person’s financial problems and decreases in learning ability.

There are many effective treatments for OCD, ranging from therapy to self-help and
medication. However, the treatment for OCD with the most research supporting its
effectiveness is CBT and completion of a course of CBT is an important part of recovery
from OCD. A number of research have shown that substantial reductions in obsessive-
compulsive symptoms, depression, and maladaptive beliefs for 6 out of 7 treatment-resistant
patients with OCD who received, on average 10 months of weekly CBT, Continued practice
and use of the tools and skills leamed in CBT help keep symptoms manageable. Successful
behavioural treatment requires motivation and daily practice. Initially, it can appear quite
challenging, even scary-but obtaining relief from OCD symptoms makes it worthwhile.
When used together, medication and behaviour therapy complement cach other. Medication
alters the level of serotonin, while behaviour therapy helps modify behaviour by teaching the
person with OCD the skills to resist compulsions and obsessions. Medication can reduce
individual anxiety level, thus making it easier to implement CBT principles. Several studies
have been published on the efficacy of combined treatments for OCD (Marks, Stern,
Mawson, Cobb, & McDonald, 1980; Rachman et al., [979). But in Bangladesh, very few
studies had been conducted on the efficacy of CBT in the treatment of QCD. From the world
wide literature review, it was seen that OCD is often a chronic global problem, relapsing
iliness and it occurs with considerable frequency in both developed and developing countries
(AT - Issa and Oudji, 1998). As CBT is structured and time-consuming therapy, it will in turn

contribute to the client’s overall functional level.
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For all the above mentioned reasons the present study was conducted to see the effectiveness

of CBT on patients with OCD.

It is hoped that, this study will contribute a treatment package in our country for different

health care professionals and clinical psychologists to manage successfully an OCD client,

1.13: General objective

To see the effectiveness of cognitive behaviour therapy on patients with OCD

1.13.1: Specific objectives

1) To sce the effectiveness of CBT on pharmacologically treatment resistant OCD patients

i) To compare the functional level changes of the clients of non responders to medication

before, mid and after receiving CBT treatment

tii) To compare the functional level changes of the clients of non responders to medication

{(who did not receive CBT) among before, mid and after measure

iv) To compare the functional level changes between the clients of nonresponders o

medication who received CBT and the non responders who did not receive CBT
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METHODOLOGY

2.1: Participants:

2.1.1: Sampling:

The sample of this study comprised of 17 subjects (9 males and § fcmales) having
Obsessive Compulsive Disorder and attending either the Dhaka Medical College
Hospital (DMCH) or Bangabandhu Sheikh Mujib Medical University (BSMMU) 1n
Dhaka. All these clients were referred to Trainee Clinical Psychologist for cognitive
behaviour therapy. One subject dropped after attending two sessions and two subjects
dropped after attending one session. So, the finat total number of sample was 14. All the
clients were randomly divided into two groups. Of the 14 samples 7 (4 males and 3
females) were in the experimental group (Group-A) and the rest 7 (4 males and 3
fermales) were in the control group (Group-B). All the clients of Group-A were from
lower middle class to upper middle class family. Among the clients one had graduation,
one passed S.S.C, and one clicnt was Hons. student and the other four had gone to school
up to class-X. The age range of the experimental subjects of this study was 21 to 43
years and thcir average age was 27.14 years. All the clients of Group-I3 were from lower
middle class to upper middle class family. Among the clients one had graduation, one
passed H.S.C, one passed S.8.C, two clients were Hons. student and the other two had
gone to school up to class-X. The age range of the control subjects of this study was 20-
40 years and their average age was 25.71 years. By maintaining the following criterion

all of the participants were sclected.

2.1.2: Inclusion criteria:

1. Clients who suffered from OCD at least for two years and reccived medication as
treatment

2. Clients who met DSM-IV criteria and clinical range of DUQCS score for OCD

3. Clients who did not have any experience of receiving CBT

4. Diagnosed adult cases of OCD of either sex
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2.1.3: Exclusion criteria:

Diagnosis of schizophrenia, neurological deficits or mental retardation.

A detail description of the client’s age, sex, education, occupation, socio-economic
status, marital status, duration of problem, current medicine status and major OCD

symptoms of Group-A and Group-B is given in Appendix no-7.8.

2.2: Design of the study:

The present study adopted systematic case study design with before, mid, after and
follow-up measurement. The researcher of this study chose this design for some reasons;
1. It is not possible to measure the problem specifically through a questionnaire.

2. Structured quantitative methodology may not be adequate to reveal all the related
information.

3. In case study assessment and measurement of the outcome of treatment takes long
time. Therefore, in the present study the sample size was small (Total-14, experimental
group-7 and control group-7).

4. Another reason for case study design was the unavailability of participants after threc
months for follow up sessions. Pre-post design was applied to find out the changes in

OCD symptoms.
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In short the design of the present study was

given in the following table:

(Identified 14 sample following inclusion criteria with informed consent)

Table-1.1: The present research design

Group-A (7 Clients)
(Non respondents to medication who

received CBT)

Group-B (7 Clients)
(Non respondents to medication who did

not receive CBT)

Pre-assessment

(First 3 sessions)

Pre-assessment

(First 3 scssions)

Mid-assessment (During 8 sessions)

Mid-assessment ( After 5 weeks)

Implementation of CBT

(7-10 sessions)

No CBT given

(8 sessions)

Post-assessment
After terminating intervention

(1 session)

Post-assessment
After 3 weeks

(1 session)

Follow up
(Three follow up sessions- first two for two
weeks interval and last one follow up for

one month interval)

Follow up
(Three follow up sessions- first two for two
weeks interval and last one follow up for

one month interval)

In the present study 14 clients were selected following inclusion criteria. After that half

(7 clients) of them were selected randomly for Group-A. The rest of 7 clients were

included in Group-B. Group- A received structured cognitive-behaviour therapy

whereas; Group-B did not reccived CBT but after three follow up sessions these 7 clients

will be refered for receiving CBT. Pre-assessment measures were done for both groups

with threc semi-structured interview sessions and mid-assessment scssions were also

done for both groups with one interview session. After completing the baseline

measurement, intervention were applied

on group-A for about 7-10 sessions (7-10

weeks). Finally 6 clients from group-A, three follow-up measurements were also taken

for one month and 15 days interval after

the termination but 1 client did not want to

continue their 2" and 3" follow up participation in the study. Also 6 clients from group-

B, three follow-up measurements were taken for one month and 15 days interval after the

termination but 1 client did not want to continue their 2" and 3™ follow up participation

n the study.
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2.3: Measures used:

For the present research the following instruments were used-
A. Adult initial assessment form for in-depth interview
B. Anxiety Scale ( Deeba & Begum, 2004)
C. Depression Scale ( Uddin & Raliman, 2005)
D. Dhaka University Obsessive Compulsive Scale ( Mozumder & Begum, 2005)
E. Self-rating measurement scale(11 point verbatl rating scale)
E. Observational report
All the assessment tools were applied before treatment and again following the

treatment.

2.3.1: In-depth interview:

For collecting qualitative data, in-depth interview is very important. Qualitative
interview is considered first for three reasons.

First, most qualitative researchers at some stape use some form of qualitative
interviewing. Many use this as their main method for generating data.

Secondly, many of the principles and issues raised in a discussion of qualitative
interviewing are relevant to other methods also.

Thirdly, qualitative interviewing actually can involve some techniques more commonly

associated with other methods, for example, observing, generating and using visual data.

Adult initial assessment form was used to collect demographic information and some
aspects of personal, social, family, occupation and medical history of the clients. The
interview also focused on the description of the specific stressful incidents or
precipitating factors, other major life events, previous mental health status or childhood
history and predisposing factors. Effect of the present problem and other maintaming
factors were known through the interview. Maximum open-ended questions were used

during the interview. Adult initial assessment form is attached in Appendix no-7.5.
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2.3.2: Anxiety Scale:

To assess the base line anxiety and severity of the problems of the OCD clients and to
monitor progress during intervention phase, anxiety scale was used.

Anxiety scale was used among the professional clinical psychologists or by trainees in
Bangladesh. Decba and Begum (2004) developed Anxiety Scale (AS) to assess
symptoms of anxiety for Bangladeshi population. It is a 36-item scale that measures the
presence and severity of anxiety in an individual of Bangladesh. The initial scale
consisted of 39 items in S-point Likert format. Ilem analysis was done using 102 clinical
and 102 non clinical subjects. 36 items were selected for the final scale on the basis of
item-total correlation and discrimination value (both significant at « = 0.01).
Experimental try-out was conducted on 410 participants (207 clinical and 203 non-
clinical). Split-half reliability of the scale was 0.916 (a= 0.01) and the cronbach- alpha
reliability was 0.9468. The test-retest correlation (r = 0.688) was also found to be
significant (@ = 0.01). The content validity of the scale was measured by strictly
following the sequential system model of scale development and by expert’s input in
different stages of item construction. Three external criterion were found to be positively
corrclated with the present scale score (Psychiatrists’ rating, r = 0.317; patient’s self
rating, r = 0.591; HADS, r = 0.628; p<. 01). Construct validity was assessed by
discriminality of the scale among clinical and non-clinical samples (f = 60.275 at o =
0.01), and item-total correlation (which ranged from r = 0.399 to r = 0.748, p = 0.01).

Both severily and screening norms were developed for the current Anxiety Scale.

2.3.3: Depression Scale:

To assess the base line depression and severity of the problems of the OCD clients and o
monitor progress during intervention phase, depression scale was used.

Uddin and Rahman (2005) developed depression Scale (DS) to assess the symptoms of
depression for Bangladeshi population. It is a 30-item scale that measures the presence
and severity of depression in an individual. The split-half reliability was 0.7608 and test-
retest reliability was 0.599 (significant at a= 0.01). The scale was positively correlated

with the psychiatrists’ rating of depression (r = 0.377, significant at o = 0.01), on a group
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of 73 adult depressed subjects. Similarly, current depression scale was also found to have
positive correlation with patients’ self-rating of depression (r = 0.558, significant at ¢ =
0.01). Current depression scale discriminated between depressed and non-depressed
subjects (f = 85.86, significant at o = 0.001) on a group of 104 subjects (52 depressed
and non depressed subjects). Construct validity of current scale estimated by computing
correlation between current depression scale and depression sub-scale of translated
version of Hospital Anxiety and Depression ( Zigmond and Snaith, 1983, translated in
Bengali by Chowdhury, 2000) on a group of 73 depressed subjects and it was found that
these two scales were positively correlated ( r = 0.716, significant at « = 0.01 ),
Reliability and validity of the current scale were cnsured. A percentile norm assessing
severity of depression was developed based on responses of 124 depressed subjects. A
screening norm for depression identification was also developed based on responses of
the total 124 subjects (124 depressed subjects and 124 non depressed subjects).

Depression scale was developed in the cultural context of Bangladesh.

2.3.4: Dhaka University Obsessive compulsive Scale (DUOCS):

To assess the baselinc obsession/compulsion disorder as well as to monitor the change of
OCD symptoms after intervention, Dhaka University Obsessive Compulsive Scale was
used. It is a 20-item scale that measures the presence and severity of OCD in an
individual. Mozumder & Begum {2005) developed this scale to assess the symptoms of
OCD for Bangladeshi population. The computation was done on the data collected on a
sample of 316 participants. The split-half reliability was 0.8913 which was highly
significant (a¢ <=0.01). Alpha for the part-1 was 0.9146 and for part-2 it was 0.9090.
Cronbach Alpha was 0.9478, which is usually termed as excellent level of internal
consistency (DeVellis, 1991). A total of 76 non diagnosed incidentally selected
individuals participated as subject for testretest reliability. The final scale was
administered to the participants two times with an interval of two to three weeks. The
correlation coefficient (r=0.918) between the scores of two administration was
significant with 99% confidence interval (u<=0.01). The current scale and the translated
version of the MOCI (Mozumder & Begum, 2005) were administered concurrently to a

group of 86 OCD diagnosed clients, The correlation between the scores of two scales
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was calculated using Pearson product-moment coefficient. Significant correlation was
(= 0. 746, a <= 0.01). Construct validity of the current scale was assessed using
convergent and divergent (or discriminant) validation. In the process of discriminant
validity, the present scale’s ability to discriminate between two distinct groups (group of
OCD diagnosed clients and normal control group) of samples was explored. The scale
was able to discriminate between the two groups with a discrimination value of
F=336.29 which was significant at « <=0.01. Both severity and screening norms were
developed for the current DUOCS. The norms were developed based on 158 OCD
diagnosed cases and 158 normal control. The optimal cut-off score for the present scale
to be used as a screening tool is 17, which achieved a sensitivity of 87% and specificity

of 90%. The area of the present scale was 0.923 which was significant at « <=0.01 level.

2.3.5: Self rating measurement scale:

A self rating measurement scale was used by the clients and by the care giver, to
determine the base line level of problem (OCD symptoms) and to monitor change or
improvement after applying psychological intervention (CI3T). This is an 11-point rating

&

scale, ranged from 1 to 10. In which “0” was considered as “no problem” and “10”

indicated “highest level of problem”.

2.3.6: Observational report;

To determine the obscrvable features of the clients for their disorder and to monitor the
change occurred after applying the psychological management, an observable report was
prepared by the researcher. OCID symptoms in the maximum case are observable, so to
observe the presenting symptom and its severity before and after the treatment was also
observable issue. Therapist had direct observation of OCD symptoms, client’s facial
expression, appearance, mood, speech, tone/ volume, eye contact, and body movement
etc. at the first session, at the last session and at the follow up session to assess the

change or effectiveness of treatment.
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2.4: Procedure:

Written permission to collect data was taken from the authority of the Psychiatry
outpatient and/ or inpatient department of Bangabandhu Sheik Mujib Medical University
(BSMMU) in Dhaka and Dhaka Medical College Hospital (DMCII). In BSMMU, the
clients were collected from the weekly allocation meeting and in DMCH; the clients
were collected from outpaticnts departments. The clients were referred by a Psychiatrist
when they did not find any physical basis in the presenting problem. After the referral of
the 14 clients covering all of the inclusion criteria were selected for the present research.
All the clients were divided randomly into two groups. 7 clients were in group-A, they
werc non responders to medication and received CBT and other 7 clients were in group-
B, they were also non responders to medication but they continue medication and
reccived no CBT. The researcher took informed consent from the subject verbally and
explained the purpose of the present research to the subjects. Morcover it was explained
to each participant about how they could cooperate. The confidentiality of the data given

by them was also promised by the rescarcher.

2.4.1 Treatment plan:

Based on the format of the initial sessions and the consecutive sessions a basic structure,
a tentative plan of homework and content are developed for working with the clients
with OCD which is attached in the appendix no-7.9 and 7.10. Here, first three sessions
were considered as the bascline assessment for both groups and the subsequent 7-10
sessions were counted as intervention for the experimental group (Group-A). Length,
frequency and total number of sessions were presented in the following table.

Table-1.2: Length, frequency and total number of sessions

Length of the session Approximately 1 hour

Frequency of the session | 1 session per week from first week to termination

Total number of sessions | 4-18 sessions were provided

Follow-up Three follow-up sessions were conducted after two
weeks interval and one follow up session was conducted

after one month interval where follow-up measurement

was taken
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At first, the researcher started session in a calm and quiet place, but it was not always
possible to maintain such environment. Sometimes the rescarcher used doctor’s room
and sometimes used ECT room. The duration of each session was nearly 1 hour. In all 4-
18 sessions were given including three follow up. First three sessions were pre-
assessment measures for both groups. After pre-assessment measure the researcher gave
CBT for 7-10 sessions. During 8 sessions of experimental group, mid-assessment
measure was taken and after 5 weeks of pre-assessment of control group, mid-assessment
measure was taken. At the same time both group continue medication. After terminating
intervention 1 session were post-test measures for both groups. Then three follow up
measurements were done. First two follow up measurements were taken after two weeks
and last follow up measurcment was taken one month interval for both the groups. The
number of treatment sessions and the length of treatment of Group-A and B are given in

the Table no-1.3.

Table no-1.3: Number of treatment sessions and length of treatment of Group-A and B

No. of Length of | 1% Follow | 2" Follow | 3™ Follow
Sessions treatment up up up
Group-A 10-19 5-6 months | Two weeks | Two weeks 1 month
Group-B 6-8 5-6 months | Two weeks | Two weeks 1 month

2.5: Ethical considerations:

In the present research, the following measures were laken to maintain the maximum
well-being of the research participants.

First, informed consent was taken mentioning the research purposes.

Second, precaution was taken to protect client confidentiality.

Finally, the clients were not gaining any financial benefit from this study.
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2.6: Informed consent:

Written permission was taken from the head of the Psychiatry Department of BSMMU
and DMCH, Dhaka. Then every participant was informed verbally and written consent
form about the rescarch. They clearly understood that it was a part of a research work.
Participants were also clearly informed that their information would be used in research
purpose but their identity would be kept confidential. The session notes and transcripts
will not be shared and discussed with others except the case supervisor and the research
supervisor but their rcal name would not be disclosed. The researcher provided a consent

form for the participants and a format of it was attached in the appendix no-7.1.

2.7: Data analysis:

Qualitative data is not so straightforward and requires a more word-based style of
presentation. Qualitative data is usually presented as a written discussion. Researchers
tend to make use of short verbatim quotes of what respondents said or wrote. They do
this to provide evidence of typical or particularly important responses and statements. It
is also possible to make use of other devices, such as images, tape recordings, diagrams

and flowcharts.

From the beginning of the data collection with asscssment tools, almost all of the session
conversation were written and transcribed in Bengali immediately after completing the
session and then translated it into English, The transcript was revised several times for
better understanding and to rule out the actual meaning of what the participants wanted

to say. When the researcher fully conceptualized the data, analysis was started.
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The major categories were identified according to the research objectives and themes
were written under the categories. The broad categories that were made to fulfill the

research objectives were as follows-

Category-1: Cognition and its changes after intervention

Category-2: Emotion and its changes afler intervention

Category-3: Physiological reaction and its changes after intervention
Category-4: Behavioural response and its changes after intervention
Category-5: Social position and its changes afier intervention
Category-6: Occupational condition and its changes after intervention
Category-7: Psychometric scale score and its changes after intervention

Category-8: Subjective rating and its changes after intervention

Analysis was done in the next step. Qualitative data analysis is very challenging. Before
placing the content under the broad category, the rescarcher read very carefully the entirc
transcripts so that the actual meaning of the participants could not be distorted.
Individual summary was then made for each participant of both groups and based on the
individual summary; a combined summary was done scparately for both groups. The
individual summary showed the differences among all participants and combined
summary rcflected the similarities and contrast feature of the participants of within and
between groups. Besides analyzing the data according to the research objectives, concise
case summary of both groups was also presented to have in-depth understanding about

the client’s psychological problems and the level of changes after providing intervention.
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RESULTS

The findings of this research were presented according to the broad category of the

research objectives along with the concise case summary. So, this chapter consisted of

two parts.

Part-I: Case summary of Group-A and Group-B

Part-1I: Presentation of findings in tables and graphs

3.1-Part-I: Case summary of Group-A and Group-B

7 cases of Group-A (Experimental-Non respondents to medication who received CBT)
and 7 cases of Group-B (Control-Non respondents to medication who were not given
CBT), total 14 case summary have been presented in this part. Each individual case was
presented by their code number. The researcher maintained confidentiality so that their

personal information is not disclosed. The summary of the cases arc as follows:

GROUP-A (Experimental Group)

Case: A-1

Mr. A-1, 43 years old, married, muslim male client from lower middle class status was
referred from psychiatry out-patient department of DMCH. He was diagnosed as having
OCD by referring agency and he was selected as a participant of the present study

according to the inclusion criteria.

Duration of the problems:

The client was suffering from his problems for 18 years.
Current medicine status:

The client’s current medicine status is displayed in Table-2.1.1.
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Table no-2.1.1: Current medicine status of Mr. A-1

Name of medicine Group of medicine Dose ]
Clofranil Tri-cyclic Anti Depressant 25mg
(TCA)
Oleanz Atypical Anti Psychotics 10mg
Prodep Serotonin Re-uptake 20mg
Inhibitors (SSRI)
Pase Benzodiazepine ( Short
acting/ high potency)

History of present illness:

The client was 43 years old and he had a religious minded family from his early life but
his family was financially solvent. Suddenly their family became poor during 1973-1976.
His father's garments shops were in chokbazar when he was fourteen years old but due
to failure of garments business they became poor. During that period they stayed with his
grandmother’s (Maternal) housc. At that time they had to face severe financial crisis. He
used to feel pressure on his head and recurrent intrusive thoughts occurred. He became
restless and his education stopped. Then he joined in a plastic company as a manager
(salary per month-400Tk). From early age he wanted to do cverything perfcetly. After 4

years their financial condition improved but his mental problems did not solve.

Family and Personal history:

Family history: According to the client, his mother died at the age of 50. She was a
house wife and her educational level was class five. His father, aged 74 was still alive.
He was a businessman and his educational level was class nine. He had three younger
sisters and three younger brothers aged 40, 37, 35, 32, 29 and 28 respectively who got
married and lived separately but one of his brothers was unmarricd. His three sister’s
educational level were class cight and two brothers educational level were class ten and
one was class eight. The client’s wife was a house wife, aged 35 and her educational
level was class seven. He had a daughter and a son, aged 14 and 9 respectively and their

educational level were class nine and class three.
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Birth history: The client had birth complication. When he was born, he had breathing

problem. For this reason, he had to take an injection to breath normally but his mother

was completely ok.

Schooling and education: He was not a good student. So that he could not attend

S.5.C exam. He had no interest to read and he had sleep problem from early age. He

could not wake up in the early morning,

Occupational history: In 1979-1983, he was a manager of plastic industry. Then he
became a Video salesman. After 1987, he established a cosmetic industry. In 1991, he
established a churi shop at Chokbazar. After that he used to sell Indian luggage for two

years and now he is a sanitary businessman.

Marital history: The client got marricd in 1991 at the age of 25. From the very
beginning his conjugal life was happy but now-a-days he had a conflicting relationship
with his wife. He mentioned that he had no satisfactory sexual relationship with his wife.
Past medical history: For this problem he took medicine eighteen years ago. He
had appendicitis and now he is cured by operation. When he was fifteen years old, he

had typhoid fever for one month.

Relationship among family members: He was the eldest son of his parents. So

they loved him. He had many friends when they were rich and now he had few friends.

Family history of mental illness: There was no family history of mental illness.
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Formulation

From the in-depth interview and exploration of his thought it revealed that he was
suffering from obsessive compulsive disorder. After obtaining information on different
areas of client’s problem, the therapist formulated his problem on the basis of the
following cognitive case conceptualization diagram-

Early Experiences
Religious family background; sudden breakdown of financial condition; living in fence housc; thought
of carly income; lack of social support; loss in fathers business:

Early expericnces -
Activation /

¥

Critical incidents

Sudden breakdown of financial condition; loss of father’s business:

;

Assumptions, general beliefs

Thinking that bad things will happen; bad things on to my head. my head had another head:

v

Intrusive thoughts, images, urge doubts

> [ am contaminated with dirt and germs; my head had another head; 1 must do the work for certain

¥ Neutralizing actions Attention & reasoning biases

numbers, if [ can't bad things will happen;

Attending to ritualistic behaviour Selective neeative focus

I v 7

Misinterpretations of significance of intrusions
-Responsibility for action
I have a bad disease; repeated hand washing because of fear of centamination or germs; | must do
the work a number of times, if [ do not do this my children will die, my life will be short:

™~ 7

Counterproductive safety Mood changes
strategics Low mood; Anxtous; Guilt; Shame; Fear;
Hopeless; Lack of interest;

o ~

b 4

Figure-3.1: Problem formulation of the client using case conceptualization model for

obsessive compulsive disorder developed by Salkovskis, Forrester and Richards (1998).

48



Dhaka University Institutional Repository

Most distressing thoughts list of the client:
Most distressing thoughts list of the client are displayed at Table-2.1.2.
Table no-2.1.2: Most distressing thoughts list of Mr, A-1

No. Most distressing thoughts

1. I am contaminated with dirt and germs;
2. My head has another head;

3.

I must do the work for a certain number of times, if I can not do bad things will
happen;

=

[ have a serious disease;

rh

[ must do the work for a certain number of times, if do not do this my children
will die, my life will be short

Intervention and result:
Intervention goal:

In the initial thrce assessment sessions and before the intervention started, assessment of
the problems and level of functioning of different areas were done. After assessing the
problems goals of intervention were set collaboratively with Mr.A-1, which were as

follows:

—

. To ventilate the suppressed feelings

To remove his obsessional thoughts

To regain his daily activities and confidence
To reduce physical symptoms

To reduce behavioural problems

To increase interest level in occupation

To reduce slecp difficulties

To reduce emotional disturbance

I T I S R

To increase communicalion skill

Treatment plan:

A treatment plan was prepared for each of the problems or symptoms by the therapist.
On the basis of full consent of the client, treatment strategies which were applied are

given in Table 2.1.3:
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Table no-2.1.3: Treatment plan for Mr. A-1

No. Treatment Goals Treatment techniques

1. To ventilate the suppressed feelings Psycho-education, empathetic listening,
breathing relaxation

2. To remove his obsessional thoughts Habituation training, thought challenge,
distraction, downward arrow technique

3. To regain his daily activities and Scheduling activities, monitoring

confidence activities

4. To reduce physical symptoms Relaxation

5. To reduce behavioural problems Relaxation, exposure and response
prevention, analogical evidence,
modeling, habituation training,
monitoring activities

6. To increase interest level in | Relaxation, cognitive  restructuring,

occupation problem solving skill

7. To reduce sleep difficulties Relaxation, distraction

8. To reduce emotional disturbance Problem solving skills , cognitive
restructuring, psycho education,
relaxation, monitoring activities, graded
task

9, To increase communication skill Social skill training, relaxation

Intervention:

The following cognitive and behavioural techniques were used in the treatment of the
client:

1. Empathetic listening: The therapist established a good rapport with the client and
listened empathetically to his distressful thoughts about the past. The empathetic
therapeutic atimpsphere helped him to release his pent-up emotion.

2. Psycho-education: Psycho-education was given the client about his disorder
(OCD).Psycho-education is crucial in starting to generate a different way of making
sense of the problem and it was provided about the nature of the therapy to socialize the
client in the therapeutic principles and process of CBT. As a psycho-education, the
present therapist provided definition of OCD, types/characteristics of OCD, treatment
and prognosis of OCD.

3. Relaxation: Relaxation technique was applied to reduce anxiety symptoms of
client. Breathing and imaginal relaxation techniques were applied for release his tension,

stress and anxiety related other symptoms.
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4. Thought challenge: The present therapist used Dysfunctional Thought Record
Sheet (DTR) for fighting client irrational, intrusive and unwanted negative thoughts. The
client was asked to practice this technique as homework assignment and this technique
helped him to increase self-confidence.

3. Distraction: Distraction technique was used to reduce his most distressing
thoughts. The client was very much distress about his life.

6. Exposure with response prevention (ERP): Exposure and response
prevention are the most commonly used treatment technique for OCD client. ERP was
administered for the client to provoke the compulsive urge and to refrain from engaging
in his usual compulsive behaviour. Before starting the ERP session, the present therapist
explained the rationale and the client agreed for imaginal exposure first. Modeling was
done by the therapist before the client practiced ERP and the therapist asked to practice
ERP for the client as a homework assignment.

7. Habituation technique: This techniquc was used to reduce his unwanted
recurrent intrusive thoughts and the client practiced successfully. He felt less discomfort
for using this technique.

8. Analogical evidence: This technique was used for helping the client change his

dysfunctional thinking pattern. It also helped the client to evaluate the meaning of his
thoughts from an objective perspective and with great relief he realized for the first time

that he was not responsible for having the intrusive thoughts,

9. Downward arrow technique: This technique was used for revealing the
underlying ‘core’ meaning of the negative interpretation of the client.

10. Scheduling activities: The therapist asked the client to record his daily activities
and these records can increase activity levels of the client.

11. Problem solving skills: To increase his interest level in occupation and to

reduce emotional disturbance the present therapist taught him about problem solving

skills.

12. Social skill training (SST): To improve his communication skill the therapist
gave him SST.,
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Pre, mid, post and follow-up assessment result of the problems

A. ¥indings based on Interview and Observation:

Mr. A-1’s problems in different areas (Cognitive, emotional, physiological, behavioural,

social and occupational) are presented in Table no-2.1.4.,

Table no-2.1.4: Problems mentioned in pre-assessment and reduction/improvement/

increase of problems found during mid, post and follow-up assessment.

Category Problems found during Pre- Reduction/ Reduction/ Reduction/
assessment improvement/ | improvement | improvement

increase of the /increase of fincrease of

problem in Mid- | the problem | the problem

assessment in Post- in Follow-up

assessment assessment
Cognitive I am contaminated with dirt | Reduced up to 20 | Reduced up to | Reduced up to

and germs, touching animals; | to 50% 50 to 100% 80 to 100%

became ill from contaminated

I must do my work for certain
numbers, if I can not bad
things will happen

Reduced up to 10
10 70%

Reduced up to
80 to 100%

Reduced up to
80 to 100%

Nobody understand my pain,
life is meaningless and
worthless, world is full of dust,
life is finished, future is dark

Reduced up to 10
10 50%

Reduced up to
50 to 70%

Reduced up to
75 to 85%

Lack of concentration,
difficulty in making decision,
low self esteem

Improved up to
10 to 60%

Improved up
to 30 to 90%

Concentration
level
improved up
to 50 to 85%;
decision
making
capacity
improved up
to 60 to 70%;
and self
esteem
improved up
to 50 to 90%

Reassurance seeking behaviour

Reduced up to
10%

Reduced up to
50%

Reduced up to
70% to 80%

He speaks alone; he had no

Reduced wup to

Reduced up to

Reduced up to

quality; his head has a bad 70% 70% 75 to 90%
thing; his head has another

head

If I go one step then I back two | Reduced up to | Reduced up to | Reduced up
steps, [ must getup the chair 70% 99% to 99%

from the same side, if | can not
do that danger will happen
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I'am concern with religious

Reduced a little

Hopeful about

Hopeful about

beliefs; hopeless about marital | bit marital life marital life
life
Soap water going to abdomen | Reduced up to| Reduced up | Reduced up to
and became sick and burning 55% to 85% 100%
sensation felt all abdomen; can
not touch children, wardrobe,
bed, sofa set, window, door etc
because of insects poison; all
time advertisement and music
was running my head
I will fail my exams; suicidal Reduced up to | Reduced up to | Reduced up to
ideation 40% 100% 100%
Urge to collect useless things | Reduced up to | Reduced up to { Reduced up to
40% 65% 75%
Preoccupation with symmetry, | Reduced up to | Reduced up to | Reduced up to
exactness and order; excessive | 20% 60% 50%
concern with aligning papers,
books, cloths, bag, toys, show
pieces, household materials
and other items a certain
erfect way

Preoccupation and excessive, | Reduced wup to | Reduced up to | Reduced up to
illogical fear of harming self, 50% 80% 100%
harming fathers
Doing something Not reduced Doing Reduced up to
embarrassing; worry about something 80% and 90%
losing things; worry about embarrassing
fathers remarriage reduced up to

50%, worry

about losing

things; waorry

about fathers

remartiage

reduced up to

80%
She is going to die and fearto | Reduced wup to | Reduced up to | Reduced up to
die 40% 50% to 80% | 90%
I am a bad looking person, Reduced up to | Reduced up to | Reduced up to
everybody laughed to seem me | 60% 70% 80%
I have a serious disease “I wish | Reduced up to | Reduced up to | Reduced up to
I will die” 5% 50% 90%
I have a skin disease due to Reduced up to ] Reduced up to | Reduced up to
using soap 20% 40% 40%

Emotional

Felt fear; hopeless, sad,
worthless, distressed, restless,
confused and vulnerable

Reduced up to 15

10 50%

Reduced up to
25 t0 100%

Reduced up to
25 to 100%

Guilt feeling; no interest o do

Reduced a little

Reduced up to

Reduced up to
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anything; irritated; frustrated
about life; crying spell; hot
tempered

bit

60%

80%

Physiological | Drowsiness, palpitation, | Reduced up to10 | Reduced up to | Reduced up to
sweating, sleep difficulties, , | to 50% 40 to 90% 75 to 80%
dryness of throat, headache
and loss of energy
Burmning sensation all over the | Reduced up to 10 | Reduced up to | Reduced up to
body; weight gradually to 40% 50 to 75% 75 to 80%
reduced
Appetite reduced Improved up tolQ | Improved up | Improved up

to 50% to 50 to 100% | to 90 to 100%
Jerking all over the body Reduced up to | Reduced up to | Reduced up to
30% 40% 80%
Hot and pain in abdomen, Reduced up to  Reduced up to | Reduced up to
dehydrations problem, felt 20% 40% 80%
weak, hand and body tremor
Behavioural | Repeated  washing,  often | Reduced up to 15

performed in a ritualistic way

to 80%

Reduced up to
50 to 100%

Reduced up to
85 to 100%

Avoiding places feared for
possible contamination

Reduced up to 5

o 55%

Reduced up to
50 to 70%

Reduced up to
60 to 90%

repeated showering or bathing

Reduced up to 25

to 40%

Reduced up to
20 to 100%

Reduced up to
85 to 100%

Decreased activity level

Improved up to 5

to 50%

Improved up
to 20 to 80%

Improved up
to 45 to 85%

Repeating and rereading things

Reduced up to 15

to 40%

Reduced up to
100%

Reduced up to
100%

Checking stoves, locks, food
pot, fan switches, windows
over and over and doing
certain activities in a particular
number of times

Reduced up to 10

to 50%

Reduced up to
50 to 100%

Reduced up to
70 to 100%

Counting tiles

Reduced
30%

up

to

Reduced up to
100%

Reduced up to
100%

He had no quality of stage
performance at all; writing
often performed in a ritualistic
way; bathing several time; can
not bathing through a month;
cleaning objects and household
items by using with special
cleansers and cleaning
techniques; avoidance of
objects considered
contaminated

Reduced
20%

up

to

Reduced up to
60%

Reduced up to
90%

Preoccupation with symmetry,
exactness or order

Reduced up
40%

to

Reduced up to
30%

Reduced up to
70%

54




Dhaka University Institutional Repository

Withdraw from social activity | Withdraw  from | Not removed | Reduced up to
now days, assertiveness social activity | significantly 35%
problems not removed now days;
assertiveness
problems not
removed
Social Disrupted social interaction | Improved up to | Social Social
decreased relationship with | 10 to 50% interaction interaction
neighbors, relatives and family improved up | improved up
members to 40 to 60%; | to 50 to 70%;
relationship relationship
with with
neighbors, neighbors,
relatives and | relatives and
family family
members members
improved up | improved up
to 55 to 100% | to 55 to 100%
Annoyed with family members | Now a day she | 10% and | 10% and
and decreased relationship annoyed with her | improved improved
with customers father 50% and | 50% 50%
improved
relationship  with
customers a little
bit
Occupational | Poor business and job Improved up to | Improved up |Improved up
performance 15% to 55% to 60 to 75%
Decreased relationship with | Improved up to | Improved up | Improved wup
colleagues 20 10 30% to 40 to 70% | to 50 to 80%
Lack of concentration about | Improved up to | Concentration | Improved up
business task, lack of interest, | 20% about to  60% to
decreased level of interest, business task | 70%
reduced attention span and improved up
reduced body strength; to 50 to 65%;
attention span
and body
strength
improved up
to 60%
Can not do any household | Improved up to | Improved up |Improved up
activities; lack of concentration | 45% to 45% to 50%
about study and loss of
memory
Decreased relationship with Not improved Improved a | Improved up
class mates and teachers little bit to 50%
Observation | The client came with a clean The clients | The  clients | The  clients
well dressupand his | oo | s
appearance and behaviour appropriate | ...  |.... appropriat
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appeared to be culturally

appropriate €
appropriate
He was very much anxious and | His sufferings | He Felt relax | He felt
wanted immediate solution for | seemed to be less | and facial | ............... s
his problem than before expression miling

was smiling
He could make eye contact Normal Normal Normal ]
normally
His body posture was normal Almost normal Almost Almost
but body movement was normal normal
restless
His amount of speeches was Normal Normal Normal

almost normal and mood was

low

B. Objective rating of Mr. A-1:

Anxiety scale (AS); (Deeba, F. and Begum, R. 2004), Depression scale (DS); (Uddin, 7.

and Rahman, M. 2005} and Dhaka University Obsessive Compulisive Scale (DUOCS);

(Mozumder, K. and Begum, R. 2005) were applicd to get an objective measure of the

severity of the client’s anxiety, depression and OCD. Scorcs of the above mentioned

scales are displayed at Table no-2.1.5.

Table no-2.1.5: General trend of objective score of Mr. A-1

Anxiety Score Depression Scorc OCD Score

Pre-assessment 40 (Mild) 110 {(Mild) 57 (Profound)

Mid-assessment 54 (Mild) 101 (Mild) 49 (Scvere)

Post-assessment 07 (Mild) 32 (Minimal) 12 (Below cut off
score)

1% Follow- up 03 (Mild) 32 (Minimal) 13 (Below cut off
score)

2" Follow- up 03 (Mild) 32 (Minimal) 08 (Below cut off
score)

3" Follow- up 03 (Mild) 31 (Minimal) 08 (Below cut off
score)

C. Subjective rating of Mr. A-1:

The client and his wife rated his overall problem in ( 0-10) 11 point rating verbal scale,

where ‘0" indicates no problem at all and ‘10” indicates highest level of problem. Ratings

of the verbal scale are displayed at Table no-2.1.6.

56




Dhaka University Institutional Repository

Table no-2.1.6: General trend of subjective rating of Mr., A-1

Client’s Subjective Rating Care giver’s Subjective Rating
Score Score
Pre-assessment 8 10
Mid-assessment 4
Post-assessment 3 3
1* Follow- up 3
2" Follow- up 4
3" Follow- up 2

{(Note: The care giver did not attend the mid and follow-up sessions.)

Prognostic criteria:
There were some prognostic criteria, due to which some changes in the client mental
health. Those were as follows-
1. The client was highly motivated, interested and co-operative to his therapy
session,
2. His care giver (wife) was more co-operative. For this reason it was easy for the
therapist to run the therapy smoothly.
3. He was very much committed to the session’s activities.
4. The duty psychiatrist referred the client from out door immediately when he did
not find any result of medicine.

5. Afler one month he came back to have follow-up session.

Therapist’s comment:

Mr. A-1 was extremely anxious during the pre-assessment sessions. e attended 16
sessions including three follow-up sessions and he was complying the therapy by his
own. He gave his informed consent very willingly and started participating in the
session. He agreed with the researcher’s formulation and provided feedback. After total
16 sessions, his anxiety, depression and OCD score was low. His short term prognosis is
good but if he does not practice the techniques learned in the session while facing any
difficult situation relapse may occur. So, the long term prognosis depends on the client’s

internalization.
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Responsible Psychiatrist’s comments:

At the last and follow-up session the responsible psychiatrist talked with Mr. A-1.
According to the psychiatrist evaluation/ remarks, patients states that obsessional rituals
has gone away, magical thinking also has slowed down but obsessional thought is still
persisting in mild intensity. He is working normally and problem in relationship is also
much better in position. Finally, the responsible psychiatrist reported 75% as

improvement rating feedback.

Case: A-2

Mrs. A-2, 37 years old, married, muslim female client from middle class status was
referred from psychiatry in-patient department of BSMMU. She was diagnosed as
having OCD by referring agency and she was selected as a participant of the present

study according to the inclusion criteria.

Duration of the problems:

The client was suffering from her problems for 23 years.
Current medicine status:

The client’s current medicine status is displayed in Table no-2.2.1,

Table no-2.2.1: Current medicine status of Mrs. A-2

Name of medicine Group of medicine Dose
Clofranil TCA 25mg
Oleanz Atypical Anti Psychotics 10mg
Prodep SSRI 20mg

History of present illness:

The client was grown up in a restricted family environment. In childhood, she was over
protected. Suddenly insect’s bite her mother, when she was 10 years old. Due to insects
bite, her mothers hand became black and at that time the client felt insects fear. At that
time she thought that her son would die by touching insect poison, Her elder sister lived
with her. When her daughter was born, her sister got married and the client became
alone. Her mood was always low at that time and she fell loss of appetite and pain in

chest at the same time. As a result she had to go to doctor for endoscope and the test
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report indicated alser. Doctor advised her not to take any kind of spicy food. As a result
she was fearful. At that time she became weak and thin and her fear with insect poison
began. One day her maid servant killed an insect under water tap in her kitchen. She
thought that poisonous water fell into her plate and then she began washing. She started
washing her cloth, cookeries, fumiture several time in a day after that event. She bath
several times and hours because of the fear of contamination. She avoided social
relationships, social gathering and food intake in another house. When anyone used to
come to her house, she felt discomfort. Her another obsession was with the insect’s killer
like calk. She thought that calk would touch her body, go to her abdomen and she would
die. On August 4, 1989, she got married, at the age of 17 but after 28 days of her
marriage, her husband went to Saudi Arabia. Her husband was a rich man in their village
but her in laws and used to torture her very much. All of these factors promoted her

problem development and maintenance.

Family and Personal history:

Family history: According to the client, her mother and father were still alive; their
age was 60 and 70 respectively and their educational level was class five and S.S.C. Her
father was a village doctor. She had two sisters and two brothers aged 41, 34, and 28
respectively who got married and lived separately. The educational levels of her two
sisters were class ten and S.5.C and two brothers were graduates. The client’s husband
was a businessman aged 52 and his educational level was MA. She had a daughter and a

son aged 13 and 18 respectively and their educaticnal levels were class six and S.S.C.

Birth history: The client had no birth complications.

Schooling and education: The client was a medium category student. She started

her schooling at 5/6 years of age. She used to go to school regularly and had a few
friends. The client’s performance was good in school. In 1988, she had passed her S.5.C

examination with 2™ division.
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Marital history: When she was 17 years old, her husband chose her to marry.
Though her father did not like her husband’s family she got married in 1989, August 4.
After 28 days of her marry, her husband had to go Saudi Arabia.

Past medical history: For this problem she took medicine 15 years ago. She had two
seizure babies. Her husband had cardiac and diabetic problems. Her husband became
very sick and then hospitalized for two times. As a consequence he had to lying in bed
for about four months and the client had to take care of her husband very much but now

her husband sometimes gets angry with her for obsessional problem.
Relationship among family members: Her parents loved her very much but her
in laws did not like her. All the time her husband loved her very much but she used to be

tortured by her in laws ali the time.

Family history of mental illness: There was a family history of mental illness.

Her father had an animal phobia but he did not receive any psychological treatment.
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Formulation

From the in-depth interview and exploration of her thought it revealed that she was
suffering from obsessive compulsive disorder. After obtaining information on different
areas of client’s problem, the therapist formulated her problem on the basis of the
following cognitive case conceptualization diagram-

Early Experiences
Religious family background; restricted family pattern; fathers dominancy; tortured by husband’s
family members; insects bite her mother

Larly expericnces /

Activation /
¥

Critical incidents
Tortured by husband’s family members; Husband had to go abroad

.

Assumptions, general beliefs

Thinking that bad things will happen; insect poison everywhere

:

Intrusive thoughts, images, urge doubts

I am contaminated with dirt, germs and poison; poisons had touch my body and go to my abdomen
and then I and my son will die

Neutralizing actions Attention & reasoning biascs
Attending to ritualistic behaviour Selective negative focus; danger will happen

™~ " 7

Misinterpretations of significance of intrusions
-Responsibility for action
I will die; [ have a complex disease; repeated washing because of fear of contamination, germs and

poisons
Counterproductive safety Mood changes
strategies Low mood; Anxious; Anger

o L

Figure-3.2: Problem formulation of the client using case conceptualization model for
obsessive compulsive disorder developed by Salkovskis, Forrester and Richards (1998).
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Most distressing thoughts list of the client:
Most distressing thoughts list of the client are displayed on Table no-3.2.2.

Table no-3.2.2: Most distressing thoughts list of Mrs. A-2

No. Most distressing thoughts
1. I am contaminated with dirt, germs and poison;
2. I have a complex disease;
3. I and my son will die by touching insects poison;

Intervention and result:
Intervention goal:

In the initial three sessions and before the intervention started, assessment of the
problems and level of functioning of different areas were done. After assessing the

problems goals of intervention were set collaboratively with Mrs.A-2, which were as

follows:

f—

. To ventilate the suppressed feelings

To remove her obsessional thoughts

To regain her daily activities and confidence
To reduce physical symptoms

To reduce behavioural problems

To reduce sleep difficulties

To reduce emotional disturbance

IS T VR

To increase communication skill

Treatment plan:

A treatment plan was prepared for each of the problems or symptom by the therapist. On

the basis of full consent of the client, treatment strategies which were applied are given

in Table no-2.2.3.
Table no-2.2.3: Treatment plan for Mrs. A-2

No. Treatment Goals Treatment techniques

1. To ventilate the suppressed feelings Psycho-education, empathetic listening,
breathing relaxation

2, To remove her obsessional thoughts Thought stopping, habituation training,
thought challenge, distraction,
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cognitive  restructuring, downward
arrow technique, pros and cons

3. To regain her daily activities and Problem solving skills , social skill

confidence training, scheduling activities,

monitoring activities

4, To reduce physical symptoms Relaxation

S, To reduce behavioural problems Relaxation, exposure and response
prevention, systematic desensitization,
analogical evidence, modeling,
avoidance reduction, habituation
training, monitoring activities

6. To reduce sleep difficulties Relaxation, distraction

7. To reduce emotional disturbance Problem solving skills , cognitive
restructuring, psycho-education,
rclaxation,  monitoring  activities,
graded task

8. To increase communication skill Social skill training, relaxation

Intervention:

The following cognitive and behavioural techniques were used in the treatment of the

client:

1. Empathetic listening: From the first session, the therapist established a good
rapport with the client for disclose her problems. The therapist listened empathetically to
her distressful thoughts about the past. The empathetic therapeutic atmosphere helped
her to release her pent-up emotion.

2. Psycho-education: Psycho-education had been given the client about her disorder
(OCD).Psycho-education is crucial in starting to generate a different way of making
sense of the problem and it was provided about the nature of the therapy to socialize the
client in the therapeutic principles and process of CBT. As a psycho-education; the
present therapist provided definition of OCD, types/characteristics of OCD, treatment
and prognosis of OCD.

3. Analogical evidence: This technique was used for helping the client change her
dysfunctional thinking pattern. It also helped the client to evaluate the meaning of her
thoughts from an objective perspective and with great relief she realized for the first time

that she was not responsible for having the intrusive thoughts.
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4. Relaxation: Relaxation technique had been given to reduce client’s anxiety
symptoms. Breathing and imaginal relaxation techniques were applied for release her
tension, stress and anxiety related other symptoms. Breathing and imaginal relaxation
has practiced in the session by modeling and was suggested to practice regularly.

5. Distraction: Distraction technique was used to reduce her most distressing
thoughts. The client was very much distress about her life.

6. Thought challenge: Thought challenge was used to help her to view the situation
alternatively as negative automatic thoughts were activating the client’s dysfunctional
assumption and thereby maintained the problem. The present therapist used
Dysfunctional Thought Record Sheet (DTR) for fighting client irrational, intrusive and
unwanted negative thoughts. The client was asked to practice this technique as
homework assignment and this technique helped her to increase self-confidence.

7. Exposure with response prevention {(ERP): ERP was administered for the
client to provoke the compulsive urge and to refrain from engaging in her usual
compulsive behaviour. Beforc starting the ERP session, the present therapist explained
the rationale and the client agreed for imaginal exposure first. Modeling was done by the
therapist before the client practiced ERP and the therapist asked to practice ERP for the
client as a homework assignment.

8. Habituation technique: This technique was used to reduce her unwanted
recurrent intrusive thoughts and the client practiced successfully. She felt comfort for
using this technique.

9. Downward arrow technique: This technique was used for revealing the
underlying ‘core’ meaning of the negative interpretation of the client.

10. Problem solving skills: To increase her interest level in occupation and to

reduce emotional disturbance the present therapist taught her about problem solving

skills,

11. Scheduling activities: The therapist asked the client to record her daily activities

and these records can increase activity levels of the client.
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12. Social skill training (SST): To improve her communication skill the therapist

gave her SST. Assertiveness training had been given and practiced in the session by

modeling as well as through flooding technique.

Pre, mid, post and follow-up assessment result of the problems

A. Findings based on Interview and Observation:

Mrs. A-2’s problems in different areas (Cognitive, emotional, physiological,

behavioural, social and occupational) are presented in Table no 2.2.4.

Table no-2.2.4: Problems mentioned in pre-assessment and reduction/ improvement/

increase of problems found during mid, post and follow-up assessment.

Category Problems found during Pre- Reduction/ Reduction/ Reduction/
assessment improvement/ | improvement/ | improvement/
increcase of the | increase of the increase of
problem in problem in the problem
Mid-assessment Post- in Follow-up
assessment assessment
Cognitive I am contaminated with dirt, germs | Reduced up to Reduced up to | Reduced up to
and poison, touching insects; | 20% 70% 90%
became ill from contaminated;
going to die by touching insects;
must do my work for certain
numbers
Nobody understands her pain, life | Reduced up to Reduced up to | Reduced up to
1s meaningless and worthless, life | 20% 60% 80%
is finished and future is dark
Felt lack of concentration, Not improved Improved up | Improved up
difficulty in making decision and to 50% to 70%
low self esteem
Reassurance seeking behaviour Not reduced Reduced up to | Reduced up to
40% 80%
She can not touch her children, Now touches Touches Touches
wardrobe, bed, sofa set, window, sometimes sometines sometimes
door etc because of insects poison
Felt that she was going to Reduced up to Reduced up to | Reduced up to
senseless and loss of memory 10% 50% 70%
Emotional Felt irritation all the time Felt irritation Felt irritation | Reduced
sometimes sometimes significantly
Felt fear, hopeless, sad, worthless, | Reduced up to Reduced up to | Reduced up to
distressed, restless, confused and 15% 55% 75%
vulnerable
Not interest to do anything Not interest to Interest to do | Interest to do
do anything something and | something
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now a days now she cooks | and now she |
food and takes | cooks food
care for her and takes care
family for her family
Physiological | Palpitation, sweating, sleep Reduced up to Reduced up to | Reduced up to
difficulties, drowsiness 20% 50% 75%
Felt weak Not reduced at | Reduced but | Reduced up to
all not up to 60%
satisfactory
level
Loss of appetite Increased a little | Increased up | Increased up
bit up to 5% 1o 50% to 65%
Dryness of throat, headache, hand | Reduced up to Reduced up to | Reduced up io
and body tremor, burning 10% 60% 80%
sensation all over the body
Loss of energy Increased up to | Increased up | Reduced up to
10% to 60% 70%
Behavioural | Repeated washing, showering and | Reduced up to Reduced up to | Reduced up to
bathing often performed in a|25% 80% 85%
ritualistic way
Avoiding places feared for Reduced up to Reduced up to | Reduced up to
possible contamination and poison | 5% 50% 60%
explosion;
Decreased activity level Not improved Increased up | Increased up
significantly to 30% to 50%
Withdrawal from social activity Now a day Increased up | Increased up
to 30% to 50%
Checking gas stoves, locks, food Reduced up to Reduced up to | Reduced up to
pot and taking medicine againand | 30% 50% 70%
again and doing certain activities
in a particular number of times
Social Decreased social interaction Increased a little | Increased up Increased up
bit up to 10% to 60% to 70%
Decreased relationship with Not improved Improving Improving
neighbors, relatives and family
members
She can not mix with other and Mixes with Mixes with Mixes with
avoids other’s house other now a other now a other now a
days but she days but she days but she
avoids other’s avoids other’s | avoids other’s
house house house
Occupational | She can not do any houschold | Tries to do Tries to do Tries to do
activities something something something

Whole day she lies in bed and her
husband manages her family. She
mentioned that her relationship
with other family members were

Increased up 1o
30%

Increased up
to 70% and
60%

Increased up
to 80% and
70%

66



Dhaka University Institutional Repository

decreased accept with her
husband, she has no interest in any
activities, her attention span and
body strength reduced
significantly
Observation | The client came with a religious | Came......... Came.........
dress up with her husband and her | appropriate. Came......... appropriate
appearance and behaviour appropriate
appeared to  be  culturally
appropriate and she was a very
good looking woman
She could make eye contact | Normal Shining Shining
normally but she was looking very
sad and anxious
Her body posture and movement | Restless Restless a | Normal
was restless which expressed her little bit
anxiety and tiredness about her life
She speaks very slowly and her | Slowly Normal Normal
amount of speech was very little
which indicates that she was very
much depressed
Her mood was low and she felt { Low and I'resh Fresh
restlessness restlessness
B. Objective rating of Mrs. A-2:
Scores of AS, DS and DUOCS are displayed at Table no-2.2.5.
Table no-2.2.5: General trend of objective score of Mrs. A-2
Anxiety Score Depression Score QCD Score
Pre-assessment 81 (Profound) 109 (Mild) 53 (Profound)
Mid-assessment 66 (Moderate) 98 (Minimal) 41(Severe)
Post-assessment 69(Severe) 78(Minimal) 26 (Moderate)
1¥ Follow- up 31 (Mild) 62 (Minimal) 24 (Moderate)
2" Follow- up 44 (Mild) 73 (Minimal) 24 (Moderate)
3™ Follow- up 15 (Mild) 35 (Minimal) 17 ( Cut off score)

C. Subjective rating of Mrs.A-2:

Ratings of the verbal scale are displayed at Table no-2.2.6.

Table no-2.2.6: General trend of subjective rating of Mrs.A-2

Client’s Subjective Rating Care giver’s Subjective Rating
Score Score
Pre-assessment 9 8
Mid-assessment 4 4
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Post-assessment

1* Follow- up

2™ Follow- up

[SS ARG RN SR RVE)
SO RR S NSO QU]

3" Follow- up

Prognostic criteria:
There were some prognostic criteria, due to which some changes in the client mental
health. Those were as follows-
I. The client was compliant, motivated, interested, co-operative and psychological
minded to her therapy session; she attended regularly in the therapy session.
2. Her care giver, husband and other family members were co-operative.
3. The client lived far away from hospital but she came in time for session. For this
reason it was easy for the therapist to run the therapy smoothly.
4. She was very much committed 1o the session’s activities.

5. After one month she came back to have follow-up session,

Therapist’s comment:

Mrs. A-2 terminated the session after attending 15 sessions including three follow-up
sessions and she was complying the therapy by her own and her husband motivation and
co-operation. She was extremely anxious and depressed during the pre-assessment
sessions but gave her informed consent very willingly and started participating in the
session. She agreed with the researcher’s formulation and provided feedback. After total
15 sessions, her anxiety, depression and OCD score was low. Her short term prognosis is
good but if she does not practice the techniques learned in the session while facing any
difficult situation relapse may occur. So, the long term prognosis depends on the client’s

internalization.

Responsible Psychiatrist’s comments:

At the last and follow-up session the responsible psychiatrist talked with her. According
to the psychiatrist evaluation/ remarks, the client was improving and finally, reported

80% as improvement rating fecdback.
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Case: A-3

Mr. A-3, 28 years old, unmarried, muslim male client from lower middle class status was
referred from psychiatry out-patient department of DMCH. He was diagnosed as having
OCD by referring agency and he was selected as a participant of the present study

according to the inclusion criteria.

Duration of the problems:

The client was suffering from his problems for 18 years and took medicine for 8§ years.
Current medicine status:

The client’s current medicine status is displayed in Table no-2.3.1.

Table no-2.3.1: Current medicine status of Mr. A-3

Name of medicine Group of medicine Dose
Telazine Traditional Anti Psychotics 1 mg
Xionil Anxiolytic Img
Prodep SSRI 20mg

History of present illness:

From early age, the clicnt was basically lazy nature and he was not caring child at that
time. He could not wash his cloth and his body. He had always negative automatic and
recurrent intrusive thoughts. Sometime he bathed several hours and scveral (4/5) times a
day but he did not take his bath daily. He had regular irritating mood at that time and he
did not like anybody. He could not understand right or wrong and he had an aimless life.
When he was a student of class ten, his parents quarreled with him without any rcason
and the client did not like any quarrel and complexity. Iue to his parents negative
attitude he got very much angry and ran away from his home. After that event his

problems started gradually.

Family and Personal history:

Family history: According to the client, his father died at the age of 80 and he was a

Government service holder and his educational level was class S.S.C. His mother aged

60, was still alive. She was a house wife and she was illiterate. He had two younger
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brothers aged 26 and 24 respectively. Among them one was illiterate and another one’s

educational level was class eight.

Birth history: The client had no birth complication.

Schooling and education: He was not a good student and he had no interest to read.
He had sleep problem from early age. He could not wake up in the carly morning and

could not go to school at all. He had no friend and always used to fight with other

classmaltes,

Occupational history: He had been working as a supervisor in a cotton Company

from 2007. In the company, he had no job satisfaction. His colleagues and co-workers

did not like him because of his agitation. He could not mix with his colleagues.
Past medical history: For this problem he took medicine 8 years ago. He could not
enjoy anything and he thought that he had becomc a mental patient. Always his

concentrations used to go to negative way. He could not stop this kind of thought.

Relationship among family members: He was the eldest son of his parents but

they did not love him.

Family history of mental illness: His father had the same problem. Furthermore,

his mother, maternal uncle and brother in law were mentally disordered.
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Formulation

From the in-depth interview and exploration of his thought it revcaled that he was
suffering from obsessive compulsive disorder. After obtaining information on different
areas of client’s problem, the therapist formulated his problem on the basis of the
following cognitive case conceptualization diagram-

Early Experiences

Father’s mental problem; mother’s family has a menta! disorder specially mother in laws and brother in
laws have mental problem; Jack of familial support; personality characteristics

Early experiences Activation /

r ¥

Critical incidents
Sudden quarrel with parents; everybody said him mad

'

Assumptions, general beliefs
I have less quality than women; [ have no energy; | have low level of knowledge

'

Intrusive thoughts, images, urge doubts
I am contaminated with dirt and germs; checking stoves, fan switches and locks; my cloth is not

fresh

AN Neutralizing actions Attention & reasoning biases

Selective negative focus; repetitive thought

™~ ' /

Misinterpretations of significance of intrusions
-Responsibility for action
I have less quality than women, | am a physically weak person

T /'

Counterproductive safety Mood changes

strategies Anxious; depressed; Anger; Palpitation
Try to stop negative thought; live alone)

/ J

Figure-3.3: Problem formulation of the client using case conceptualization model for
obsessive compulsive disorder developed by Salkovskis, Forrester and Richards (1998).
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Most distressing thoughts list of the client:
Most distressing thoughts list of the client are displayed at Table no-2.3.2.

Table no-2.3.2: Most distressing thoughts list of Mr. A-3

No. Most distressing thoughts

1. Contaminated with dirt and germs;

2. Everybody is better quality than me, they are knowledgeable than me
3. Lack of concentration very much

4. I am a bad looking person

Intervention and result:
Intervention goal:

In the initial three sessions and before the intervention started, assessment of the
problems and level of functioning of different areas were done. After assessing the

problems goals of intervention were set collaboratively with Mr.A-3, which were as

follows:
1. To remove his obsessional thoughts
To regain his daily activities and confidence
To reduce physical symptoms

To reduce behavioural problems

To increase interest level in occupation

2

3

4

5. To increase problem solving skills
6

7. To reduce emotional disturbance
8

To increase communication skill

Treatment plan:

A treatment plan was prepared for each of the problems or symptoms by the therapist.
On the basis of full consent of the client, treatment strategies which were applied are

given in Table no-2.3.3.
Table no-2.3.3: Treatment plan for Mr. A-3

No. Treatment Goals Treatment techniques
1. To remove his obsessional thoughts Habituation training, thought
challenge, distraction, cognitive
restructuring, downward arrow
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technique, pros and cons

2, To regain his daily activities and Problem solving skills , social skill

confidence training, scheduling activities,

monitoring activities

3, To reduce physical symptoms Relaxation, cognitive restructuring

4, To reduce behavioural problems Relaxation, exposure and response
prevention, analogical evidence,
modeling, habituation training,
monitoring activitics

5. To increase problem solving skills Problem solving skills , social skill
training, relaxation

6. To increase interest level in | Problem solving skills , social skill

occupation training, relaxation, cognitive

restructuring

7. To reduce emotional disturbance Problem solving skills , cognitive
restructuring, psycho education,
relaxation, monitoring activities,
graded task

8. To increase communication skill Social skill training, relaxation

Intervention:

The following cognitive and behavioural tcchniques were used in the treatment of the

client:

1. Empathetic listening: 1lis all problems were heard by full attention and
reflection. The therapist estabtished a good rapport with the client and listened
empathetically to his distressful thoughts about the past. The empathetic therapeutic
atmosphere helped him to release his pent-up emotion.

2. Psycho-education: Psycho-education was given the client about his disorder
(OCD).Psycho-education is crucial in starting to generate a different way of making
sense of the problem and it was provided about the nature of the therapy to socialize the
client in the therapeutic principles and process of CBT. As a psycho-education; the
present therapist provided definition of OCD, types/characteristics of OCD, treatment
and prognosis of OCD.

3. Relaxation: Relaxation technique was applied to reduce anxiety symptoms of
client. Breathing and imaginal relaxation techniques were applied to relcase his tension,
stress and anxiety related other symptoms and these techniques were practiced in the

session by modeling and were suggested to practice regularly.
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4. Downward arrow technique: This technique was used for revealing the
underlying ‘core’ meaning of the negative interpretation of the client.

5. Thought challenge: He was helped to challenge his negative thoughts primarily
only through finding alternative. The present therapist used Dysfunctional Thought
Record Sheet (DTR) for fighting client irrational, intrusive and unwanted negative
thoughts. The client was asked to practice this technique as homework assignment and
this technique helped him to increase self-confidence.

6. Distraction: Distraction technique was used to reduce his most distressing
thoughts. The client was very much distress about his life.

7. Analogical evidence: This technique was used for helping the client change his
dysfunctional thinking pattern. It also helped the client to evaluate the meaning of his
thoughts from an objective perspective and with great relief he realized for the first time
that he was not responsible for having the intrusive thoughts.

8. Exposure with response prevention (ERP): Exposure and response
prevention are the most commonly used treatment technique for OCD client. ERP was
administered for the client to provoke the compulsive urge and to refrain from engaging
in his usual compulsive behaviour. Before starting the ERP session, the present therapist
explained the rationale and the client agreed for imaginal exposure first. Modeling was
done by the therapist before the client practiced ERP and the therapist asked to practice
ERP for the client as a homework assignment.

9. Habituation technique: This technique was used to reduce his unwanted
recurrent intrusive thoughts and the client practiced successfully. He felt comfort for
using this technique.

10. Scheduling activities: The therapist asked the client to record his daily activities
and these records can increase activity levels of the client.

11. Problem solving skills: Problem solving skills were taught to deal with him real
life problems. To increase his interest level in occupation and to reduce emotional

disturbance the present therapist taught him about problem solving skills.
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12. Social skill training (SST): To improve his communication skills the therapist

referred him to indoor department of psychiatry, BSMMU in Dhaka for receiving SST.

Pre, mid, post and follow-up assessment result of the problems

A. Findings based on Interview and Observation:

Mr. A-3’s problems in different areas (Cognitive, emotional, physiological, behavioural,

social and occupational) are presented in Table no- 2.3.4.

Table no-2.3.4: Problems mentioned in pre-assessment and reduction/improvement/

increase of problems found during mid, post and follow-up assessment.

Category Problems found during Reduction/ Reduction/ Reduction/
Pre-assessment improvement/ | improvement/ | improvement/
increase of the | increase of the | increase of the

problem in problem in problem in

Mid- Post- Follow-up

assessment assessment assessment

Cognitive I am contaminated with dirt | Reducedup to | Reduced upto | Reduced up to

and germs, touching others 50% 80% 85%

(90%)

I must do my work for
certain numbers; if ] can not
bad things will happen (70%)

Reduced up to
50%

Reduced up to
80%

Reduced up to
85%

The client thought that
everything of the world is
full a dust and nobody
understands his pain and
world is polluted (80%)

Reduced up to
40%

Reduced up to
70%

Reduced up to
75%

He also felt lack of
concentration (100%)

Increased up to
30%

Increased up to
50%

Increased up to
60%

Difficulty in making decision
(90%)

Increased up to
30%

Increased up to
60%

Increased up to
70%

Hopeless, low self esteem
(80%) and lack of confidence
(80%)

Increased up to
20%

Increased up to
70%

Increased up to
75%

He is a bad locking person,
everybody laughs at him
(70%)

Reduced up to
60%

Reduced up to
70%

Reduced up to
80%

Emotional

The client was very much
anxious about his problem.
He also felt fear, hopeless,

sad, worthless, distressed,
restless, confused and
vulnerable (50%)

Reduced up to
10%

Reduced up to
25%

Reduced up to
15%
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Physiological | Palpitation (90%) Reduced upto | Reduced upto | Reduced up to
50% 70% 80%
Sweating, weakness, dryness | Reduced up to Reduced up Reduced up
of throat, burning sensation | 40% t075% to75%
all over the body
Loss of energy (50%) Increased up to | Increased up to | Increased up to
40% 60% 70%
Behavioural | Avoiding places feared for Reducedupto | Reduced upto | Reduced up to
possible contamination 30% 70% 80%
(100%)
Decreased activity level Increased Increased up to | Increased up to
activity level up | 80% 80%
to 10%
Withdrawal from social Increased social | Increased upto | Increased up to
activity skill up 1o 30% | 50% 60%
Checking stoves, locks and Reduced up to Reduced up to Reduced up to
fan switches again and again | 20% 90% 95%
(70%)

Social Disrupted social interaction | Increased up to | Increased up to | Increased up to
(100%), disrupted family 20% 50% 60%
relationship, decreased
relationship with neighbors,
relatives, family members
specially brother and friends
(60%)

Occupational | Poor job performance (90%), | Incrcased up to | Increased up to | Increased up to
decreased relationship with | 15% 55% 75%
colleagues, lack of
concentration about office
task, lack of interest,
decreased level of interest,
reduced attention span and
reduced body strength (80%)

Observation | The client came alone in the | Came with Came with Came with
hospital with uncleaned dress | ............... app | ceevieninnn. 10) 03 IO app
up but his appearance and | ropriate ropriate ropriate
behaviour appeared to be
culturally appropriate
He could not make eye | Pooreye Normal Normal
contact normally; he was | contact
looking very anxious and
minimum eye contact was
present in the first session
His body posture was not | Restless Normat Normal

normal. e was exchanging
his body posture in front side
and back side continuously
and body movement was
restless which expressed his
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anxiety

His amount of speech was
not normal. He speaks very
first and loud

First and loud Normal Normal

His mood was very anxious
and he felt restlessness

Anxious and | Normal Normal
restlessness

B. Objective rating of Mr. A-3:

Scores of AS, DS and DUOCS are displayed at Table no-2.3.5.

Table no-2.3.5: General trend of objective score of Mr. A-3

Anxiety Score Depression Score OCD Score
Pre-assessment 89 (Profound) 123 (Moderate) 41 (Severe)
Mid-assessment 16 (Mild) 42 (Minimal) 10 (Below cut off
score)
Post-assessment 22 (Mild) 69 (Minimal) 09 (Below cut off
score)
1* Follow- up 03 (Mild) 36 (minimal) 02 (Below cut off
score)
2" Follow- up 07 (Mild) 41 (Minimal) 02 (Below cut off
score)
3" Follow- up 06 (Mild) 36 (Minimal) 02 (Below cut off
score)

C. Subjective rating of Mr.A-3:

Ratings of the verbal scale are displayed at Table no-2.3.6.

Table no-2.3.6: General trend of subjective rating of Mr.A-3

Client’s Subjective Rating Score

Pre-assessment 8
Mid-assessment 2.5
Post-assessment 2.5
1*" Follow- up 2
2"¢ Follow- up 2
3" Follow- up 1.5

(Note: The care giver did not attend the sessions.)
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Prognostic criteria:
There were some prognostic criteria, due to which some changes in the client mental
health. Those were as follows-

1. The client was compliant, motivated, co-operative in the therapy session; he
attended regularly in the therapy session.

2. He was very much devoted to the treatment process and practiced the skills he
learnt from the session to reduce his symptoms.

3. Although he had acute financial crisis but he continued session regularly for
which the current trainee clinical psychologist could run therapy session
smoothly.

4. After one month he came back to have follow-up session.

5. The duty psychiatrist referred the client from out door immediately when he did

not find any result of medicine.

Therapist’s comment:

Mr. A-3 was extremely anxious and depressed during the initial sessions. He attended 15
sessions including three follow-up sessions and he was complying the therapy by his
own. He gave his informed consent very willingly and started participating in the
session. He agreed with the researcher’s formulation and provided feedback. After 15
sessions, his anxiety, depression and OCD scores were found to be low. His short term
prognosis is good but if he does not practice the techniques learned in the session while
facing any difficult situation relapse may occur. So, the long term prognosis depends on

the client’s internalization.

Responsible Psychiatrist’s comments:

At the last and follow-up session the responsible psychiatrist talked to the client.
According to the psychiatrist evaluation/ remarks, the client has developed control over
ruminations. Emotionally now he is stable and he can perform his daily activities

smoothly. Finally, the responsible psychiatrist reported 80% as improvement rating
feedback.
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Case: A-4

Mrs. A-4, 32 years old, married, muslim female client from upper class status was
referred from a psychiatrist in DMCH. She was diagnosed as having OCD by
psychiatrist and she was selected as a participant of the present study according to the

inclusion criteria.

Duration of the problems:

The client was suffering from her problems for 25 years.
Current medicine status:

The client’s current medicine status is displayed in Table no-2.4.1.

Table no-2.4.1: Current medicine status of Mrs. A-4

Name of medicine Group of medicine Dose
Clofranil TCA 25mg
Relafin SSRI 50mg
Sizodon Atypical Anti Psychotic Smg
Perkinil Anti Parkinson’s drugs Smg
Disopan Benzodiazepine Sgm
Inj. Fluanxol Depot Long Acting Anti Psychotic 40gm

History of present illness:

From her very early age, the client noticed conjugal problem between her parents. As a
result, she was very much anxious about her family and she was not a caring child. She
had conflicting relationships with her mother and her mothers had dictator’s attitude. Her
mother had dominant behavior at that time and she always ignored the client. Her father
had character problems and her siblings misbehaved with her from the very beginning.
She belonged to a distorted family. As her mother was an outgoing lady she did not love
and care her, She did not have responsibility for her family and for her child but the
client had very much attached feelings for her mother but she was deprived of her
mothers love. Due to her mother’s ignorance, her recurrent intrusive thoughts started.
Besides her father had a sexual relationship with their maid servant. The client was
Pakistani and she was a tall, smart, fashionable and good looking woman. As a result she
was proud from early age. Also she wanted to do everything in a right and perfect way

from early age.
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Family and Personal history:

Family history: According to the client, her parents aged 64 and 70 were still alive
and their educational level was class nine and FCA respectively. Her father had a CA
firm and mother was a house wife. She had four sisters and two brothers aged 46, 44, 42,
40, 38 and 32 respectively who got married and lived separately. Two of her sisters
passed H.S.C and another two’s educational level were MS and BA. One of her brother
was major and another one was enginecr. The client’s husband, aged 35 was a senior

executive a foreign based firm and his education level was MS.

Birth history: The client had no birth complication,

Schooling and education: She was a medium category student. She started her
schooling at the age of 6 years. She used to go to school regularly and had few friends.
When she was a student of a reputed school, her friends involved in a sexual relationship
with many boys. The client’s performance was normal in school. In 1992, she passed
S.S.C examination with 1% division. In 1994 and 1997, she passed H.S.C and B.Com

with 1* division and 3" class respectively,

Marital history: The client got married three times. In 1998, when she was 20 years
old, her first husband chose her for marriage. He was uneducated, lived in Canada and
was a hotel boy but the client did not know about his qualification and status. Her parents
gave first marriage and the client loved him very much. Due to her mental disorder, her
husband divorced her after 8 months of her marriage. In 2000-2002, she made an affair
with an Indian boy. The client was a front desk executive at that time. In 2003, she got
her second marriage with that boy. Due to her mental disorder she misbchaved with her
mother in law. One day she bit her mother in law. As a result her second husband
divorced her in 2005. In 2008, her third husband chose her and in 2009 she got her third
marriage. Her third husband was very helpful and she had a happy family with him.
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Sexual history: She was three times sexually abused by her friends. The client
mentioned that she had high sexual desire and indicated it as a problem. When she had to

mix with friend, she could not control herself and she took initiative to develop sexual

relationships.

Past medical history: For this problem she took medicine 10 years ago.

Relationship among family members: Mer parents did not love her but her

present husband loves her very much.

Family history of mental illness: The client believed that all of her family

members were abnormal and problematic.
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Formulation

From the in-depth interview and exploration of her thought it revealed that she was
suffering from obsessive compulsive disorder. After obtaining information on different
areas of client’s problem, the therapist formulated her problem on the basis of the
following cognitive case conceptualization diagram-

Early Experiences
Conflicting refationships with mother; family conflict; mothers dominancy; mothers ignorance; fathers characters
problems; mothers anger; siblings misbehave; mothers negative attitude; lack of family support; felt proud

/

Activation /

Critical incidents
Divorce by first husband

}

Assumptions, general beliefs
l am very smart, fashionable and good looking women; we are Pakistani; I am a bad woman

|

Intrusive thoughts, images, urge doubts

N Neutralizing actions Attention & reasoning biases

I have a complex disease; | am contaminated with dirt and germs; writing and reading was nat
perfect; my head had a big problem; [ have sex urges

Attending to ritualistic behaviour Selective negative focus: repetitive wrong thought;

. ’ 7

Misinterpretations of significance of intrusions

-Responsibility for action
| have no Iman; | am a bad women; | am guilty

W <~

Counterproductive safety Mood changes

strategies
Try to avoid negative thought; try to busy for
reduce problem

. o

Restless; guilt feelings; low mood, anger

Figure-3.4: Problem formulation of the client using case conceptualization model for
obsessive compulsive disorder developed by Salkovskis, Forrester and Richards (1998).
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Most distressing thoughts list of the client:
Most distressing thoughts list of the client are displayed at Table no-2.4.2.

Table no-2.4.2: Most distressing thoughts list of Mrs. A-4

No. Most distressing thought

1. I am a bad women

2. I have a complex disease

3. 1 will not recover from my problem

Intervention and result:
Intervention goal:

In the initial three sessions and before the intervention started, assessment of the
problems and level of functioning of different areas were done. Afier assessing the
problems goals of intervention werc set collaboratively with Mrs.A-4, which were as
follows:
I. To ventilate the suppressed feelings
. To remove her obsessional thoughts
To regain her daily activities and confidence

To reduce physical symptoms

2
3
4
5. To reduce behavioural problems
6. To reduce sleep difficulties

7. To reduce emotional disturbance
8

. To improve communication skills

Treatment plan:

A treatment plan was prepared for each of the problems or symptoms by the therapist.
On the basis of full consent of the client, treatment strategies which were applied are

given in Table no-2.4.3.
Table no-2.4.3: Treatment plan for Mrs. A-4

No. Treatment Goals Treatment techniques
1. To ventilate the suppressed feelings Psycho-education, empathetic listening,
breathing relaxation
2. To remove her obsessional thoughts Thought stopping, habituation training,
thought challenge, distraction,
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cognitive  restructuring, downward
arrow technique

3. To regain her daily activities and Problem solving skills , social skill

confidence training, scheduling activities

4. To reduce physical symptoms Relaxation, cognitive restructuring

5. To reduce behavioural problems Relaxation, exposure and response
prevention, analogical evidence,
modeling, avoidance reduction,
habituation training, monitoring
activities

6. To reduce sleep difficulties Relaxation, distraction

7. To reduce emotional disturbance Problem solving skills |, cognitive
restructuring, psycho education,
relaxation, monitoring activities,
graded task

8. To improve communication skills Relaxation, social skill training

Intervention:

The following cognitive and behavioural techniques were used in the treatment of the
client:

1. Empathetic listening: I'rom the first session, the therapist heard her all problem
with full attention and reflection and established a good rapport to disclose her problems.

The empathetic therapeutic atmosphere helped her to release her pent-up emotion,
2. Psycho-education: Psycho-education had been given the client about her disorder

(OCD). Psycho-education is crucial in starting to generate a different way of making
sense of the problem and it was provided about the nature of the therapy to socialize the
client in the therapeutic principles and process of CBT. As a psycho-education; the
present therapist provided definition of OCD, types/characteristics of OCD, treatment

and prognosis of OCD.

3. Analogical evidence: This technique was used for helping the client change her
dysfunctional thinking pattern. It also helped the client to evaluate the meaning of her
thoughts from an objective perspective and with great relief she realized for the first time
that she was not responsible for having the intrusive thoughts.

4, Relaxation: Relaxation technique had been given for reduce her anxiety symptoms.

Breathing and imaginal relaxation has practiced in the session by modeling and was

suggested to practice regularly.
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5. Distraction: Distraction technique was used to reduce her most distressing
thoughts. The client was very much upset about her life.

6. Thought challenge: Thought challenge was uscd to help her to view the situation
alterpatively as negative automatic thoughts were activating the client’s dysfunctional
assumption and thereby maintained the problem. The present therapist used
Dysfunctional Thought Record Sheet (D'TR) for fighting client irrational, intrusive and
unwanted negative thoughts. The client was asked to practice this technique as
homework assignment and this technique helped her Lo correct her personalization errors
and increase self esteem and self-confidence.

7. Exposure with response prevention (ERP): ERP was administered for the

client to provoke the compulsive urge and to refrain from engaging in her usual
compulsive behaviour. Before starting the ERP session, the present therapist explained
the rationale and the client agreed for imaginal exposure first. Modeling was done by the
therapist before the client practiced ERP and the therapist asked to practice ERP for the

clicnt as a homework assignment.

8. Habituation technique: This technique was used to reduce her unwanted
recurrent intrusive thoughts.

9. Downward arrow technique: This technique was used for rcvealing the
underlying ‘core’ meaning of the negative interpretation of the chent.

10. Problem solving skills: To increase her interest level in occupation and to

reduce emotional disturbance and to deal with her real life problems, the present therapist

taught her about problem solving skills.

11. Scheduling activities: The therapist asked the client to record her daily activities
and these records can increase activity levels of the client.

12. Social skill training (SST): To improve her communication skills, the therapist
gave her SST. Assertiveness training had been given and practiced in the session by

modeling as well as through flooding technique.
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A. Findings based on Interview and Observation:

Mrs.

behavioural, social and occupational) are presented in Table no- 2.4.4,

A-4’s problems in different areas (Cognitive, emotional, physiological,

Table no-2.4.4: Problems mentioned in pre-assessment and reduction/improvement/

increase of problems found during mid, post and follow-up assessment.

Category Problems found during Reduction/ Reduction/ Reduction/
Pre-assessment improvement/ | improvement/ | improvement/
increase of the | increase of the | increase of the

problem in problem in problem in

Mid- Post- Follow-up

assessment assessment asscssment

Cognitive I am contaminated with dirt | Reduced up to | Reduced up to Reduced up to

and germs; became ill from | 30% 60% 80%

contaminated

[ must do my work 1 certain
number

Reduced up to
10%

Reduced up to
50%

Reduced up to
90%

Life is meaningless,
worthless and finished and
future is dark

Reduced up to
25%

Reduced up to
55%

Reduced up to
85%

“I have a bad disease”, “I
wish 1 could die”

Reduced up to
5%

Reduced up to
50%

Reduced up to
90%

She felt lack of concentration

Increased a

Increased a

Increased up to

(90%) little bit up to fittle bit up to 60%

20% 40%
Difficulty in making decision | Not improved Increased a Increased up to
and low self esteem little bit 50%

Reassurance seeking

Reduced up to

Reduced up to

Reduced up to

behaviour 10% 50% 70%
Emotional | She felt fear, anger, hopeless, | Reduced up 10 Reduced up to Reduced up to

sad, worthless, distressed, | 20% 50% 80%

confused and vulnerable

(100%0)

She felt irritation all the time

Not reduced at
all

Reduced up to
30%

Reduced up to
60%

Physiological | Palpitation Reducedupto | Reducedupto | Reduced up to
15% 65% 75%
Slecp difficulties Reduced upto | Reduced upto | Reduced up to
40% 60% 80%
Drowsiness and weakness Reduced up to Reduced up to Reduced up to
20% 60% 80%
Full loss of appetite Increased up to | Increased up to | Increased up to
30% 70% 80%
Behavioural | Repeated washing, reading | Reducedupto | Reduced upto | Reduced up to
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various form the Quran and
writing often performed in a
ritualistic way

15%

65%

85%

Decreased activity level

Increased a
little bit

Increased up to
30%

Increased up to
60%

She has crying spell

Not reduced

Not reduced

Not reduced

Social

Disrupted social interaction

Not improved
significantly

Increased up to
50%

Increased up to
70%

Decreased relationship with
neighbors, relatives and
family members

Not improved

Immproved a
little bit

Increased up to
50%

Occupational

She could not do
household activitics

any

Now she can do
some household
activities but

Now she can do
some household
activities but

Now she
engaged and
involved in

her husband her husband houschold
helps her helps her activities
She mentioned that she had Increased a Increased up to | Increased up to
no interesi at any activities little bit 50% 70%

Attention span and body

Increased up to

Increased a

Increased up to

strength reduced 20% little bit 50%
significantly

Observation | The client came with a clean | Came Came Came
well  dress up and her| ... appropriat | ....... appropriat | ....... appropriat
appearance and behaviour | e e €
appeared to be culturally

appropriate

She was a very smart and
good looking woman but she
had crying spell very much
and her facial expression was
blank in the session

She was crying
spell  in  the
$ession

She was ¢rying
spell in the
session

Encouraging

She could not make eye
contact normally and she was
looking very sad and anxious

Normual

Normal

Normal

Her body posture and
movement  was  restless
which expressed her anxiety

Resiless

Normal

Normal

Her amount of speech was
very little, most of the
answer she gave by one or
1wo words

Very little

Normal

Normal

Her mood was low and she
felt restlessness

Low and
restlessness

Low

Low
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Scores of AS, DS and DUOCS are displayed at Table no-2.4.5.

Table no-2.4.5: General trend of objective score of Mrs. A-4

Anxiety Score

Depression Score

OCD Score

Pre-assessment

97 (Profound)

134 (Severc)

68 (Profound)

Mid-assessment

62 (Moderate)

101 (Mild)

42 (Severe)

Post-assessment 54 (Mild) 80 (Minimal) 32 (Moderate)
1¥ Follow- up 32 (Mild) 72 (Minimal) 30 (Moderate)
2" Follow- up 28 (Mild) 70 (Minimal) 20 (Mild)
3 Follow- up 27Mild) | 59 (Minimal) 19 (Mild)

C. Subjective rating of Mrs. A-4:
Ratings of the verbal scale are displayed at Table no-2.4.6.

Table no-2.4.6: General trend of subjective rating of Mrs. A-4

Client’s Subjective Rating Score
Pre-assessment 9
Mid-assessment 7.5
Post-assessment 6
1* Follow- up 3
2" Follow- up 4
3" Follow- up 2.5

(Note: The care giver did not attend the sessions.)

Prognostic criteria:
There were some prognostic criteria, due to which some changes in the client mental
health. Those were as follows-
1. The client was compliant, motivated and co-operative to her therapy session; so
that she attended regularly in the therapy session.
2. She was very much committed to the treatment process and practiced the skills
she learnt from the session to reduce her symptoms.
3. After one month she came back to have follow-up session.
4. Her care giver, husband and her father were more co-operative.
S. The client lived far away from hospital but she came time for session. For this

reason it was easy for the therapist to run the therapy smoothly.
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Therapist’s comment:

Mrs. A-4 was referred by a psychiatrist private chamber for providing CBT. She was
extremely anxious and depressed during the initial sessions and it was difficult for the
researcher to structure the session at that time. Her asscssment was completed within the
first 4 sessions. She attended 19 sessions including three follow-up sessions and she was
complying the therapy by her own. She gave her informed consent very willingly and
started participating in the session. She agreed with the researcher’s formulation and
provided feedback. After total 19 sessions, her anxiety, depression and OCD score was
low. Her short term prognosis is good but if she does not practice the techniques lcarned
in the session while facing any difficult situation relapse may occur. So, the long term
prognosis depends on the client’s internalization. The client came after long time for
psychological management, although she had referred early time by the psychiatrist. For
this reason, her problem increased and had a long term history. Her improvement also

delayed for the same reason.

Responsible Psychiatrist’s comments:

At the last and follow-up session the responsible psychiatrist talked to Mrs. A-4.
According to the psychiatrist evaluation/ remarks, on the entry of the session, she was
very much obsessed along with the rituals. She was severely depressed also. Now the
intensity of obsessive thoughis and rituals is moderate to mild and still a bit depressed

and anxious. Finally, the responsible psychiatrist reported 65-70% as improvement rating

feedback.

Case: A-5

Mr, A-5, 20 years old, unmarried, muslim male client from upper middle class status was
referred from psychiatry out-patient department of DMCH. He was diagnosed as }iaving
OCD by referring agency and he was selected as a participant of the present study

according to the inclusion criteria.

89



Dhaka University Institutional Repository

Duration of the problems:

The client was suffering from his problems for five years and took medicine for two

years.
Current medicine status:
The client’s current medicine status is displayed in Table no-2.5.1.

Table no-2.5.1: Current medicine status of Mr. A-5

Name of medicine Group of medicine Dose
Clofranil Tri-cyclic Anti Depressant 25mg
Prodep SSRI 20mg

History of present illness:

The client was 20 years old and was an intelligent, high ambitious and good student from
early age. His parents had a dictatorship attitude. In childhood, he was over protected
child. He had a religious minded family and he wanted to do everything in a right and
perfect way. When he was a student of class ten, vice principal of his school gave fear
every student of his class. He said that if anyone who failed pre-test exam will not be
able to attended board exam. At that time the client exam was good and he had passed
the exam with very high marks but maximum students of his class had failed that exam.
But from that time exams phobia started in him due to lack of his confidence and low

self esteem. His recurrent intrusive thought started about has to face cxams.

Family and Personal history:

Family history: According to the client, his parents werc alive, aged 65 and 55
respectively. His father was a businessman and mother was a house wife. Their
educational level was M. Ed and S.S.C. He had three elder sisters, aged 35, 28 and 23
respectively and their educational levels were MS, MBA and BBA. His one sister was

married and lived separately.

Birth history: The client had no birth complication.
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Schooling and education: The client was an intelligent, high ambitious and good

student from early age. He had interest to read and used to go to school regularly. In
2006 and 2008, he passed S.S.C and H.S.C exam with Golden A+. Now he was a 1* year

computer science and engineering student of a private University.

Past medical history: The client had appendicitis when he was student of class

three. Afier appendicitis operation he took lot of medicine.

Relationship among family members: He was the only and younger son of his

parents, so that his parents and his elder daughters very much loved him.

Family history of mental illness: The client’s grandfather had mental problem but

he did not take any psychiatric medicine.
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Formulation

From the in-depth interview and exploration of his thought it revealed that he was
suffering from obsessive compulsive disorder. After obtaining information on different
areas of client’s problem, the therapist formulated his problem on the basis of the
following cognitive case conceptualization diagram-

Early Experiences

Grandfather’s mental problem; perfectionistic beliefs; inflated responsibility

Larly experience . g
Y EXp 5 Activation

[

Critical incidents
Exams result phobta

Assumptions, general beliefs

I will fail in pre-test exam: | have low level of knowledge: 1 will not success in my life

'

Intrusive thoughts, images, urge doubts

“I must do the work in certain number of time, if | can not do that bad things will happen™;

“Advertisement and music was running atong iny head all the time”, “1 will fail in my exams”

Neutralizing actions Altention & reasoning biases
7 Selective negative focus; repetitive thought

Y

- ' -

Misinterpretations of significance of intrusions
-Responsibility for action
Repeated bathing because of repeated thought; [ have a bad problem

AW el

Counterproductive safety Mood changes

strategies Anxious; depressed; palpitation
Try to stop negative thought

~ /

Figure-3.5: Problem formulation of the client using case conceptualization model for
obsessive compulsive disorder developed by Salkovskis, Forrester and Richards (1998).
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Most distressing thoughts list of the client:
Most distressing thoughts list of the client are displayed at Table no-2.5.2.
Table no-2.5.2: Most distressing thoughts list of Mr. A-5

No. Most distressing thoughts

1. ] can not success my life

2. Lack of concentration very much

3. I must do the work for certain numbers, if I can not do that bad things will happen
4. Advertisement and music was running along my head all the time

Intervention and result:
Intervention goal:

In the initial three sessions and before the intervention siarted, assessment of the
problems and level of functioning of different areas were donc. After assessing the

problems goals of intervention were set collaboratively with Mr.A-5, which were as

follows:

[o—y

. To remove his obsessional thoughts
To reduce physical symptoms
To reduce behavioural problems
448749

2
3
4. To increase problem solving skills
5. To reduce emotional disturbance
Treatment plan:
A treatment plan was prepared for each of the problems or symptoms by the therapist.

On the basis of full consent of the client, treatment strategies which were applied are

given in Table no-2.5.3.
Table no-2.5.3: Treatment plan for Mr. A-5

No. Treatment Goals Treatment techniques
1. To remove his obsessional Thought stopping, habituation training,
thoughts thought challenge, distraction, cognitive
restructuring, downward arrow technique,
pros and cons
2. To reduce physical symptoms Relaxation, cognitive restructuring
3. To reduce behavioural problems Relaxation, scheduling activities, monitoring
activities
4. To increase problem solving skills | Problem solving skills , relaxation
5. To reduce emotional disturbance | Problem solving skills , psycho education,
relaxation, monitoring activities, graded task
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Intervention:

The following cognitive and behavioural techniques were used in the treatment of the
client:

1. Empathetic listening: The therapist listencd empathetically to the distressful
thoughts about the past of the client.

2. Psycho-education: Psycho-education was given to the client about his disorder
(OCD).Psycho-education is crucial in starting to generate a different way of making
sense of the problem and it was provided about the nature of the therapy to socialize the
client in the therapeutic principles and process of CBT. As a psyche-education; the
present therapist provided definition of OCD, types/characteristics of OCD, treatment
and prognosis of OCD.

3. Relaxation: Relaxation technique was applied to reduce client’s anxiety symptoms.
Breathing and imaginal relaxation techniques were applied to releasc his tension, stress
and anxiety related other symptoms.

4. Thought challenge: He was helped to challenge his negative thoughts primarily
only through finding alternative. The present therapist used Dysfunctional Thought
Record Sheet (DTR) for fighting client irrational, intrusive and unwanted negative
thoughts. The client was asked lo practice this technique as homework assignment and

this technique helped him to increase self-confidence.

5. Distraction: Distraction technique was used to reduce his most distressing
thoughts. The client was very much distressed about his life.

6. Habituation technique: This technique was used to reduce his unwanted

recurrent intrusive thoughts and the client practiced successfully. He felt comfort for

using this technique.

7. Downward arrow technique: This technique was used for revealing the
underlying ‘core’ meaning of the negative interpretation of the client.

8. Scheduling activities: The therapist asked the client to record his daily activities

and these records can increase activity levels of the client.
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9. Problem solving skills: To increase his problem solving skills and to reduce

emotional disturbance the present therapist taught him about problem solving skilis.

Pre, mid, post and follow-up assessment result of the problems

A. Findings based on Interview and Observation:

Mr. A-5’s problems in different areas (Cognitive, emotional, physiological, behavioural,

social and occupational) are presented in Table no-2.5.4.

Table no-2.5.4: Problems mentioned in pre-assessment and reduction/ improvement/

increase of problems found during mid, post and follow-up assessment.

Category Problems found during Reduction/ Reduction/ Reduction/
Pre-assessment improvement/ | improvement/ | improvement/
increase of the | increase of the | increase of the
problem in problem in problem in
Mid- Post- Follow-up
assessment assessment assessment
Cognitive [ must do my work for Reduced upto | Reduced upto | Reduced up to
certain number of time, if [ 50% 80% 95%
can not do this bad thing will
happen (80%)
Advertisement and music Reduced up to Reduced up to Reduced up to
was running along my head 55% 85% 100%
all the time i
He felt lack of concentration | Increased up to | Increased upto | Increased up to
(60%) and his decision 60% 80% 80%
making capacity was low and
felt hopeless (50%)
Emotional | He felt hopeless, sad, | Reduced up to Reduced up to Reduced up to
worthless, distressed, | 50% 75% 85%
restless, confused and
vulnerable (50%) and he had
crying spell
Physiological | Palpitation (70%), weakness | Reduced up to Reduced up to Reduced up to
and headache 50% 80% 80%
Sleep difficulties Reduced up to Reduced up to Reduced up to
50% 75% 80%
Lack of appetite Increased up to | Increased up to | Increased up to
50% 60% 60%
Behavioural | Decreascd activity level Increased up to | Increased up to | Increased up to

50%

80%

85%

Doing certain activities in a
particular number of times
(70%)

Reduced up to
50%

Reduced up to
80%

Reduced up to
80%
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Social Disrupted social interaction | Increased a Increased up to | Increased up to
(40%) little bit 55% 65%
Decreased relationship with | Increased up to | Increased up to | Increased up to
neighbors and  relatives | 35% 55% 65%
(50%)

Occupational | Relationship with  friends | Increased up to | Increased up to | Increased up to
decreased significantly 20% 40% 50%

His attention span, | Increased up to | Increased up to | Increased up to
concentration and interest | 45% 65% 85%

about class task reduced

(70%)

Observation | The client came with a | Came............. Came............. Came.............
religious dress up and his | . appropriate . appropriate . appropriate
appearance and behaviour
appeared to be culturally
appropriate
His sufferings scemed to | Less than Normal and
reflect in the first assessment | before smiley
session
He had minimum eye contact | Normal Normal Normal
His body posture and body | Normal Normal Normal
movement was quite normal
His amount of speeches were | Normal Normal Normal
normal
His mood was sad Low Fresh Fresh

B. Objective rating of Mr. A-5:

Scores of AS, DS and DUOCS are displayed at Table no-2.5.5.

Table no-2.5.5: General trend of objective score of Mr. A-5

Anxiety Scorc Depression Score OCD Score

Prc-assessment 55 (Moderate) 78 (Minimal) 43 (Severe)

Mid-assessment 38 (Mild) 60 (Minimal) 28 (Moderate)

Post-assessment 18 (Mild) 38 (Minimal) 17 (Cut off scorc)

1*' Follow- up 16 (Mild) 34 (Minimal) 08 (Below cut off
score)

2™ Follow- up 0 30 (Minimal) 02 (Below cut off
score)

3" Follow- up 10 (Mild) 34 (Minimal) 02 (Below cut off
score)
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C. Subjective rating of Mr. A-5:
Ratings of the verbal scale are displayed at Table no-2.5.6.
Table no-2.5.6: General trend of subjective rating of Mr. A-5

Client’s Subjective Rating Score
Pre-assessient 7
Mid-assessment 3
Post-assessment 2
1¥ Follow- up 1.5
2" Follow- up 0
3" Follow- up 1

(Note: The care giver did not attend the sessions.)

Prognostic criteria:
There were some prognostic criteria, due to which some changes were found in the client
mental health. Those were as follows-
1. The client was highly compliant, motivated, co-operative and psychological
minded to his therapy session; he attended regularly in the therapy session.
2. He was very much devoted to the treatment process and practiced the skills he

learnt from the session to reduce his symptoms.

[FS]

After one month he came back to have follow-up session.
4. The duty psychiatrist referred the client from out door immediately when he did

not find any result of medicine.

Therapist’s comment:

The client terminated the session after attending 13 sessions and he was anxious during
the pre-assessment sessions. He was complying the therapy by his own and he gave his
informed consent very willingly and started participating in the session. He agreed with
the researcher’s formulation and provided feedback. After total 13 sessions, his anxiety,
depression and OCD score was low. His short term prognosis is good but if he does not
practice the techniques leamed in the session while facing any difficult situation relapse

may occur. So, the long term prognosis depends on the client’s internalization.
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Responsible Psychiatrist’s comments:

At the last and follow-up session the responsible psychiatrist talked with the client.
According to the responsible psychiatrist evaluation/ remarks, he is alright and has full
control over his mind. There is no unwanted thinking with was prevailing in the past.
The patient was emotionally stable and can resume his daily activities normally. Finally,

the responsible psychiatrist reported 90% as improvement rating feedback.

Case: A-6

Mr.A-6, 21 years old, unmarried, muslim male client from lower middle class status was
referred {rom psychiatry out-patient department of DMCH. He was diagnosed as having
OCD by referring agency and he was selected as a participant of the present study

according to the inclusion criteria.
Duration of the problem:

The client was suffering from his problems for seven years and took medicine for six

years.
Current medicine status:
The client’s current medicine status 15 displayed in Table no-2.6.1.

Table no-2.6.1: Current medicine status of Mr. A-6

Name of Medicine Group of medicine Dose
Oleanz Atypical Anti Psychotics 10mg
Amafranil TCA 25mg
Amit/Amilin TCA 25mg
Prodep SSRI 20mg
Lozicum Hypnotic Img

History of present illness:

The client was 21 years old. In 2003, he was reading in class nine and at that time
suddenly he was thinking that he was going thin and his body colour was tumning into
black. He had jaundice at that time and one village doctor prescribes him to taking
enough water and cold food. To reduce this problem he was bathing into a pond and
dive 200 times at a time. When he was finishing his bathing, he was feeling headache in
the left side and feeling hot flushes in the head. His maximum problems were developed
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at that time. But at that time his food habit was normal. The clicnt was irritated nature
from early age. So that his mood was always low and his was behaviour was destructive
in nature. One day his mother and his brother in law made quarre! and at that time his
test exam was near. He said them do not make quarrel but his father misbehaves with
him. His father said him that he has many problems and he will not recover forever. The
clicnt had a bad experience about his family from early age. He had a religious family
background and his father was very much conservative. le did not like quarrel and
always avoid quarrel, gathering and fighting but his family members were always made

quarrel. For the above reason the client problems started.

Family and Personal history:

Family history: According to the client, his parents, aged 65 and 56 were still aljve,

His mother was a house wife and her educational level was class four and his father was
a farmer and his educational level was class five. Fle had an elder sister and three
brothers aged 35, 32, 25 and 19 respectively. His two brothers and sister were married.
His sister educational level was class five and two of his brothers were eight pass and

another one’s educational level was class five.

Birth history: The client had no birth complication.

Schooling and education: He was not a good student from early age. He had no

interest to go to school regularly and he had sleep and appetite problems from early age.

He could not wake up in the early morning.

Occupational history: The client was an electric;ian. He has been working in a shop
as an electrician but he did not get any salary in this job because of the shop belonged to
his sister in law,

Past medical history: For this problem he took medicine six years ago. He had
jaundice and now he is cured by treatment.

Relationship among family members: He was the eldest son of his parents but

they did not love him. Now a day his younger sister loves him and helps him to solve his

problems.

Family history of mental illness: There was no family history of mental illness.
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Formulation

From the in-depth interview and exploration of his thought it revealed that he was
suffering from obsessive compulsive disorder. After obtaining information on different
areas of client’s problem, the therapist formulated his problem on the basis of the
following cognitive case conceptualization diagram-

Early Experiences

Conservative family background,; parental pressure; personality trait

Early experiences . F
Aclivation /

| 4

Critical incidents
Sudden quarrel with mother and brother in law

}

Assumptions, general beliefs
| have no brain; this disease will run life long

.

Intrusive thoughts, images, urge doubts

[ have no rest and satisfaction in my brain

Neutralizing actions Aftention & reasoning biases
Altending to ritualistic behaviour Selective negative focus, catastrophizing

. ) 7

Misinterpretations of significance of intrusions
-Responsibility for action
I will associate my diseasc, ] have a skin disease due to using soap, | am going to dic and nobody

understands my pain

I -

Counterproductive safety Mood changes

strategies Hopeless, sad, worthless, distressed, restless,

low mood

o o

Y

Figure-3.6: Problem formulation of the client using case conceptualization model for
obsessive compulsive disorder developed by Salkovskis, Forrester and Richards (1998).
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Most distressing thoughts list of the client:
Most distressing thoughts list of the client are displayed at Table no-2.6.2.

Table no-2.6.2: Most distressing thoughts list of Mr. A-6

No. Most distressing thoughts

1 I have no satisfaction when sleeping
2, I have no brain

3 | have a skin disease due to using soap

Intervention and result:
Intervention goal:

In the initial three assessment sessions and before the intervention started, assessment of
the problems and level of functioning of different areas were done. After assessing the

problems goals of intervention were set collaboratively with Mr.A-6, which were as

follows:

—

. To ventilate the suppressed feelings
2. To remove his obsessional thoughts
3

. Toregain his daily activities and confidence

h—

To reduce physical symptoms

2. To reduce behavioural problems
3. To reduce sleep difficulties

4. To reduce emotional disturbance
5. To increase communication skill

Treatment plan:

A treatment plan was prepared for each of the problems or symptoms by the therapist.
On the basis of full consent of the client, treatment strategies which were applied are

given in Table no-2.6.3.
Table no-2.6.3: Treatment plan for Mr, A-6

No. Treatment Goals Treatment techniques
1. To ventilate the suppressed feelings Psycho-education, empathetic listening,
breathing relaxation
2, To remove his obsessional thoughts Habituation training, thought
challenge, distraction, downward arrow
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technique

3. To regain his daily activities and Scheduling  activities,  monitoring

confidence activities

4. To reduce physical symptoms Relaxation

5. To reduce behavioural problems Relaxation, exposure and response
prevention,  analogical  evidence,
modeling, habituation training,
monitoring activities

6. To reduce sleep difficulties Relaxation, distraction

7. To reduce emotional disturbance Problem solving skills , cognitive
restructuring, psycho cducation,
relaxation, monitoring activities,
graded task

8. To increase communication skill Social skill training, relaxation

Intervention:

The following cognitive and behavioural techniques were used in the treatment of the
client:

1. Empathetic listening: The therapist listened empathetically about the past
distressful thoughts of the client. The empathetic therapeutic atmosphere helped him to
rclease his pent-up emotion.

2. Psycho-education: Psycho-education was given the client about his disorder
(OCD).Psycho-education is crucial in starting to generate a different way of making
sense of the problem and it was provided about the nature of the therapy to socialize the
client in the therapeutic principles and process of CBT. As a psycho-education; the
present therapist provided definition of OCD, types/characteristics of OCD, treatment
and prognosis of OCD.

3. Analogical evidence: This technique was used for helping the client to change his
dysfunctional thinking pattern. It also helped the client evaluate the meaning of his
thoughts from an objective perspective and with great relief he realized for the first time
that he was not responsible for having the intrusive thoughts.

4. Relaxation: Relaxation technique was applied to reduce client’s anxiety symptoms.

Breathing and imaginal relaxation techniques were applied to release his tension, stress

and anxiety related other symptoms.
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5. Thought challenge: Thought challenge was used to help the clicnt to view the

situation alternatively and to correct his personalization errors and increase self-esteem.
The present therapist used Dysfunctional Thought Record Sheet (DTR) for fighting
client irrational, intrusive and unwanted ncgative thoughts. The client was asked to
practice this technique as homcwork assignment and this technique helped him to

increase self-confidence and self-esteem.

6. Distraction: Distraction technique was used to reduce his most distressing
thoughts. The client was very much distress about his life.

7. Downward arrow technique: To reveal his underlying more ‘core’ meaning of

the negative interpretation and expose a more fundamental underlying assumption, this

technique was used.

8. Scheduling activities: The therapist asked the client to record his daily activities

and these records can increase activity levels of the client.

Pre, mid and post- assessment result of the problems

A. Findings based on Interview and Observation:

Mr. A-6s problems in different areas (Cognitive, emotional, physiclogical, behavioural,

social and occupational) are presented in Table no-2.6.4.

Table no-2.6.4: Problems mentioned in pre-assessment and reduction/improvement/

increase of problems found during mid and post-assessment.

» Category Problems found during Pre-assessment Reduction/ Reduction/
improvement/ improvement/
inerease of the | increase of the

problem in problem in
Mid- Post-
assessment assessment
Cognitive I have no rest and satisfaction in my brain Not reduced Not reduced
significantly significantly
I have no brain, this disease will be running life Reducedupto | Reduced up to
long 15% 30%
I have a skin disease due to use of soap, I will die | Reduced upto | Reduced up to
g s00N 50% 40%
Nobody understands his pain and his life is | Reduced up to Reduced up to
meaningless, finished and his future is dark. 25% 50%
He felt lack of concentration, difficulty in making | Increased a Increased up to
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little bit

decision and low self esteem 30%
He had a suicidal ideation but he did not attempt | Reduced Reduced up to
to suicide 100%
Emotional | He felt fear, hopeless, sad, worthless, distressed, | Reduced up to Reduced up to
restless, guilt feeling, irritated, confused and | 40% 40%
vulnerable
Physiological | Jerking all over the body, palpitation, sweating | Reduced upto | Reduced up to
and sleep difficulties very much 30% 40%
Low appetite Increased a Increased up to
little bit 50%
Dryness of throat Reduced up to Reduced up to
o 40% 45%
Headache (1eft side) Not reduced Reduced a litile
bit
Hot and pain 1in abdomen and dehydrations | Reduced upto | Reduced up to
problem 20% 40%
Felt weakness in leg Reduced up to | Reduced up to
60% 60%
Loss of energy Increased a Increased up to
little bit 40%
Behavioural | Activity level decreased Increased a Increased a
little bit little bit
Withdrawal from social activity and non assertive | Withdraw from | Withdraw from
social activily social activity
now days and now days and
he had he had
assertiveness assertiveness
problems also problems also
Repeated showering or bathing due to hot flushes | Not reduced Reduced up to
20%
Checking locks over and over, preoccupation | Reduced upto | Reduced up to
with symmetry, exactness or order and doing | 10% 30%
certain activities in a particular number of times
Social Disrupted social interaction Not increased Increased up to
significantly 20%
Decreased relationship with neighbors, relatives, | Increased a Increased up to
family members, customers and friends little bit 20%
Occupational | Poor business performance and decreased | Increased a Increased a
relationship with colleagues little bit little bit
Lack of concentration about business task, | Not improved Increased a
decreased level of interest, reduced attention span little bit
and body strength
Observation | The client came with a dirty cloth but his | Came Came
appearance and behaviour appeared to be | ............... APP | ceerenieeannn
culturally appropriate ropriate appropriate
In the first assessment session seemed to reflect | Less than Less than
his sufferings, very much anxious and depressed | before before

and wants immediate solution for his problem
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He could not make eye contact normally and he | Normal Normal

was looking very sad

His body posture was normal but body movement | Normal Normal

was restless which expressed his anxiety

His amount of speech was very little, most of the | Quite normal Normal

answer he gave by one or two words

His mood was low and he felt restlessness Low and Low and

restlessness restlessness
B. Objective rating of Mr. A-6:
Scores of AS, DS and DUQCS are displayed at Table no-2.6.5.
Table no-2.6.5: General trend of objective score of Mr. A-6
Anxiety Score Depression Score OCD Score

Pre-assessment 84 (Profound) 123 (Moderate) 64 (Profound)
Mid-assessment 69 (Severe) 114 (Mild) 50 (Profound)
Post-assessment 67(Severe) 115 (Moderate) 50 (Profound)

C. Subjective rating of Mr. A-6:

Ratings of the verbal scale are displayed at Table no-2.6.6.

Table no-2.6.6: General trend of subjective rating of Mr. A-6

Client’s Subjective Rating Score
Pre-assessment 9
Mid-assessment 7
Post-assessment 6

(Note: The care giver did not attend the sessions.)

Prognostic criteria:

There were some prognostic criteria, due to which some changes occurred in the client’s

mental health. Those were as follows-

1. The client lived far away from hospital and works in sister in laws shop but he

came in time for session

VINE SRR

not find any result of medicine.
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Although he had acute financial crisis but he continued 11 session

He practiced the skills he learnt from the session to reduce his symptoms

Some behavioural change was also observed by the therapist later in the session

The duty psychiatrist referred the client from out door immediately when he did
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Therapist’s comment:

The client was non-compliant and his motivation level was low and he terminated the
session after attending 11 sessions. He was not co-operative to his therapy session. He
was not devoted to the treatment process and he was anxious and depressed during the
pre-assessment sessions but he gave his informed consent willingly and started
participating in the session. He agreed with the researcher’s formulation and provided

feedback. If the client attends his session regularly he will recover from his problem.

Case: A-7
Miss.A-7, 20 years old, unmarried, muslim female client from middle class status was
referred from psychiatry in-patient (Ward no-37, Bed no-04) department of DMCH. He

was diagnosed as having OCD by referring agency and he was selected as a participant

of the present study according to the inclusion criteria.

Duration of the problem:

The client was suffering from her problems for 5 years and took medicine for 5 years.
Current medicine status:

The client’s current medicine status is displayed in Table no-2.7.1.

Table no-2.7.1: Current medicine status of Miss. A-7

Name of Medicine Group of Medicine Dose
Inj. Clopixol Depot Long Acting Anti Psychotic 200mg
Perkinil Anti Parkinson’s drugs Smg
Relafin SSRI S0mg
Sedil Benzodiazepine Smg
Lopez Atypical Anti Psychotic 10mg
Gepin Ranitidine { Anti ulcerant) 150mg
Indever Anxiolytic 10mg
Laxxena Laxative
Vitamin B Complex ] PC

History of present illness:

From early age, the client was aggressive nature and she did not like to mix with other
people, relatives, neighbors and friends. She had preferred to live alone. She was the

only daughter of her parents and they love her very much but in childhood, the client
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complains that she was not caring child. She did not prefer to read and go to school from
early age. Her school performance was not satisfactory. But when she was a student of
class-VIII, suddenly her mother felt sick. Due to her sickness the client father’s admitted
her mother in a hospital and her mother diagnosed as a cancer patient and this type of
news was very unfortunate for the client. After that news she felt very sick and her all
problems started. She mentioned that her father was very much careless about her
mother’s treatment and their relationships were not good. They always quarrel with each
other. Due to lack of treatment and her father’s irresponsible behaviours, her mother
dicd. For this rcason, she did not forgive her father. She always complained about her
father’s attitude. She added that her father did not love her and he always loves his sisters

and their fanuly members.

Family and Personal history:

Family history: According to the client, her father, aged 50 was still alive and her

mother died 6 years ago. Her niother was a Government scrvice holder and her
educational level was class threc. Her father was also a Government service holder and

his educational level was S.S.C. The client was the only daughter of her parents.

Birth history: The clicnt was a seizurc baby but she had no birth complication.

Schooling and education: She was not a good student from early age. She had no

interest to go to school regularly but she had many friends. She had sleep and appetite

problems from carly age.

Past medical history: For this problem she took medicine five years ago.

Relationship among family members: Relationship among family members was

not good. She had no relationships with her relatives because of her problems.

Family history of mental illness: There was no family history of mental illness.
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Formulation

From the in-depth interview and exploration of her thought it revealed that she was
suffering from obsessive compulsive disorder. After obtaining information on different
areas of client’s problem, the therapist formulated her problem on the basis of the
following cognitive case conceptualization diagram-

Early Experiences
Personality traits; having intrusive thoughts with socially undesirable content; mother’s death;
father's carelessness aboul her mother’s treatment

Early experiences /
Activation /

¥

Critical incidents
Mother’s sickness and sudden death

!

Assumptions, general beliefs

Father did not Jove me and he loves my sisters and their family members; | am going 1o die; if | will recover from my iliness, my

will be remarriaze

fathers

'

A

Intrusive thoughts, images, urge doubts

Lrge to collect useless things; preoccupation with symmetry, exactness and order, excessive concern with aligning papers, books,
cloths. bag, toys, show piezes, houschold materials and other items a certain perfect way: preoccupation and excessive, illogical

Y

fear of harming self, harming fathers; doing something embarrassing: worry about losing things; worry about father’s

Ay Neutralizing actions Attention & reasoning biases

Attending to ritualistic behaviour Selective negative focus, tunne) vision

h 4

™~ ) /'

Misinterpretations of significance of intrusions
-Responsibility for action
I have a bad habit; | am going to die and nobody understands my pain and did not love me

N ~

Counterproductive safety Mood changes

strategies Hot tempered, fear, hopeless, sad, worthless,

Trying to stop thoughts distressed, restless, irritated, confused

e e

Figure-3.7: Problem formulation of the client using case conceptualization model for
obsessive compulsive disorder developed by Salkovskis, Forrester and Richards (1998).
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Most distressing thoughts list of the client:

Most distressing thoughts list of the client are displayed at Table no-2.7.2.

Table no-2.7.2: Most distressing thoughts list of Miss. A-7

No. Most distressing thoughts O
1. Father did not love me and he loves my sisters and other family members

2. I will die

3. If' 1 recover from my illness, my father will marry again

4. Doing certain activities in a particular number of times, if I can not do, bad

things will happen

Intervention and result:

Intervention goal:

In the initial three assessment sessions and before the intervention started, assessment of

the problems and level of functioning of different areas were done. After assessing the

problems goals of intervention werc set collaboratively with Miss.A-7, which were as

follows:

1

. To ventilate the suppressed feelings
. To remove her obsessional thoughts
. To reduce physical symptoms

. To reduce behavioural problems

. To reduce sleep difficulties

To reduce emotional disturbance
To increase concentration on study

To increase social interaction

Treatment plan:

A treatment plan was prepared for each of the problems or symptoms by the therapist.

On the basis of full consent of the client, treatment strategies which were applied are

given in Table no-2.7.3.

Table no-2.7.3: Treatment plan for Miss. A-7

No.

Treatment Goals

Treatment techniques ]

1.

To ventilate the suppressed feelings

Psycho-education, empathetic listening,
breathing relaxation
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2. To remove her obsessional thoughts Habituation training, thought
challenge, distraction, downward arrow
technique

3. To reduce physical symptoms Relaxation

4, To reduce behavioural problems Relaxation, exposure and response
prevention, analogical  evidence,
modeling, habituation training,
monitoring activities

5. To reduce sleep difficulties Relaxation, distraction, stimulus
control, sleep hygienc

6. To reduce emotional disturbance Problem solving skills , cognitive
restructuring, psycho education,

| relaxation, monitoring activities,

7. To increase concentration on study Relaxation, Problem solving skills

8. To increase social interaction Assertivencss training, relaxation

Intervention:

The following cognitive and behavioural techniques were used in the treatment of the
client:

1. Empathetic listening: The therapist heard all her problems with full attention and
reflection. The empathetic therapeutic atmesphere helped her to release her pent-up
emotion.

2. Psycho-education: Psycho-education was given to the client about her disorder
(OCD).Psycho-education is crucial in starting lo generate a different way of making
sense of the problem and it was provided about the nature of the therapy to socialize the
client in the therapeutic principles and process of CBT. As a psycho-cducation; the

present therapist provided definition of OCD, types/characteristics of OCD, treatment

and prognosis of OCD.

3. Relaxation: Relaxation technique was applied to reduce client anxiety symptoms.
Breathing and imaginal relaxation has practiced in the session by modeling and was
suggested to practice regularly for release of her tension; stress and anxiety related other
symptoms.

4. Thought challenge: Thought challenge was used to help her to view the situation

alternatively as negative automatic thoughts. The present therapist used Dysfunctional

Thought Record Sheet (DTR) for fighting client irrational, intrusive and unwanted
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negative thoughts. The client was asked to practice this technique as homework
assignment and this technique helped her to increase self-confidence and self-esteem.

S. Distraction: Distraction technique was used to reduce her most distressing
thoughts. The client was very much distressed about her life.

6. Exposure with response prevention (ERP): ERP was administered for the
client to provoke the compulsive urge and to refrain from engaging in her usual
compulsive behaviour. Before starting the ERP session, the present therapist explained
the rationale and the client agreed for imaginal exposure first. Modeling was done by the
therapist before the client practiced ERP and the therapist asked to practice ERP for the
client as a homework assignment.

7. Habituation technique: This technique was used to reduce her unwanted
recurrent intrusive thoughts and the client pracliced. She felt comfort for using this
technique.

8. Downward arrow technique: This technique was used for revealing the
underlying ‘core’ meaning of the negative interpretation of the client.

9. Scheduling activities: The therapist asked the client to record her daily activities

and these records can increase activity levels of the client.

10. Assertiveness training: To improve her social interaction the therapist gave her

assertiveness training.

11. Stimulus control and sleep hygiene: To solve her sleep problem the present
therapist said her to practice stimulus control and sleep hygiene. The goal of stimulus
control 1s to re-associate the bed and bedroom with successful sleep attempts. Stimulus
control achieves this by curtailing sleep-incompatible activities in the bed and bedroom
and by establishing a consistent sleep-wake schedule. In practice, the therapist said the
client to go to bed only when sleepy, establish a standard wake-up time, get out of bed
whenever awake for more than 15-20 minutes, avoid reading, watching TV, eating,
worrying and other sleep-incompatible behaviours in the bed and bedroom, eliminate
caffeine and other stimulants, refrain from daytime napping, ensure an adequate sleep

environment.
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12. Analogical evidence: This technique was used for helping the client change her

dysfunctional thinking pattern. It also helped the client evaluate the meaning of her
thoughts from an objective perspective and with great relief she realized for the {irst time

that she was not responsible for having the intrusive thoughts.
Pre, mid, post and follow-up assessment result of the problems

A. Findings based on Interview and Observation:

Miss. A-7’s problems in different arcas (Cognitive, emotional, physiological,

behavioural, social and occupational) are presented in Table no-2.7.4.

Table no-2.7.4: Problems mentioned in pre-assessment and reduction/improvement/

increase of problems found during mid, post and follow-up assessment.

Category Problems found during Pre- Reduction/ Reduction/ Reduction/
assessment improvement/ | improvement/ | improvement/
increase of the | increase of the | increase of the

problem in problem in problem in

Mid- Post- Follow-up

assessment assessment assessment

Cognitive Urge to collect useless things | Reduced up to | Reduced upto | Reduced up to

(100%)

40%

65%

75%

Preoccupation with symmetry,
exactness and order; excessive
concern with aligning papers,
books, cloths, bag, toys, show
pieces, household materials
and other items a certain
perfect way (100%)

Reduced up to
20%

Reduced up to
60%

Reduced up to
90%

Preoccupation and excessive, | Reduced upto Reduced up to Reduced up to
illogical fear of harming self, | 50% 80% 100%
harming fathers (90%)

Doing something | Not reduced Reduced upto | Reduced up to
embarrassing (90%); worry 80% 90%

about losing things and worry

about  father’s  remarriage

(100%0)

Life is meaningless and future | Reduced up to Reduced up to Reduced up to
is dark (100%) 10% 50% 65%

She felt Iack of concentration,

Increased up to

Increased a

Increased up to

difficulty in making decision | 10% little bit 50%

and low self esteem (50%)

She always thought that she is | Reduced upto | Reduced up to | Reduced up to
going to die and she has also | 40% 80% 90%

fear to die (80%)
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Emotional She felt hot tempered, fear, | Reduced up to Reduced up to Reduced up to
hopeless, sad, worthless, | 20% 60% 80%
distressed, restless, irritated,
confused and  vulnerable
(90%)

Physiological | Burning sensation and hot | Not decreased Dccreased up to | Decreased up to
flushes all over the body 50% 80%

(100%)
Palpitation, sweating and sleep | Reduced upto | Reduced upto | Reduced up to
difficulties {(90%}) 10% 40% 70%
Low appctite Increased upto | Increased upto | Increased up to
45% 85% 85%
Dryness of throat Reduced up to Reduced up to Reduced up to
30% 50% 60%
Headache (90%) Reduced up to Reduced up to Reduced up to
10% | 55% 75%
Weakness Not reduced Reduced up to | Reduced up to
i 50% 60%
Loss of energy (90%) Not improved Increased a Increased up to
_ little bit 50%

Behavioural | Excessive,  illogical and | Not reduced Reduced upto | Reduced up to
uncontrollable washing 50% 80%
housechold materials, often
performed in a ritualistic way
(100%) but she can not
bathing through a month; she
cleans objects and household
items by using with special
cleansers and cleaning
techniques (100%)

She avoidances objects which | Reduced up to Reduced upto | Reduced up to
are considered contaminated | 20% 50% 70%
(100%0)
She checks over and over | Reduced up to Reduced up to Reduced up to
physical surroundings such as | 30% 70% 70%
locks, stoves and windows
(100%); she does certain
activities in a particular
number of times (100%)
Her activity level decreased | Notincreased Incrcased a Increased up to
(100%) significantly little bit 45%
She withdraw from social | Withdraw from | Withdraw from | Increased now a
activity (100%) social activity social activity day
now days now a day
She had assertiveness | Not removed Reduced up to | Reduced up to
problems (100%) and she 20% 35%
crying spel] (90%)
Social Disrupted social interaction, | Increased a Increased up to | Increased up to
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decreased relationship with | little bit 40% 55%
neighbors, relatives, fathers
and friends (100%)
She always annoyed with her | Annoyed with Annoyed with Reduced
fathers (90%) her fathers her fathers

(50%) (10%)

Occupational | Poor performance about study | Not increased Increascd up to | Increased up to
(100%) and lack of 20% 50%
concentration about study
Decreased relationship  with | Not increased Increased a Increased up to
class mates and teachers little bit 50%

(100%)

Reduced attention span and | Increased upto | Increased up to | Increased up to
body strength (100%) and loss | 20% 30% 65%

of memory (95%)

Observation | The client came with a dirty | Came............ Came............ Came............
dress up with her father and | ...... [ ...... ...
her appearance and behaviour | appropriate appropriate appropriate
appeared to be culturally
appropriate
In the first assessment session | Less than Less than Less than before
seemed  to  reflect  her | before before
sufferings, very much anxious
and depressed
She could not make eye | Quite normal Normal Normal
contact normally and she was
looking very sad and anxious
Her  body posture  and | Normal Normal Normal
movement was restless which
expressed her anxiely and

tiredness about her life

She could not speak clearly.
She had a stuttering problem
and her amount of speech was
very little which indicates that
she was very much depressed

Not improved

Not improved

Not improved

Her mood was low and she felt | Low and Better than Better than

restlessness restlessness before before
B. Objective rating of Miss. A-7:
Scores of AS, DS and DUOCS are displayed at Table no-2.7.5.
Table no-2.7.5: General trend of objective score of Miss. A-7

Anxiety Score Depression Score OCD Score

Pre-assessment 101 (Profound) 125 (Severe) 48 (Severe)
Mid-assessment 82 (Profound) 114 (Mild) 41 (Severe)
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Post-assessment 69 (Severe) 80 (Minimal) 23 (Mild)

1* Foliow- up 56 (Moderate) 62 (Minimal) 20 (Mild)

2"% Follow- up 42 (Mild) 48 (Minimal) 14 (Below cut off
score)

3" Follow- up 32 (Mild) 36 (Minimal) 08 (Below cut off
score)

C. Subjective rating of Miss. A-7:
Ratings of the verbal scale are displayed at Table no-2.7.6.

Table no-2.7.6: General trend of subjective rating of Miss. A-7

Client’s Subjective Rating Care giver’s Subjective Rating
Scorc Score
Pre-assessment 9 . 9
Mid-assessment 6
Post-assessment 4 5
1* Follow- up 4
2" Follow- up 2
3" Follow- up 2 2

(Note: The care giver did not attend the mid, 1™ and 2™ follow-up sessions.)

Prognostic criteria:
There were some prognostic criteria, due to which some changes in the client mental
health. Thosc were as follows-
1. The client was compliani, motivated and co-operative to her therapy session; so
that she attended regularly in the therapy session.
2. She was very much committed to the treatment process and practiced the skills
she learnt from the session to reduce her symptoms.
3. After one month she came back to have follow-up session.

4. Her care giver was more co-operative.

Therapist’s comment:

Miss. A-7 was extremely anxious and depresscd during the initial sessions and it was
difficult for the researcher to structure the session at that time. Her assessment was
completed within the first 4 sessions, She attends 17 sessions including three follow-up

sessions and she was complying the therapy by her own. She gave her informed consent
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very willingly and started participating in the session. She agreed with the researcher’s
formulation and provided feedback. After total 17 sessions, her anxiety, depression and
OCD score was low. Her short term prognosis is good but if she does not practice the
techniques learned in the session while facing any difficult situation relapse may occur.

So, the long term prognosis depends on the client’s internalization.

Responsible Psychiatrist’s comments:

At the last and follow-up session the responsible psychiatrist talked to Miss. A-7.
According to the psychiatrist evaluation/ remarks, on starting of the session, she was
severely obsessed with intrusive rituals. Now, she is much better and stable regarding her
emotional status, ruminations and rituals has become mild in intepsively. I'inally, the

responsible psychiatrist reported 65-70% as improvement rating feedback.
Group-B (Contro! Group)

Case: B-1
Mr. B-1, 38 years old, unmarried, muslim male client from lower middle class status was
referred from psychiatry out-patient department of DMCH. He was diagnosed as having

OCD by referring agency and he was sclected as a participant of the present study

according to the inclusion criteria.
Duration of the problems:
The client was suffering from his problems for eighteen years.

Current medicine status: The client’s current medicine status is displayed in Table

no-2.8.1.

Table no-2.8.1: Current medicine status of Mr. B-1

Name of medicine Group of medicine Dose
Clofranil TCA 25mg
Citapram SSRI 10mg
Sizodon Atypical Anti Psychotics 4dmg
Perkinii Anti Parkinson’s drugs Smg
Zolium 0.5mg
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History of present illness:

The client was not a good student from the very early age. In 1998, his problems were
started due to his four times failure in H.S.C exam. From early age the client noticed that
his family members were not supportive to him. 1le had a conflicting and distorted
family from the very beginning. e secked help from her elder sister for mathcmatics but
she refused and became very angry with him and looked at him furiously. As a result the
client’s feelings were fear and anger. The client reported that day’s scenery was
memorable for him; he could not forget that scenery. For that reason, his anxiety
symptoms developed gradually. His fear feelings were also about table and chair. He
thought that table and chair will beat him. e was always afraid of his family members,
especially his younger sister. Once, one of his uncles came to his house but he did not
love the client. At that time his uncle and his two sisters beat him with a scale without
any reason. The client added that they always laughed at him. He mentioned that nobody
mixed with him and he had no friend from early age. The client suffered from a chronic
dehydrations problemy when he was nine months old. As a result he thought that he had
no brain in his head and an important material was gone from his head due to
dehydrations. Besides before his 11.S.C exam a road accident occurred and he was fallen
under a tampu car. Due to the accident, he was admitted in a 1lospital in Dhaka city and
his washing rituals started after two months trcatment. Furthermore, his physical
problems developed gradually. For his mental disorder he could not continue his job. In
2002, his father died and he felt very pressure from his distorted family members after

his father’s death. His problems developed rapidly at that time.

Family and Personal history:

Family history: According to the client, his father died in 2002, aged 60 and he was a
banker and his educational level was H.S.C. His mother was still alive, aged 53 and she
was a house wife and her educational level was class ten. He had three sisters aged 35,

32 and 18 respectively who were unmarried and lived together. His three sister’s

educational level was MS, BA and H.S.C.
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Birth history: The client had no birth complication but after few days of his birth, he

had pneumonia fever. But his mother was completely ok.

Schooling and education: In 1992, the client failed S.S.C exam and in 1993, he
passed S.S5.C exam with second division. But he failed H.S.C exam four times and in
1998, at last he passed H.S.C exam with second division. He was not a good student and
had no interest to read regularly and attentively. He had sleep problem and could not

wake up in the early momning from early age.

Occupational history: In 2000-2004, the client worked in a low post at an office,

but he was not satisfied about his job. His problems were severe at that time. So he was

reigned the job.

Past medical history: For this problem he took medicine ten years ago. The client

suffcred a chronic dehydrations problem when he was nine months old. He could not
enjoy anything. He thought that he had a big diseases and he became a mental patient.
Always his concentration had gone to negative way and he could not stop this kind of

thought.

Relationship among family members: Ile was the eldest son of his parents but

from carly age his parents did not love him. His relationships among family members

were not good.

Family history of mental illness: There was no family history of mental illness.

Pre, mid, post and follow-up assessment result of the problems
A. Findings based on Interview and Observation:

Mr. B-1’s problems in different areas (Cognitive, emotional, physiological, behavioural,

social and occupational) are presented in Table no-2.8.2.
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Table no-2.8.2: Problems mentioned in pre-assessment and reduction/improvement/

increase of problems found during mid, post and follow-up assessment.

Category Problems found during Reduction/ Reduction/ Reduction/
Pre-assessment improvement/ | improvement/ | improvement/
increase of the | increasc of the | increase of the
problem in problem in problem in
Mid- Post- Follow-up
assessment assessment asscssment
Cognitive Contaminated with dirt and | Not reduced No1 reduced Not reduced
germs, touching animals and
insects; became ill from
contaminated; excessive fear
and  preoccupation  with
avoiding dirt and germs,
insects, mosquito;  easily
bothered by certain sounds;
intrusive nonsense sounds
Nobody understands his pain | Not reduced at | Not reduced at | Not reduced at
and nobody loves him; life is | all all all
meaningless and worthless,
world 15 dusty, life is
finished and future is dark
Felt lack of concentration, | Not increased Not increased Not increased
difficulty in making decision
and low self esteem
He Can not speak well, | Not reduced Not reduced Not reduced
people things bad about him
Had an intellectual disability | Not reduced Not reduced Not reduced
Emotional IFelt lack of confidence, no Not increased Not increased Not increased
motivation and interest to do
anything
Felt fear, hopeless, sad, ! Notreduced Not reduced Not reduced
worthless, distressed,
restless, guilt feeling,
irritated, confused and
vulnerable
Physiological | Drowsiness and palpitation Not reduced | Not reduced Reduced up to

significantly

significantly

40%

Excessive sweating

Reduced up to
5%

Reduced up to
15%

Reduced up to
30%

Sleep difficulties

Not reduced

Reduced up to
5%

Reduced up to
5%

Low appetite

Increased up to
5%

Increased up to
15%

Increased up to
50%

Dryness of throat, burning
sensation all over the body

Not reduced

Reduced up to
10%

Reduced up to
10%

Headache

Reduced up to

Reduced up to

Reduced up to
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5% 25% 25%
Hand and leg tremor Reduced up to | Reduced upto | Reduced up to
10% 30% 30%
Hot  flushes in  head, | Not reduced Not reduced Reduced up to
weakness 10%

Vomiting tendency

Reduced up to
10%

Reduced up to
40%

Reduced up to
30%

Loss of energy

Not increased

Not increased

Not increased

the answer he gave by one or
two words and with fear and

Behavioural | Excessive, illogical and | Not reduced Not reduced Not reduced
uncontrollable repeated
washing, often performed in
a ritualistic way
Showering or bathing, often | Not reduced Not reduced Not reduced
performed in a ritualistic way
Avoiding places feared for | Not reduced Not reduced Not reduced
possible contamination
Decreased activity level Not increased Not increased Not increased
Withdrawal from  social | Not improved Not improved Not improved
activity
Rereading things and doing | Not reduced Not reduced Reduced up to
certain  activities in a 10%
particular number of times

Social Disrupted social interaction | Not improved at | Not improved at | Not improved at

all all all

Decreased relationship with | Not improved at | Not improved at | Not improved at
neighbors, relatives and | all all all
family members )
He Can not talk and mix with | Now a days Now a days Now a days
other people

Occupational | Job loses for this problem Now jobless Now jobless Now jobless
Not interest about his job and | Not increased Not increased Not increased
his attention span and body
strength was reduced
significantly

Observation | He came with his mother in a | Came...... Came...... Came......
well dress up and his | appropriate appropriate appropriate
appearance and behaviour
appeared to be culturally
appropriate
He Could not make eye | Notnormal Poor Minimum
contact normally
His body posture and body | Restless Restless Restless
movement  was  restless
which expressed his anxiety
Amount of speech was low | Fear and | Fear and Fear and
in the first session, maost of | rigidity rigidity rigidity
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rigidity
Mood was low

Low and [felt | Low and felt
restlessness restlessness

Low and felt
resilessness

B. Objective rating of Mr. B-1:

Anxiety scale (AS); (Deeba, I'. and Begum, R. 2004), Depression scale (DS); (Uddin, Z.
and Rahman, M. 2005) and Dhaka University Obsessive Compulsive Scale (DUOCS)
{Mozumder, K. and Begum, R. 2005) were applied to get an objective measure of the
severity of the client’s anxiety, depression and OCID. Scores of the above mentioned

scales are displayed at Table no-2.8.3.

Table no-2.8.3: General trend of objective score of Mr. 13-1

Anxiety Score Depression Score OCD Score
Pre-assessment 108 {Profound) 126 (Severe) 66 (Profound)
Mid-assessment 103 (Profound) 131 (Severe) 77 (Profound)
Post-assessment 101(Profound) 128 (Severe) 70 (Profound)
1¥ Follow- up 102 (Profound) 132 (Severe) 71 (Profound)
2™ Follow- up 99 (Profound) 124 (Severe) 68 (Profound)
3" Follow- up 101 (Profound) 130 (Severe) 69 (Profound)

C. Subjective rating of Mr. B-1:

The client and his mother rated his overall problem in ( 0-10) 11 point rating verbal
scale, where ‘0’ indicates no problem at all and ‘10" indicates highest level of problem.

Ratings of the verbal scale are displayed at Table no-2.8.4.

Table no-2.8.4: General trend of subjective rating of Mr. B-1

Client’s Subjective Rating Care giver's Subjective Rating
Score Score
Pre-assessment 10 10
Mid-assessment 10 10
Post-assessment 10 10
1¥ Follow- up 10 10
2" Follow- up 10 10
3" Follow- up 10 10

Responsible Psychiatrist’s comments:

At the last and follow-up session the responsible psychiatrist talked to Mr. B-I1.
According to the psychiatrist evaluation/ remarks, the patient did not improve in his
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disease process or symptoms. Occasional improvement is poorly susiained which made
him frustrated. He did not maintain his daily activities properly and in time. Finally, the

responsible psychiatrist reported 20% as improvement rating feedback.

Case: B-2

Mr. B-2, 28 years old, unmarricd, muslim male client from lower middle class status was
referred from psychiatry out-patient department of DMCH. He was diagnosed as having
OCD by referring agency and he was selected as a participant of the present study
according to the inclusion criteria.

Duration of the problems:

The client was suffering from his problems for 3 years and took medicine from 2 years.
Current medicine status:

The client’s current medicine status is displayed in Table no-2.9.1.

Table no-2.9.1: Current medicine status of Mr. B-2

Name of medicine Group of medicine Dose
Clofranil TCA 25mg
Epilim Chrono Antiepileptic/ Mood 500mg
stabilizer
Olanep Atypical antipsychotic 10mg

History of present illness:

Mr. B-2 was 28 years old muslim client. He was religious minded from the very
beginning. He was a Madrasha student but was not a good student and did not go to
Madrasha regularly from early life. Also his parents were not educated and had lower
middle class status. From early age he had some behavioural problems. He did not like to
mix with others. He preferred to live alone all the time. When he was a student of
Madrasha, he had no friend. In 2005, one of his colleagues showed him blue film and
after that his sexual thoughts were developed. He could not forget that scenery and his
sleep and appetite problems started then. In 1999, the client made an affair but his affair
broke after two years because of his poverty. Furthermore, the client lived in a village at

that time and his girl friend’s father refused him. He loved her very much and he could
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not forget that girl. He became very much anxious and depressed after that event and his

all obsessional problems started gradually.

Family and Personal history:

Family history: According to the client, his parents were still alive and both of them
were illiterate. His father was a businessman, aged 60 and his mother was a house wife,
aged 55. He had two sisters and three brothers, aged 35, 34, 30, 22 and 20 respectively.
His two sisters and a brother were married. One of his brother was H.S.C pass and
another two’s educational level were class seven and class eight. One of his sisters read

up to class seven and another one read up to class cight.

Birth history: The clicnt was a seizure baby.

Schooling and education: The client was a Madrasha student and he was not a

good student from early age. He had no interest to read and go to Madrasha regularty. In

2000, the client passed hafeji exam.

Occupational history: The client was an electrician. He had been working as an

electrician in a shop from 2000.

Past medical history: For this problem he took medicine two years ago. From early
life he was a healthy and wealthy person. He had no serious illness in the past but now he

thought that he had mental problems and thesc mental problems would not cure.

Relationship among family members: He was the youngest son of his parents

and all of his family members were well behaved with him. His relationships among

family members were good.

Family history of mental illness: There was no family history of mental illness.
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Pre, mid and post-assessment result of the problems

A. Findings based on Interview and Observation:

Mr. B-2’s problems in different areas {Cognitive, emotional, physioclogical, behavioural,

social and occupational) are presented in Table no-2.9.2.

Table no-2.9.2: Problems mentioned in pre-assessment and reduction/ improvement/

increase of problems found during mid and post-assessment.

Category Problems found during Pre-assessment Reduction/ Reduction/
improvement/ improvement/
increase of the increase of the

problem in Mid- problem in
assessment Post-
B assessment
Cognitive Contaminated with dirl and germs Reduced a little | Reduced a little
bit up to 10% bit up to 10%
Excessive fear and preoccupation with | Reduced a little | Reduced a little
avoiding dirt and germs bit up to 10% bit up to 10%
Unwanted, worrisome and intrusive | Not reduced Not reduced
sexual thoughts and impulses )
Thoughts about being or becoming a | Not reduced Not reduced
homosexual
Felt lack of concentration at work Increased a little | Increased a
| bit little bit
Decision making capacity reduced up to | Not improved Not improved
80% -
Low self esteem Not increased Not increased
He can not speak well, life is bore and did | Reduced up to | Reduced up to
not do well his life and day by day his life | 20% 30%
goes to danger
Emotional Felt lack of confidence Not improved Improved a
little bit
Fear, hopeless, sad, worthless, restless, | Reduced a little | Reduced a little
guilt feeling and irritated bit bit up to 5%
Physiological | Palpitation Reduced up to | Reduced up to
20% 20%
Sweating Reduced a little | Reduced a little
bit bit
Sleep difficulties Increased a little | Increased a
bit little bit
Low appetite Not increased Increased a
little bit

Headache and hot flushes in head

Not reduced

Not reduced

Weakness

Not reduced

Not reduced

Loss of energy

Not increased

Increased a
little bit
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Behavioural | Excessive, illogical and uncontrollable | Reduced a little | Reduced up to
repeated showering or bathing, often | bit 10%
performed in a ritualistic way
Avoiding places feared for possible | Reduced a little | Reduced up to
contamination bit 10%

Decreased activity level Increased a little | Increased up to
bit 20%

Withdrawal from social activity Now a day Now a day

Non assertive Not improved Not improved

Checking 1tap, locks and fan switches | Not reduced Not reduced

again and again

Doing certain activities in a particular | Not reduced Not reduced

number of times

Social Disrupted social interaction Improved a little | Improved a

bit little bit up to
i L 10%
Disrupted relationship with neighbors, | Improved a little | Improved a
relatives and family members bit little bit up to
10%
He can not mix easily with other people Not improved Not improved

Occupational | Not interest about his job and his attention | Not increased { Not  increased

span and body strength was reduced | significantly significantly

significantly

Observation

He came with a religious dress up and his
appearance and behaviour appeared to be
culturally appropriate

Came....
appropriate

Came....
appropriate

He could make eye contact poorly Normal Normal
IHis body posture and body movement was | Restless Restless
restless which expressed his anxicty
Amount of speeches were not normal Normal Normal
Mood was low Low Low
B. Objective rating of Mr. B-2:
Scores of AS’ DS and DUOCS are displayed at Table no-2.9.3.
Table no-2.9.3: General trend of objective score of Mr. B-2
Anxiety Score Depression Score OCD Score
Pre-assessment 95 (Profound) 110 (Mild) 43 (Severe)
Mid-asscssment 87 (Profound) 112 (Mild) 41(Severe)
Post-assessment 85 (Profound) 113 (Mild) 41(Severe)
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C. Subjective rating of Mr. B-2:
Ratings of the verbal scale are displayed at Table no-2.9.4.

Table no-2.9.4: General trend of subjective rating of Mr. B-2

Clicnt’s Subjective Rating Score
Pre-assessment 9.5
Mid-assessment 7
Post-assessment 7

(Note: The client did not attend the follow-up sessions.)

Case: B-3

Mr. B-3, 20 years old, unmarried, muslim male client {from middlec class status was
referred from psychiatry out-patient department of DMCH. He was diagnosed as having
OCD by referring ageney and he was selected as a participant of the present study

according to the inclusion criteria.

Duration of the problems:

The client was suffering from his problems for five years and took medicine from three
years ago.

Current medicine status:

The client’s current medicine status is displayed in Table no-2.10.1.

Table no-2.10.1: Current medicine status of Mr. B-3

Name of medicine Group of medicine Dose

Clofranil TCA 25mg

History of present illness:

The client was very sincere about his study and he was very high ambitious student in his
early age. When he was a student of class four, at first he felt headache. Once in a rainy
season he felt back side headache. His father took him to a doctor for this problem but
doctor said that he had no problem. The client reported that his problems were started at
that time. In 2007, during his H.S.C final exam he mentioned that his botany exam was
not good and he believed that he would fail in H.S.C exam. He always wanted to read in
a reputed medical college and his aim in life was to be a doctor. Duc to his aim, his

tension increased before H.S.C exam result and to reduce his tension he went a doctor.
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His exam result was published after few days and he achieved good result but his tension
was not reduced. The client got admitted in a coaching center for admission in medical
college or university but he did not got chance in any medical college, Dhaka university
and Jahangirnagar university. For this reason, he was admitted in Jagannath University
but he had no satisfaction there and his unwanted recurrent intrusive thoughts developed
gradually. He thought that he was not a qualified student and he had no quality.
Furthermore, he was a religious family background and [rom early age he used to pray
regularly. His mother always wished him to be a Maoiana and she wanted him to read in
a Madrasha line. At the client’s perception, the above factors contributed to develop this

present condition.

Family and Personal history:

Family history: According to the client, his parents were still alive. His father was a
retired primary school teacher, aged 67 and his educational level was MS. His mother
was a house wife, aged 58 and her educational level was class eight. He had five sisters
and two brothers aged 38, 32, 30, 26, 23, 21 and 18 respectively. His three sisters and
two brothers were married. One of his sisters was mentally retarded and she had no
educational qualification. Three of his sisters passed $.5.C and another one’s cducational

level was H.S.C. One of his brother’s educational levels was BA and another one was

H.8.C.
Birth history: The client had no birth complication.

Schooling and education: The client was good student from early life. In 2003, he

passed S.S.C exam with GPA-5 and in 2007, he passed [1.5.C exam with GPA-5. He had
interest to read and used 1o go to school regularly but he had sleep problem from the very

beginning. He had no friends at school and he did not like to mix with other.
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Past medical history: For this problem he took medicine three years ago. When he
was student of class one, suddenly his right leg was broken. Due to his treatment he was

admitted in a Medical Hospital. His leg was recovered after three months.

Relationship among family members: I1e was the youngest son of his parents

and from early age his parents loved him very much. His relationships among family

members were good.

Family history of mental illness: The clicnt mentioned that his elder sister was

mentally retarded. His mother had chronic headache and his mothers and family
members of his father have mental problems. One of his second grandfathers was mad

and he was treated in Pabna mental hospital.

Pre, mid, post and follow-up assessment result of the problems
A.Findings based on Interview and Observation:

Mr. B-3’s problems in different arcas (Cognitive, ecmotional, physiological, behavioural,
social and occupational} are presented in Table no-2.10.2.

Table no-2.10.2: Problems mentioned in pre-assessment and reduction/ improvement/

increase of problems found during mid, post and follow-up assessment.

Category Problems found during Reduction/ Reduction/ Reduction/
Pre-assessment improvement/ | improvement/ | improvement/
increase of the | increase of the | increase of the

problem in problem in problem in

Mid- Post- Follow-up

assessment assessment assessment
Cognitive I am not a good student; 1 | Reduced a little | Reduced up to Reduced up to

will not be successful in my
life

bit

10%

15%

Excessive fear, worry and | Not reduced Not reduced Not reduced
preoccupation: having

blasphemous thoughts; being

punished for blasphemous

thoughts

He  thought that  his | Now aday Now a day Now a day
roommates did not

understand his pain
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Life 15 meaningless,
worthless and future is dark

Reduced a little
bit

Reduced a little
bit

Reduced up to
20%

Lack of concentration at all

Not increased

Increased up to
15%

Increased up to
25%

Decision making capacity
was extremely reduced

Not increased

Increased up to
15%

Increased up to
25%

Low self esteem

Not increased

Not increased

Not increased

Emotional Felt lack of confidence Not increased Not increascd Increased a
little bit
Fear and hopeless, sad, | Not reduced Reduced up to | Reduced up to
worthless, distressed, 10% 10%
restless, guilt feeling,
irritated and vulnerable
He had no motivation and | Not increased Increased a | Increased a
interest to reading little bit little bit
Physiological | Drowsiness Reduced up to | Reduced up to | Reduced up to

20%

20%

30%

Pain and palpitation in the
chest

Reduced up to
15%

Reduced up to
25%

Reduced up to
30%

Excessive sweating

Not reduced

Reduced up to
20%

Reduced up to
40%

Irregular sleep

Not improved

Not 1m ;;oved

Not improved

Low appetite

Increased up to
20%

Increased up to
25%

Increased up to
35%

Dryness of throat

Reduced a little
bit

Reduced a little

bit

Reduced a little
bit

Headache, pain and burning
sensation in the scalp

Reduced up tlo
10%

Reduced up to
10%

Reduced up to
20%

Burning sensation all over
the body

Reduced up to
30%

Reduced
30%

up to

Reduced up to
35%

Vomiting tendency,
weakness and hot flushes in
head

Not reduced

Not reduced

Not reduced

Weight loss

Not improved

Not improved

Not improved

Loss of cnergy

Increased a
little bit

Increased a
little bit

Increased a
little bit

Behavioural

Excessive, illogical and
uncontrollable repeated
checking locks, pen, admit
card and file again and again
and doing certain activities in
a particular number of times

Not reduced

Reduced a litle
bit

Reduced a little
bit

Decreased activity level Increased a | Increased up to | Increased up to
little bit 15% 25%

Withdrawal from  social | Now a day Now a day Now a day

activity

Non assertive Not improved Not improved Not improved

Always avoids social | Now a day up | Now a day up | Now a day up
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gathering to 80% to 80% to 80%

Social Disrupted social interaction | Not increased Not increased | Not  increased

significantly significantly

Decreased relationship with | Not improved Not improved Not improved
neighbors, relatives  and
room mates
Did not prefer to mix with | Now a day Now a day Now a day
other people

Occupational | Not interest about his study | Increased a | Increased a | Increased up to
and his attention span and | little bit now a | little bit now a | 15% now a day
body strength was reduced | day day
significantly

Observation | He came with a usual dress | Came...... appr | Came...... appr | Came...... appr

up and his appearance and
behaviour appeared to be
culturally appropriate

opriale

opriate

opriate

He could make eye contact | Normal Normal Normal
poorly
His body posture and body | Normal Normal Normal
movement were normal -
Amount of speeches was | Enough Normal Normal
very much ]
Mood was low and he felt | low and | low and | Low and
restlessness restlessness | restlessness rcstlessness
B. Objective rating of Mr, B-3:
Scores of AS, DS and DUQCS are displayed at Table no-2.10.3.
Table no-2.10.3: General trend of objective score of Mr. B-3
Anxiety Score Depression Score OCD Score
Pre-assessment 102 (Profound) 113 (Mild) 44 (Severe)
Mid-assessment 75 (Severe) 93 (Minimal) 41 (Severe)
Post-assessment 74 (Severe) 90 (Minimal) 40 (Moderate)
1* Follow- up 76 (Severe) 101 (Mild) 41 (Severe)
2" Follow- up 73 (Severe) 98 (Minimal) 40 (Moderate)
3" Follow- up 74 (Severe) 91 (Minimal) 40 (Moderate)

C. Subjective rating of Mr. B-3:

Ratings of the verbal scale are displayed at Table no-2.10.4.

Table no-2.10.4: General trend of subjective rating of Mr. B-3

Client’s Subjective Rating Score

Pre-assessment

g

Mid-assessment

7.

5
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Post-assessment 7.5
1% Follow- up 7
2" Follow- up 8
3" Follow- up 7.5

Responsible Psychiatrist’s comments:

At the last and follow-up session the responsible psychiatrist talked to Mr. B-3.
According to the psychiatrist evaluation/ remarks, previously patient representcd with
obsessive ruminations along with some physical complains. At present his somatic
complaints subsided but obsessional features are persisting, emotionally also a bit

depressed. Finally, the responsible psychiatrist reported 35 % as improvement rating

feedback.

Case: B-4

Mr. B-4, 20 years old, unmarried, muslim male client from upper middle class status was
referred from psychiatry in-patient department of BSMMU. He was diagnosed as having
OCD by referring agency and he was selected as a participant of the present study
according to the inclusion criteria.

Duration of the problems:

The client was suffering from his problems for four years and took medicine from three

years ago.
Current medicine status:
The client’s current medicine status is displayed in Table no-2.11.1.

Table no-2.11.1: Current medicine status of Mr. B-4

Name of medicine Group of medicine Dose
Prodep SSRI 20mg
Epiclon Benzodiazepine 0.5mg

History of present illness:

The client had grown up in an upper middle class family and from his early life he had
no problem. When he was 7 years old, his father discovered that he did not touch the

calling bell. His problems developed gradually. The client had gone to “Tablig™ after his
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S.8.C cxam and there he mixed with different types of people. They shared one another
many things but the client did not like them. In that situation, he did not ignore them but
he felt discomfort. For that reason his problems were triggered. The client and his family
members were always in tension about these problems. The client’s mother had a

washing rituals and she could not control her problenis.

Family and Personal history:

Family history: According to the client, his parents were still alive. His father was an
audit and accounts officer, aged 45 and his educational level was MA LLB. His mother
was a Government service holder, aged 40 and her educational level was BA. He had a

younger brother and sister aged 16 and 8 respectively. Their educational level was S.S.C

and class three.

Birth history: The client had no birth complication and he was a normal born child.

Schooling and education: In 2006, the client passed $.5.C cxam with A (-) and in

2008, he passed H.S.C exam with B grade. He was a medium category student and from

early age he had few friends but he did not like to mix with them.

Past medical history: For this problem he took medicine three years ago. The client
suffered from a fever convulsion when he was three years old and he took one year

treatment to solve his problems.

Relationship among family members: He was the eldest son of his parents and

their parents loved him very much. His relationships among family members were good.

Family history of mental illness: There was no family history of mental illness.
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A. Findings based on Interview and Observation:

Mr. B-4’s problems in different areas (Cognitive, emotional, physiological, behavioural,

social and occupational) are presented in Table no-2.11.2.

Table no-2.11.2: Problems mentioned in pre-assessment and reduction/ improvement/

increase of problems found during mid, post and follow-up assessment.

Category Problems found during Reduction/ Reduction/ Reduction/
Pre-assessment improvemcent/ | improvement/ | improvement/
increase of the | inecrease of the | increase of the
problem in problem in problem in
Mid- Post- Follow-up
assessment assessment assessment
Cognitive ] am contaminated with dirt { Not reduced at | Not reduced at | Not reduced at
and germs, touching dustbin, | all all all
poor people, tree leafs,
handshake with other and
touching football, became ill
from contaminated;
excessive fear and |
preoccupation with avoiding
dirt and germs (100%) .
Life is meaningless and | Not reduced Not reduced Not reduced
worthless, world 1s dusty,
world is polluted, life is
finished and future is dark
(100%)
No concentration at all Not increased Not increased Not increased
Decision making capacity | Not increased Not increased Not increased
was extremely reduced and
self esteermn was low
Suicidal ideation and two | Reduced up 1o | Reduced up to | Reduced up to
times attempted to suicide | 100% 100% 100%
with sleeping pill
He thought that bad things | Not reduced Not reduced Not reduced
will happen as bad as doing
50 (90%)
Emotional He felt lack of confidence | Not increased Not increased Not increased
(95%)
Fear, hopeless, sad, | Not reduced Not reduced Not reduced
worthless, distressed,
restless, irritated, confused
and vulnerable (100%)

No motivation and interest to

Not increased

Not increased

Not increased
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do anything

Crying spell Not reduced Not reduced Not reduced
Physiological | Palpitation (100%), | Reduced a little | Reduced a little | Reduced a little

sweating, sleep difficulties, | bit up to 20%; | bitup to 20%; | bit up to 30%;

dryness of throat, headache,
buming sensation all over the
body and hot flushes in head
(85%)

Low appetite Increased a | Increased up to | Increased up to
little bit 20% 30%
Behavioural | Excessive, illogical and | Not reduced at | Not reduced at | Not reduced at
uncontrollable repeated | all all all
cloth, doors, windows,
balcony, lone, sandal,

mobile, bag, money bag, tap
ctc. washing and cleaning,
often  performed in a
ritualistic way (100%)

Showering or bathing, often
performed 1n a ritualistic way
(100%)

Not reduced at
all

Not reduced at
all

Not reduced at
all

Avoiding places such as

Not reduced at

Not reduced at

Not reduced at

toilet, dustbin, shoe self, | all alt all

others house, drain etc.

feared for possible

contamination (100%) o , N

Decreased activity level | Increased a | Increased a | Increased a
(95%) little bit little bit little bit
Withdrawal  from  social | Not increased Not increased Not increased

activity (100%) and non
assertive (90%)

Social Disrupted social interaction | Not increased | Not  increased | Not  increased
(95%) significantly significantly significantly
Decreased relationship with | Not  increased | Not  increased | Not  increased
ncighbors, relatives  and | significantly significantly significantly
family members and friends
{95%)

Occupational | Not interest about his study | Increased up to | Increased up to | Increased up to
and his attention span and | 10% 15% 25%
body strength were reduced
significantly

Observation | He came with his father by | Came...... Came...... Came......
wearing a usual dress up and | appropriate appropriate appropriate
appearance and behaviour
appeared to be culturally
appropriate
He could make eye contact | Normal Normal Normal

normally but he was Jooking
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very sad and anxious

His body posture was normal | Normal Normal Normal

but body movement was

restless which expressed his

anxiety

Amount of speeches were | Normal Normal Nommal

almost normal

Mood was low and he felt | Low and | Low and | Low and

restlessness restlessness restiessness restlessness
B. Objective rating of Mr. B-4:
Scores of AS, DS and DUOCS are displayed at Table no-2.11.3.
Table no-2.11.3: General trend of objective score of Mr. B-4

Anxiety Score Depression Score OCD Score

Pre-assessment 129 (Profound) 134 (Severe) 71 (Profound)
Mid-assessment 119 (Profound) 125 (Severe) 70 (Profound)
Post-assessment 118 {(Profound) 125 (Severe) 70 (Profound)
1* Follow- up 111 (Profound) 122 (Moderate) 68 (Profound)
2" Follow- up 116 {Profound) 124 (Severe) 70 (Profound)
3" Follow- up 128 (Profound) 134 (Severe) 71 (Profound)

C. Subjective rating of Mr. B-4:
Ratings of the verbal scale are displayed at Table no-2.11.4,

Table no-2.11.4: General trend of subjective rating of Mr. B-4

Client’s Subjective Rating Care giver’s Subjective Rating
Score Score

Pre-assessment 10 5
Mid-assessment 10 5
Post-assessment 10

1* Follow- up 10 8
2" Follow- up 10 } 7
3" Follow- up 10 9

Responsible Psychiatrist’s comments:
At the last and follow-up session the responsible psychiatrist talked to Mr. B-4.
According to the psychiatrist evaluation/ remarks, patient had no significant

improvement. Finally, the responsible psychiatrist reported 5% as improvement rating

feedback.
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Case: B-5

Mrs. B-5, 40 years old, married, muslim female client [rom middle class status was
referred from psychiatry out-patient depariment of DMCH. She was diagnosed as having
OCD by referring agency and she was selected as a participant of the present study

according to the inclusion criteria.
Duration of the problems:

The client was suffering from her problems for five years and she took medicine from

five years ago.
Current medicine status:
The client’s current medicine status is displayed in Table no-2.12.1.

Table no-2.12.1: Current medicine status of Mrs. B-5

Name of medicine Group of medicine Dosc
Clofranil TCA 25mg
Ticlon Hypnotics 2mg
Aluctin Flurazepam 30mg
Napa extra

History of present illness:

The client was grown up in a restricted muslim family. In her childhood, she was over
protected and not caring. She had headache problem and she wanted to do everything
perfectly. She had no son but four daughters. Her problems werc started after her
daughter’s birth, especially afier her first daughter’s mmarriage. Her eldest daughters in
laws were problematic. Furthermore, her second daughter was divorced and she always
felt tension about her daughters because she could not manage them properly. Her mood
was always irritable and did not like anybody. All of her daughters did not abide by their
mother and her younger daughter misbehaved with her very much. In a word, she had
conflicting relationships with her daughters. For all the above mentioned reasons, her

problems were developed gradually.
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Family and Personal history:

Family history: According to the client, her husband was still alive. He was a
Government service holder, aged 47 and his education was primary level. The client
reported that she was a house wife and her cducational level was class nine. She had no
son but she had four daughters, aged 24, 21, 14 and 13 respectively and their educational

level was elass IV, V, VII and class IX. Her two sisters were married.

Birth history: The client had no birth complication and she was a normal born child.

Schooling and education: The client was not a good student from early age. She

was an average category student. She was interest to read but her parents had given her
marriage because of their poverty. For that reason she did not attend S.8.C exam. She

said that she was sleep problem from early age and she can not wake up in the early

morning.

Marital history: In 1984, when she was 14 years old, her husband chose her for

marrtage and the client got married at that time. She had a very happy family with her
husband and her husband was very helpful.

Past medical history: For this problem she took medicine five ycars ago.
Relationship among family members: Her husband was very much co-operative
but her daughters were not helpful. They were always angry with their mother and her

relationships among all family members were not good.

Family history of mental illness: There was no family history of mental illness.
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Pre and mid-assessment result of the problems

A. Findings based on Interview and Observation:

Mrs. B-5’s problems in different areas (Cognitive, emotional, physiclogical, behavioural,

social and occupational) are presented in Table no-2.12.2.

Table no-2.12.2: Problems mentioned in pre-assessment and reduction/ improvement/

increase of problems found during mid-assessment.

Category Problems found during Pre- Reduction/improvement/
assessment increase of the problem in Mid-
assessment
Cognitive [ am contaminated with dirt, became ill | Not reduced
from contaminated; excessive fear and
preoccupation  with  avoiding  dirt”
(100%)
Life is worthless, world is dusty, world | Not reduced
is selfish, life is finished and future is
dark (95%)
Lack of concentration Not increased
Low sclf estecm Not increased
Decision  making  capacity  was | Not increased
extremely reduced
She is going to die, she has a big | Reduced a little bit up to 20%
disease, she is funny and doing
something embarrassing (95%). 7
Emotional Lack of confidence (100%) Increased up to 10%
Felt fear, anger, hopeless, sad, | Notreduced
worthless, distressed, restless, irritated
and vulnerable (90%)
Physiological | Drowsiness and palpitation (95%) Reduced up to 10%
Sleep difficulties (100%) Reduced a little bit
Excessive sweating Not reduced
Appetite reduces significantly Not increased significantly
Dryness of throat (95%); extreme | Reduced up to 5%
headache, burning sensation all over the
body (100%); hot flushes in head,
weakness, vomiting tendency (95%)
Loss of energy (100%) Not increascd
Behavioural | Excessive, illogical and uncontrollable | Not reduced

repeated washing, often performed in a
ritualistic way, avoiding places feared
for possible contamination (100%)

Decreased activity level (98%)

Increased a little bit

Withdrawal from social activity (100%)

Not increased

Non assertive (100%)

Not reduced

Checking stoves, tap, locks, fan and

Not reduced
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television switches, checking under
door, bed, almira and midself again and
again and doing certain activities in a
particular number of times (95%)

She had also crying spell

Not reduced

Social

Disrupted social interaction (100%)

Increased a little bit

Annoyed family members (80%)

Not reduced

Decreased relationship with neighbors,
relatives and family members (85%)

Not increased

Occupational

Not interest about her household
activities (100%) and her attention span
and body strength was reduced
significantly

Not increased

Observation

She came with her younger sister with a
usual dress up and her appearance and
behaviour appeared to be culturally
appropriate

Came............ appropriate

She could make eye contact normally
but she was looking very sad and
anxious

Normal

Her body posture and body movement,
amount of specches and mood was
normal

Normal

B. Objective rating of Mrs. B-5:

Scores of AS, DS and DUOCS are displayed at Table no-2.12.3.

Table no-2.12.3: General trend of objective score of Mrs. B-5

Anxiety Score Depression Score OCD Score
Pre-assessment 116 (Profound) 120 (Moderate) 67 (Profound)
Mid-assessment 118(Profound) 124 (Scvere) 66(Profound)

C. Subjective rating of Mrs. B-5:

Ratings of the verbal scale are displayed at Table no-2.12.4.

Table no-2.12.4: General trend of subjective rating of Mrs. B-5

Client’s Subjective Rating Care giver’s Subjective Rating
Score Score
Pre-assessment 3 8
Mid-assessment 8 8

(Note: The client did not attend the post and follow-up sessions.)
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Case: B-6

Miss. B-6, 21 years old, unmarried, muslim female client from middle class status was
referred from psychiatry out-patient department of DMCH. She was diagnosed as having

OCD by referring agency and she was sclected as a participant of the present study

according to the inclusion criteria.
Duration of the problems:

The chient was suffering from her problems for five years and she took medicine from

five years ago.
Current medicine status:
The client’s current medicine status is displayed in Table no-2.13.1.

Table no-2.13.1: Current medicine status of Miss. B-6

Name of medicine Group of medicine Dose
Prodep SSRI 20mg
Xionil Anxiolytic Img
Aripra Alypical antipsycholic 10mg

History of present illness:

The client was 21 years old, muslim and she was grown up in a restricted family
environment. In her childhood, she was over protected. She had negative automatic and
recurrent intrusive thoughts and she had conflicting relationship with one of her elder
sister. Sometimes she took bath several hours a day. From her very early age, she saw
conjugal problems between her parents. As a result, she was very much anxious about
her family. When she was a student of class seven she made an affair but her family did
not like that. Due to her affair, her parents were tortured her very much. At the client’s

perception, the above factors contributed to develop this present condition.

Family and Personal history:

Family history: According to the client, her parents were still alive. Her father was a

businessman, aged 62 and his educational level was S.S.C. Her mother was a house wife,
aged 57 and her educational level was class five, The client had three brothers and two

sisters, aged 40, 30, 25, 23 and 22 respectively and their educational level was H.S.C,
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S.S.C, class nine, class eight and five. Her one brother and one sister were married and

she was the youngest child of her parents.

Birth history: The client was born on 31 august, 1986 and she was seizure baby of

her parents.

Schooling and education: The client was a medium category student from the very

beginning. In 2003, she passed S.5.C exam with second division. She had many friends

from early age.

Past medical history: For this problem she took medicine five years ago.

Relationship among family members: Her elder sister was very much co-

operative and her relationships among all family members were good.

Family history of mental illness: There was no family history of mental illness.

Pre, mid, post and follow-up assessment result of the problems

A. Findings based on Interview and Observation:

Miss. B-6s prdblems in different areas (Cognitive, emotional, physiological,
behavioural, social and occupational) are presented in Table no-2.13.2.

Table no-2.13.2: Problems mentioned in pre-assessment and reduction/ improvement/

increase of problems found during mid, post and follow-up assessment.

Category Problems found during Reduction/ Reduction/ Reduction/
Pre-assessment improvement/ improvement/ | improvement/
increase of the increase of the | increase of the
problem in Mid- problem in problem in
assessment Post- Follow-up
assessment assessment
Cognitive I am contaminated with | Not reduced Not reduced Not reduced
dirt and germs, became 1ll
from contaminated;
excessive fear and
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preoccupation with

avoiding dirt (85%)

She thought that her life is
worthless and she is a sick
person

Reduced
20%

up to

Reduced up to
30%

Reduced up to
30%

Lack of concentration

Not increased

Not increased

Not increased

Low self esteemn

Not increased

Not increased

Not increased

Decision making capacity
was extremely reduced

Not increased

Not increased

Not increased

Emotional Lack of confidence (50%) | Not increased Not increased Not increased
Felt fear, anger, hopeless, | Reduced up to | Reduced up to | Reduced up to
sad, worthless, distressed | 10% 15% 20%
and restless (85%)
Physiological | Palpitation (95%) and sleep | Reduced uff to | Reduced up to | Reduced up to
difficulties (90%) 10% and 20% 10% and 20% 10% and 20%
Low appetite Increased a little | Increased a | Increased up to
little 25%
Weakness Not reduced Not reduced Not reduced
Pain sensation in leg Not reduced Reduced upto | Reduced up to
35% 55%
l.oss of energy (90%) Not increased Not increased Not  increased
significantly significantly significantly
Behavioural | Excessive, illogical and | Reduced up to Reduced up to Reduced up to
uncontrollable repeated | 15% 25% 25%
washing and bathing often
performed in a ritualistic
way, avoiding  places
feared for possible
contamination (100%)
Decreased activity level | Not increased at Not increased at | Not increased at
{100%4%) all all all
Withdrawal from social | Not increased Not increased Not increased
activity (100%)
Checking stoves, pot over | Not reduced Reduced up to | Reduced up to
and over and doing certain 10%. 10%
activities in a particular
number of times (95%)
Social Social  interaction  was | Not increased Not increased Not incrcased
disrupted (95%) significantly significantly significantly
Occupational | She mentioned that she had | Not increased Not increased Not increased
no interest about study and
her attention span and body
strength  was  reduced
{(80%)
Observation | She came with her elder | Came........ appro | Came........ app | Came........ app
sister by wearing a well | priate ropriate ropriate

dress up and her
appearance and behaviour
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appeared to be culturally
appropriate

She could make eye | Normal Normal Normal
contact normally but she
was looking sad and
anxious

Her body posture and body | Normal Normal Normal
movement and amount of
speeches were normal

Her mood was low Low Low Low

B. Objective rating of Miss. B-6:
Scores of AS, DS and DUOQCS arc displayed at Table no-2.13.3.

Table no-2.13.3: General trend of objective score of Miss. B-6

Anxicty Score Depression Score OCD Score
Pre-assessment 77 (Severe) 91 (Minimal) 48 (Severe)
Mid-assessment 69 (Severe) 104 (Mild) 28 (Moderate)
Post-assessment 71 (Severc) 116 (Moderate) 30 (Moderate)
1¥ Follow- up 77 (Severe) 115 (Moderate) 41 (Severe)
2" Follow- up 73 (Severe) 108 (Mild) 30 (Moderate)
3" Follow- up 78 (Profound) 123 {Moderate) 47 {Severe)

C. Subjective rating of Miss. B-6:
Ratings of the verbal scale are displayed at Table no-2.13.4.

Table no-2.13.4: General trend of subjective rating of Miss. B-6

Client’s Subjective Rating 1 Care giver’s Subjective Rating
Score Score
Pre-assessment 9 10
Mid-assessment 9 9
Post-assessment 8 9
1* Follow- up 8 8
2" Follow- up 7 8
37 Follow- up 8 8

Responsible Psychiatrist’s comments:

At the last and follow-up session the responsible psychiatrist talked to Miss. B-6.

According to the psychiatrist evaluation/remarks, she is still emotionally unstable with
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impulsive outburst. Rituals are a bit slow but fluctuating. Finally, the responsible

psychiatrist reported 40% as improvement rating feedback.

Case: B-7
Mrs. B-7, 28 years old, married, muslim fcmale client from middle class status was

referred from psychiatry out-patient department of DMCH. She was diagnosed as having

OCD by referring agency and she was selected as a participant of the present study

according to the inclusion criteria.
Duration of the problems:

The client was suffering from her problems for eleven years and she took medicine from

seven years ago.
Current medicine status:
The client’s current medicine status is displayed in Table no-2.14.1.

Table no-2.14.1: Current medicine status of Mrs. B-7

Name of medicine Group of medicine Dose
Clofranil TCA 25mg
Relafm SSRI 50mg
Rispolux Atypical antipsychotic Img
Lonazep Benzodiazepine Smg

History of present illness:

From the very beginning, the client was anxious in nature and she was grown up in a
restricted family. At that time, her mother had a dictatorship attitude. In her childhoaod,
she was not a caring child. Her problems were started duc to her mother’s negative
attitude and carelessness. She did not mix with others and avoided social relationships
and social interaction. She took bath several times and also took more times because of
the fear of contamination. The client had some behavioural problems such as pulling
own hair -from scalp, acts of scif-damage or self-mutilation-picking skin. Furthermore,
she got married without informing her family. So that she had always irritating mood and
she was frustrated about her husband’s job status. The client and her husband did not live
together and her husband did not give her enough time. But the client was always

missing her husband very much. She also loved her husband very much. When she was
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feeling anxious about her distorted family attitude and her husband’s deprivation, the

above problems occurred.

Family and Personal history:

Family history: According to the client, her parents were still alive. [ler father was a
businessman, aged 65 and his educational level was B.A. Her mother was a house wife,
aged 60 and her educational level was MS. The client had two younger brothers and one
elder sister, aged 32, 18 and 15 respectively and their educational level was MS, §.5.C
and class cight. Her elder sister was unmarried. The client’s husband was a medical

representative, aged 29 and he was a graduate.

Birth history: The client had no birth complication and she was a normal born child.

Schooling and education: The client was a medium category student from early

age. In 1998, she passed S.5.C exam with lirst division and in 2000, she passed H.S.C
exam with second division. In 2001. the client was admitted in honours coursc in
biochemistry in a reputed College in Dhaka city but duc to her mental disorder she had
failed twice. As a result, her admission was cancelled. After that she was admitted in

private BA course in a well known College. Now she had no concentration at all,

Marital history: In 2008, December, the client got married but her she did not inform

her family about marriage. But her in laws was informed about her marriage.

Past medical history: For this problem she took medicine seven years ago.

Relationship among family members: Her relationships among all family

members were not good. She did not talk with other family members for a long time ago.

She said that her relationship among family members were not normal.
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Family history of mental illness: Her parents, sister and younger brothers had

OCD problems.

Pre, mid, post and follow-up assessment result of the problems

A. Findings based on Interview and Observation:

Mrs. B-7’s problems in different areas (Cognitive. emotional, physiological,

behavioural, social and occupational) are presented in Table no-2.14.2.

Table no-2.14.2: Problems mentioned in pre-assessntent and reduction/ improvement/

increase of problems found during mid, post and follow-up assessment.

Category

Problems found during
Pre-assessment

Reduction/
improvement/
increase of the

problem in

Reduction/
improvement/
increase of the

problem in

Reduction/
improvement/
increasc of the

problem in

Mid- Post- Follow-up
assessment assessment assessment
Cognitive 1 am contaminated with dirt | Not reduced Not reduced Not reduced
and germs, became ill {rom
contaminated; excessive Tcar
and  preoccupation  with
avoiding dirt (100%)
Life is worthless and she is a | Not reduced Not reduced Not reduced
sick person
[.ack of concentration Not increased Increased a | Increased up to
little bit 15%

Low self esteem

Not increased

Not increased

Not increased

Decision making capacity
was extremely reduced

Not increased

Not increased

Not increased

Emotional Lack of confidence Not increased Increased up to | Increased up to
5% 5%
Felt, fear, anger, hopeless, | Reduced up to | Reduced up to | Reduced up to
sad, worthless, distressed and | 5% 10% 10%
restless (95%)
Physiological | Chest pain (40%), abdomen | Reduced up to | Reduced up to | Reduced up to
pain (100%), 20% and 50% 25% and 70% 35% and 75%
Palpitation, sleep difficulties | Reduced up to | Reduced up to | Reduced up to
5% and 10% 15% and 40% 25% and 45%
Appetite increased (100%) Decreased Decreased Deereased
(10%) (10%) {10%)
Weakness, irritated  and | Not reduced Reduced a little | Reduced a little
vulnerable bit bit
Behavioural | Excessive, illogical  and | Not reduced Not reduced Not reduced
uncontrollable repeated
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hand, plate, pot, floor, cloth
washing (100%) and bathing
(60%) often performed in a
ritualistic  way, avoiding
places feared for possible
contamination

Decreased activity level

Not increased

Not increased

Not increased

Withdrawal  from
activity

sacial

Not increased

Not increased

Not increased

Non assertive

Not reduced

Not reduced

Not reduced

Pulling own hair from scalp
(100%), acts of self-damage

Not reduced

Reduced up to
10%

Reduced up to
10%

or sclf-mutilation-picking
skin (100%), doing certain
activities 1n a particular
number of times (100%) . .

Social Social interaction was | Not  increased | Not  increased | Not  increased
disrupted very much (100%). | significantly significantly significantly
She can not mix with | Not increased | Not  increased { Not  increased
relatives, neighbors, friends | significantly | significantly significantly
and class mates |
Annoyed with family | Not reduced | Reduced up to | Reduced up to
members (100%) o 10% 5%

Occupational | Not interest about her study | Not increased Increased up to | Increased up to
and house hold activitics 10% 10%

{100%)

Her attention span and body | Not increased Not increased | Not  increased
strength was reduced significantly significantly
significantly

Observation | She came with her younger | Came..... Came..... Came.....
brother by  wearing a | appropriate appropriate appropriate
religious dress up and her
appearance and bchaviour
appeared to be culturally
appropriate L
Her minimum eye contact | Minimum Normal Normal
was present and she wag
looking very sad and anxious
Her body posture and body | Normal She was | Normal
movement and amount of exchanging her
speeches were normal body posture in

front side and

back side

continuously
Her mood was low and she | Low and | Low and | Low and
felt restlessness restlessness restlessness restlessness
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Scores of AS, DS and DUOCS are displayed at Table no-2.14.3.

Table no-2.14.3: General trend of objective score of Mrs. B-7

Anxiety Score

Depression Score

OCD Score

Pre-assessment

95 (Profound)

90 (Minimal)

Mid-assessment

52 (Mild)

102 (Mild)

58 (Profound)

49 (Severe)

Post-assessment

90 (Profound)

126 (Severe)

51 (Profound)

1* Follow- up

87 (Profound)

124 (Severe)

30 (Profound)

2" Follow- up

90 (Profound)

126 (Severe)

32 (Profound)

3" Follow- up

76 (Scvere)

110 (Mild)

49 (Severe)

C. Subjective rating of Mrs. B-7:

Ratings of the verbal scale are displayed at Table no-2.14.4.

Table no-2.14.4: General trend of subjective rating of Mrs. B-7

Client’s Subjective Rating

Care giver’s Subjeetive Rating

Score Score
Pre-asscssment 7 7
Mid-assessment 8
Post-assessment 7 { 7
1* Follow- up 7 (
2" Follow- up 7.5
3" Tollow- up 8 8

Responsible Psychiatrist’s comments:

At the last and follow-up session the responsible psychiatrist talked to Mrs. B-7.
According to the psychiatrist evaluation/ remarks. she is still passing through emotional
instability, rituals are persisting with ups and down. Trichotillomania is mostly

controlled. Finally, the responsible psychiatrist reported 40-45% as improvement rating

feedback.
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Part-11: Presentation of findings in Tables and Graphs

Table no-2.15.1: Summary of Pre-assessment of group A & I3

Category

Group-A

Group-B

Cognition

I am contaminated with dirt and
animals;
became ill from contaminated (4

germs, touching

of 7Y,

I am contaminated with dirt and
germs, touching animals and
insects; touching dustbin, poor
people, tree leafs, handshake with
other and touching football,
becoming ill from contaminated;
excessive fear and preoccupation
with avoiding dirt and germs; lifc
is meaningless and worthless,

+ world 1s dusty, life 1s finished and

future 1s dark {6 of 7);

I must do my work certain
numbers, 1 I can not bad things

will happen (5 of 7);

Avoiding insects, mosquito; easily
bothered by certain  sounds;
intrusive nonsense sounds; nobody
understands pain and nobody loves
him/her; unwanted. worrisome and
intrusive  sexual thoughts and
impulses (95%); thoughts about
being or becoming a homosexual
(95%); T am not a good student; I
will not success my life; excessive
fear, worry and preoccupation:
having  blasphemous  thoughts;
being punished for blasphemous
thoughts, had no memory and
quality: not qualified student; had a
suicidal ideation and two times
attempted to suicide with sleeping
pill; bad things will happen as bad
as doing so {90%); going to die,

'has a big disease and doing

something cmbarrassing -95% (1

of 7);

Nobody understand my pain,
life  1s  meaningless
worthless, world is dusty, life is
finished, future is dark (6 of 7);

and

Lack of concentration and decision
making capacity was extremely
reduced and self esteem was low (
7ol 7

Lack of concentration, difficulty
in making decision, low selfl

esteem (7 of 7);

When talks and play with other,
will be contaminated; can not
speak well; brain is going to be
decrease slowly (2 of 7);

Reassurance seeking behaviour;
speaks alone;, had no quality;
My head has a bad thing; My
head has another head (2 of 7);
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If I go one step then I back two
steps, | must getup the chair
from the same side, if I can not
do that danger will happen; | am
concern with religious beliefs;
hopeless about marital life; soap
water going to abdomen and
became sick and burning
sensation felt all abdomen; can
not touch children, wardrobe,
bed, sofa set, window, door etc
because of insects poison; all
time advertisement and music
was running my head, 1 will fail
my exams; suicidal ideation;
urge to collect useless things;
prcoccupation with symmetry,
exactness and order; excessive
concern with aligning papers,
books, cloths, bag, toys, show
pieces, household materials and
other items a certain perfect
way; preoccupation and
excessive, illogical fear of
harming self, harming fathers;
doing something embarrassing;
worry about losing things;
worry about fathers remarriage

(1 of7);

Emotion Felt fear (6 of 7); hopeless. sad, | Felt lack of confidence 90-100%;
worthless, distressed, restless, | {fear, hopeless, sad. worthless,
confused and vulnerable (7 of | distressed, restless (7 of 7);
7);
Guilt feeling; no interest to do Guilt fecling (3 of 7); irritated (5 of
anything (2 of 7); irritated (4 ol | 7); vulnerable; had no motivation
7); frustrated about life; crving | and interest to do anything (4 of 7);
spell; hot tempered (1 of 7); cryving spell, confused and anger (2

of 7),

Physiology Drowsiness, palpitation, | Drowsiness and vomiting tendency
sweating, sleep difficulties, | (3 of 7); palpitation, sleep
reduced appetite, dryness of | difficulties, low appetite (7 of 7);
throat, headache and loss of

energy (7 of 7);

Burning sensation all over the
body ( 3 of 7); weight gradually
reduced ( 2 of 7);

Excessive sweating, headache and
loss of energy (5 of 7);

Jerking all over the body, hot
and pain in  abdomen,
dehydrations  problem, felt

Dryness of  throat, burning
sensation all over the body and
hot flushes in head (4 of 7);
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weak, hand and body tremor (1
of 7);

Hand and leg tremor, pain and

burning sensation in the scalp
(80%);

Pain sensation in leg, chest pain
(40%) and abdomen pain (1 of 7);
weakness (6 of 7),

Behavioural
response

Repeated washing, often
performed in a ritualistic way (
4 of 7);

Lxcessive, illogical and
uncontrollable  repcated cloth,
doors. windows, balcony, lone,
sandal, mobile, bag, money bag,
tap, hand, plate, pot, floor ete.
washing, often performed in a
ritualistic way (5 of 7);

Avoiding places feared for
possible contamination, repeated
showering or bathing ( 3 of 7):

Showering or bathing, often
performed in a ritualistic way (4 of
7);

Decreased activity level,
withdrawal from social activity,

Avoiding places such as toilet,
dustbin, shoe self, others house,

lowered activity, non assertive { | drain etc.  feared for possible
7 of 7); contamination (5 of 7);
Repeating and rereading things (| Decreased activity level,

20f7),

withdrawal from social activity,
non assertive (7 of 7);

Checking stoves, locks, food
pot, fan switches, windows over
and over and doing certain
activities in a particular number
of times { 6 of 7);

Rereading things, crying spell,
pulling own hair from scalp, acts
of self-damage or sell-mutilation-
picking skin -100% (1 of 7);

Counting tiles, no quality of
stage performance at all; writing
often performed in a ritualistic
way; bathing several time; can
not bathing through a month:
cleaning objects and household
items by using with special
cleansers and cleaning
techniques; avoidance of objects
considered contaminated;
preoccupation with symmetry,
exactness or order and doing
certain activities in a particular
number of times (1 of 7);

Doing certain  activities In a
particular number of times (6 of 7);

Excessive, illogical and
uncontrollable repeated checking
stoves, tap, locks, fan and
television switches, checking
under door, bed, almira, midself,
pen, pot, admit card and file over
and over (4 of 7);
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Social Disrupted  social interaction | Disrupted social interaction 90-
position decreased relationship  with | 100% (7 of 7),

neighbors, relatives and family

members (7 of 7);

Annoyed with family members | Decreased relationship with
and decreased relationship with | neighbors, relatives and family
customers (1 of 7); members (6 of 7),

Can not talk and mix with other
people (5 of 7);

Annoyed with family members (2

of 7),
Occupational | Poor business and  job | Job loses (1 of 7);
condition performance (4 of 7);
Decreased relationship  with | llad no interest about job and
colleagues (5 of 7); attention span and body strength

reduced significantly (7 of 7},

Lack of concentration about | Had no interest about houschold
business task, lack of interest, | activities (2 of 7),

decreased level of interest,
reduced attention span and
reduced body strength (7 of 7),
Can not do any household
activitics (2 of 7);

Decreased  relationship — with
class mates and teachers; lack of
concentration about study and
loss of memory (1 of 7):

Table no-2.15.1 shows the major symptoms that were found in the pre-assessment in
different categories. The content that was frequently reported by the client was kept
under each category. IFrom the cognition, it was seen that almost all of the clients
perceived their life as contaminated, polluted, dusty, meaningless, worthless, dark and
finished. In the emotional symptoms, all of the clients ol both groups had negative
emotion. Anxious mood was prominent to all of the both groups of client. They also felt
depressed, hopelessness, fear, worthlessness, irritated, guilt feeling, distressed,
vulnerable and restlessness. In the physical reaction, all of clients of both groups had
common complaints as palpitation, sweating, sleep difficulties, reduced appetite, dryness
of throat and headache. They also have some complaints such as hot flushes and burning
sensation all over the body, hand tremor and loss of energy. In the behavioural response

categories, almost all of the clients of both groups had behavioural problem as repeated
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washing, avoiding places feared for possible contamination, crying spell, decreased
activity level, withdrawal from social activity, lowered activity, non assertive, seeking
reassurance, repeated showering or bathing, repeating and rereading things, checking
some aspects over and over, doing certain activities in a particular number of times,
cleaning of the house in a ritualistic way. In the social position categories, all of the
client’s social position had changed such as disrupted social interaction, decreased
relationship with neighbors, relatives, family members and friends. In the occupational
condition categories, all of the clients had some problem as poor job performance,
decreased relationship with colleagues, lack of interest, decreased level of interest,

reduced attention span and reduced body strength.

Table no-2.15.2: Summary of Mid-assessment of group A & B

Category Group-A Group-B

Cognition |1 am contaminated with dirt and | I am contaminated with dirt and
germs, touching animals; becoming | germs, touching animals and
1l from contaminated (4 of 7)| insects; touching dustbin, poor
reduced up to 20 to 50%; people, tree leafs, handshake
with other and touching football;
becoming ill from contaminated,
excessive fear and preoccupation
with avoiding dirt and germs; life
is meaningless and worthless,
world is dusty, life is finished
and fulure is dark (6 of 7)
reduced a little bit up to 10%;

[ must do the work certain numbers,
if I can not bad things will happen
(5 of 7) reduced up to 10 to 70%;

Avoiding  insects, mosquiio;
easily bothered by certain
sounds; intrusive nonsense

sounds not reduced (100%);

Nobody understand my pain, life is
meaningless and worthless, world is
dusty, life is finished, future is dark
(6 of 7) reduced up to 10 to 50%;

Nobody understands pain and
nobody loves him/her now a day;

Concentration level, decision
making capacity and self esteem (7
of 7) increased up to 10 to 60%,

Unwanted, WOITISOMmeE and
intrusive sexual thoughts and
impulses; thoughts about being or
becoming a homosexual not
reduced;

Reassurance seeking behaviour (2 of
7) reduced up to 10%;

I am not a good student; I will not
success my life reduced a little
bit;

Speaks alone; had no quality; My

Excessive fear, worry and
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head has a bad thing; My head has
another head (2 of 7) reduced up to
70%;

preoccupation: having
blasphemous  thoughts; being
punished for  blasphemous
thoughts were not reduced;

“If T go one step then I back two
steps, 1 must getup the chair from
the same side, if 1 cant do the
danger will happen” reduced up to
70%:;

Hopeless about marital life reduced
a little bit;

Had no memory and quality; not
qualified student not reduced;

She can touch children, wardrobe,
bed, sofa sect, window, door ctc
sometimes; all time advertisement
and music was running my hecad
reduced up to 55%;

Suicidal ideation reduced and he
did not suicidal attempt now a
day; bad things will happen as
bad as doing so (90%) not
reduced; going to die, has a big
discase and doing something
embarrassing -95% (1 of 7) were
reduced a little bit up to 20%.

Now a day he had no suicidal
ideation;, urge to collect useiess
things reduced up to 40%;

Concentration level and decision
making capacity were not
improved significantly and his
self esteem was low also ( 7 of 7);

Preoccupation  with  symmetry,
exactness and order, excessive
concern with aligning papers, books,
cloths, bag, toys, show pieces,
household materials and other items
a certain perfect way reduced up to
20%;

Preoccupation and excessive,
illogical fear of harming self,
harming fathers reduced up to 50%;

Doing something  embarrassing
reduced a little bit; worry about
losing things; worry about fathers
remarriage not reduced;

She is going to die and fear to die
reduced up to 40%; her feelings of
senseless and loss of memory
reduced up to 10%; <1 am a bad
looking person, everybody laughed
to seem me” reduced up to 60%; “1
have a bad disease™, “I wish [ will
die” reduced up to 5%; “I have no
rest, no satisfaction and seen many
scenery in my brain when sleeping
not reduced significantly; his income
related thought were reduced up to

When talks and play with other,
will be contaminated, can not
speak well not reduced; brain is
going to be decrcase slowly (2 of
7) reduced a little bit;
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10% but he believe that he had a
poor brain, his disease and medicine
related thoughts were reduced up to
15%, I have a skin disease due to
using soap reduced up to 20%;

Emotion Felt fear (6 of 7) hopeless, sad, | Confidence level increased up to
worthless,  distressed,  restless, | 5 to 10%; fear, hopeless, sad,
confused and vulnerable (7 of 7); | worthless, distressed, restless (7
irritated (4 of 7) reduced up to 15 to | of 7) were reduced a little bit;
50%;
Guilt feeling; no interest to do Guilt feeling (3 of 7); irritated (5
anything (2 of 7) now days; of 7); vulnerable were not
frustrated about life; crying spell; reduced; motivation level and
hot tempered (1 of 7) reduced a little | interest to do anything (4 of 7) not
bit; increased significantly; crying
spell also, confused and anger (2
of 7) not reduced;
Physiology Drowsiness, palpitation, sweating, | Drowsiness reduced up o 5 to
sleep difficulties, dryness of throat | 10% and vomiting tendency (3 of
and headache {7 of 7) reduced up | 7) reduced up to 5%;
tol10 to 50%;
Appetite pattern and energy level (7 | Palpitation, sleep difficulties, low
of 7) increased up to10 to 50%,; appetite (7 of 7) reduced up t0 5
to 20%;
Burning scnsation all over the body | Excessive sweating reduced a
(3 of 7) reduced up to 10 to 40%; little bit up to 20%, headache
reduced up to 5 to 20% and
energy level (5 of 7) increased a
little bit;
Jerking all over the body reduced up | Dryness of throat reduced up to
to 30%; 20%, burning sensation all over
the body and hot flushes in head
(4 of 7) reduced up to 30%;
Hot and pain in abdomen, | Hand and leg tremor; pain and
dehydrations problem reduced up to | buming sensation in the scalp
20%,; reduced up to 10%;
Pain sensation in leg not reduced;
chest pain reduced up to 15 to
20%; and abdomen pain (1 of 7}
reduced up 50%; weakness (6 of
7) not reduced,
Behaviour | Repeated washing, often performed | Excessive, illogical and
al response in a ritualistic way ( 4 of 7) reduced | uncontrollable repeated cloth,

up to 15 to 80%,;

doors, windows, balcony, lone,
sandal, mobile, bag, money bag,
tap, hand, plate, pot, floor etc.
washing, often performed in a
ritualistic way (5 of 7) not
reduced significantly;
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Avoiding places feared for possible
contamination ( 3 of 7) reduced up
to 5 to 55%, -

Showering or bathing, often
performed in a ritualistic way (4
of 7) not reduced,

Repeated showering or bathing ( 3
of 7) reduced up to 25 to 40%;

Avoiding places such as toilet,
dustbin, shoe self, others house,
drain etc. feared for possible
contamination (5 of 7) not
reduced;

Activity level ( 7 of 7) increased up
to 5 to 50%;

Activity level not increased at all;
withdraw from social activity now
a day (100%); assertiveness
problems (7 of 7) not reduced,

Repeating and rereading things ( 2
of 7) reduced up to 15 to 40%;

Rereading things, crying spell,
pulling own hair from scalp, acts
of self-damage or self-mutilation-
picking skin (1 of 7) not reduced,

Checking stoves, locks, food pot, fan
switches, windows over and over
and doing cerlain aclivities in a
particular number of times ( 6 of 7)
reduced up to 10 to 50%;

Doing certain activitics in a
particular number of times (6 of
73 not reduced;

Counting tiles reduced up to 80%;

Excessive, illogical and
uncontrollable repeated checking
stoves, lap, locks, fan and
television  switches, checking
under door, bed, almira, midself,
pen, pot, admit card and file over
and over (4 of 7) not reduced
significantly;

Stage performance not improved;
writing often performed in a
ritualistic way now a day; she can
bathing once a day; cleaning objects
and household items by using with
special cleansers and  cleaning
techniques not reduced; avoidance
of objects considered contaminated
reduced up to 20%;

Preoccupation  with  symmetry,
exactness or order (1 of 7) reduced
up to 40%,;

Avoids social gathering now a
day up to 80%;

Withdraw from social activity (7 of
7) now days; assertiveness problems
(7 of 7) not removed,

Social
position

Social interaction increased a little
bit; relationship with neighbors,
relatives and family members (7 of
7) increased up to 10 to 50%,;

Social interaction (7 of 7) not
increased significantly;

Now a day she annoyed with her

Relationship  with  neighbors,
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father 50% and increased
relationship with customers (1 of 7)
a little bit;

relatives and family members (6
of 7) were not improved; can not
talk and mix with other people (5
of 7) now days; annoyed with
family members (2 of 7) now a
day;

Occupatio
nal
condition

Business and job performance (4 of
7} increased up to 15%;

Job loses (1 of 7); had no interest
about job now a day but attention
span and body strength (7 of 7)
increased up to 10%,; had no
interest about household activities
(2 of 7) now a day;

Relationship with colleagues (5 of 7)
increased up to 20 to 30%;

Concentration about business task
not increased, attention span and
body strength (7 of 7) increased up
to 20%;

Can do some houschold activities (2
of 7); relationship with class mates
and teachers also not increased; lack
of concentration about study (1 of 7)
increased up to 45%;

Table no-2.15.2 contains the significant content of the both groups of client in their mid-

assessment session and the content of the both groups of clients has been changed

compared to the pre-assessment,

Table no-2.15.3: Summary of Post-assessment of group A & B

Category Group-A Group-B

Cognition | am contaminated with dirt and | [ am contaminated with dirt and
germs, touching animals; | germs, touching animals and
becoming ill from contaminated | insects; touching dustbin, poor

(4 of 7) reduced up to 50 to
100%;

people, -trec leafs, handshake
with other and touching football;
becoming ill from contaminated;
excessive fear and preoccupation
with avoiding dirt and germs; life
is meaningless and worthless,
world is dusty, life is finished
and futurc is dark (6 of 7)
reduced a little bit up to 10%;

I must do the work -certain
numbers, if ] can not bad things
will happen (5 of 7) reduced up to
80 to 100%;

Avoiding  insects, mosquito;
easily  bothered certain
sounds; inlrusive  nonsense
sounds not reduced (100%);

by

Nobody understand my pain, life
is meaningless and worthless,

Nobody understands pain and
nobody loves him/her now a day;
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world is dusty, life is finished,
future is dark (6 of 7) reduced up
to 50 to 70%;

Concentration level, decision
making capacity and self esteem
(7 of 7) increased up to 30 to
90%:;

Unwanted,  worrisome  and
intrusive sexual thoughts and
impulses; thoughts about being
or becoming a homosexual not
reduced;

Reassurance seeking behaviour (2
of 7) reduced up to 50%;

1 am not a good student; I will
not success my life reduced up to

10%;
Speaks alone; had no quality; My | Excessive  fear, worry and
head has a bad thing; My head | preoccupation: having
has another head (2 of 7) reduccd | blasphemous  thoughts;  being
up to 70%,; punished for  blasphemous

thoughts were not reduced;

“If I go one step then [ back two
steps, 1 must getup the chair from
the same side, if T cant do the
danger will happen” reduced up
to 99%;

Had no memory and quality; not
qualified student not reduced,

Hopefu! about marital life;

Suicidal ideation reduced and he
did not suicidal attempt now a
day; bad things will happen as
bad as doing so (90%) not
reduced; going to die, has a big
disease and doing something
embarrassing -95% (1 of 7) were
reduced a little bit up to 20%.

She can touches  children,
wardrobe, bed, sofa set, window,
door etc sometimes 50%,; all time
advertisement and music was

running my head reduced up to
85%;

When talks and play with other,
will be contaminated; can not
speak well not reduced; brain is
going to be decrease slowly (2 of
7) reduced a little bit,

Suicidal ideation reduced up to
100%;

Concentration level not increased
significantly and decision making
capacity was increased a little bit
and his self esteem was low also
(70f7)

Urge to collect uscless things
reduced up to 65%;

Preoccupation with symmetry,
exactness and order; excessive
concern with aligning papers,
books, cloths, bag, toys, show
pieces, household materials and
other items a certain perfect way
reduced up to 60%;
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Preoccupation and excessive,
illogical fear of harming self,

harming fathers reduced up to
80%,;

Doing something embarrassing
reduced up to 50%; worry about
losing things; worry about fathers
remarriage reduced up to 80%;

She is going to die and fear to die
reduced up to 50% to 80%; “1 am
a bad locking person, everybody
laughed to seem me” reduced up
to 70%; “I have a bad disease”,
“I wish T will die” reduced up to
50%:; “I have no rest, no
satisfaction and seen many
scenery in my brain when
sleeping not reduced
significantly; his income related
thought were reduced up to 30%;
he believe that he had a brain but
not good brain than other people,
his disease and medicine related
thoughts were reduced up to 30%;
I have a skin disease due to using
soap reduced up to 40%;

Emotion

Felt fear (6 of 7) hopeless. sad,
worthless, distressed, restless,
confused and vulnerable (7 of 7);
irritated (4 of 7) reduced up 10 25
1o 100%;

Confidence level increased up to
5 to 10%; fear, hopeless, sad,
worthless, distresscd, restless (7
of 7) were reduced up to 5
t010%;

Guilt feeling now days; interest to
do something (2 of 7) now days;
now she cooks food and take care
for her family; frustrated about
life reduced; crying spell; hot
tempered (1 of 7) reduced up to
60%;

Guilt feeling (3 of 7); irritated (5
of 7); vulnerable were up to 5
to10%; had a little bit motivation
and interest to reading (4 of 7)
now a day; crying spell also,
confused and anger (2 of 7) not
reduced;

Physiology

Drowsiness, palpitation, sweating,
sleep difficulties, dryness of
throat and headache (7 of 7)
reduced up to 40 to 90%;

Drowsiness reduced up to up to
20% and vomiting tendency (3 of
7) reduced up to 50%,

Appetite pattern and energy level
(7 of 7) increased up to 50 to
100%;

Palpitation, sleep difficulties, low
appetite (7 of 7) reduced up to
20 to 40%;

Burning sensation all over the
body (3 of 7) reduced up to 50 to
75%;

Excessive sweating reduced a
little bit up to 20%, headache
reduced up 20% and encrgy level
(5 of 7) increased a little bit;
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Jerking all over the body reduced
up to 40%;

Dryness of throat reduced up to
20%, buming sensation all over
the body and hot flushes in head
(4 of 7) reduced up to 30%,;

Hot and pain in abdomen,
dehydrations problem reduced up
1o 40%;

Hand and leg tremtor; pain and
burning sensation in the scalp
reduced up to 30%;

Pain sensation in leg reduced up
to 35%; chest pain reduced up to
25%; and abdomen pain (1 of 7)
reduced up 70%; weakness (6 of
7) reduced a little bit;

Behavioural
response

Repeated washing, often
performed in a ritualistic way ( 4
of 7} reduced up to 50 to 100%;

Excessive, illogical and

~uncontrollable repeated cloth,

doors, windows, balcony, lone,
sandal, mobile, bag, money bag,
tap, hand, plate, pot, floor etc.
washing, often performed in a
ritualistic way (5 of 7} not
reduced significantly;

Avoiding places feared for
possible contamination ( 3 of 7)
reduced up to 50 to 70%;

Showering or bathing, often
performed in a ritualistic way (4
of 7) not reduced,;

Repeated showering or bathing (
3 of 7) reduced up to 20 to 100%;

Avoiding places such as toilet,
dustbin, shoe self, others house,
drain etc. feared for possible
contamination (5 of 7) reduced a
little bit up to 10%,;

Activity level {( 7 of 7) increased
up to 20 to §0%;

Increased activity level up to 15
to 20% but withdraw from social
activity now a day; assertiveness
problems (7 of 7) were not
reduced;

Repeating and rereading things (
2 of 7)) reduced up to 100%;

Rereading things, crying spell,
pulling own hair from scalp, acts
of self-damage or self-mutilation-
picking skin (1 of 7) not
reduced;

Checking stoves, locks, food pot,
fan switches, windows over and
over and doing certain activities
in a particular number of times ( 6
of 7) reduced up to 50 to 100%,;

Doing certain activities in a
particular number of times (6 of
7) not reduced;

Counting tiles reduced up to 100%;

Excessive, illogical and
uncontrollable repeated checking
stoves, tap, locks, fan and television
switches, checking under door, bed,
almira, midself, pen, pot, admit card
and file over and over (4 of 7)
reduced up to 10%;
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Stage performance improved;
writing  often performed in a
ritualistic way sometimes; she can
bathing once a day; cleaning objects
and household items by using with
special cleansers and cleaning
techniques not reduced; avoidance of
objects considered contaminated
reduced up to 60%;

Preoccupation with  symmetry,
exactness or order (1 of 7} reduced
up to 30%;

Withdraw from social activity (7 of
7) now days; assertiveness problems
(7 of 7) not removed significantly;

Avoids social gathering now a day
up to 80%;

Social position

Social interaction increased up to 40
to 60%; relationship with neighbors,
relatives and family members (7 of
7) increased up to 55 to 100%:;

Social interaction (7 of 7) was
improved a little bit up to 10%;

Now a day she annoycd with her
father 10% and increased
relationship with customers (1 of 7)
up to 50%;

Relationship with neighbors,
relatives and family members (6 of
7) were not improved; can not talk
and mix with other people (5 of 7)
now days; annoyed with family
members (2 of 7) now a day ;

Occupational
condition

Business and job performance (4 of
7) increased up to 55%;

Now jobless for his problem (1 of
7); had no interest about job now a
day but attention span and body
strength (7 of 7) increased up to
15%; had no interest about
household activities (2 of 7) now a
day;

Relationship with colleagues, fricnds
and family members (5 of 7)
increased up to 40 to 70%;

Concentration about business task
increased up to 50 to 65%; attention
span and body strength (7 of 7)
increased up to 60%;

Can do some household activities (2
of 7); relationship with class mates
and teachers also increased a little
bit; lack of concentration about study
(1 of 7) increased up to 45%;

Table no-2.15.3 contains the significant content of the both groups of client in their post-

assessment session and the content of the both groups of clients has been changed

compared to the mid-assessment.
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Table no-2.15.4: Summary of Follow-up assessment of group A & B

Category Group-A Group-B

Cognition I am contaminated with dirt and | I am contaminated with dirt and
germs, touching  animals; | germs, touching animals and
becoming ill from contaminated | insects; touching dustbin, poor

(4 of 7) reduced up to 80 to
100%;

people, tree leafs, handshake with
other and touching football;
becoming ill from contaminated,
excessive fear and preoccupation
with avoiding dirt and germs; life
1s meaningless and worthless,
world is dusty, life is finished and
future is dark (6 of 7) reduced a
little bit up to 10%;

I must do the work certain

Avoiding insects, mosquito; easily

numbers, if I can not bad things | bothered by certain  sounds;
will happen (5 of 7) reduced up | intrusive nonsense sounds not
to 80 to 100%; reduced (100%);

Nobody understand my pain, | Nobody understands pain and

life is  meaningless and
worthless, world is dusty, life is
finished, future is dark (6 of 7)
reduced up to 75 to 85%;

nobody loves him/her now a day;

Concentration level increased up
to 50 to 85%; decision making
capacity increased up to 60 to
70%; and self esteem (7 of 7)
increased up to 50 to 90%;

Unwanted, worrisome and
intrusive  sexual thoughts and
impulses; thoughts about being or
becoming a homosexual not
reduced;

Reassurance secking behaviour
(2 of 7) reduced up to 70% to
800/;);

[ am not a good student; I will not
success my life reduced up to 15%;

Speaks alone, had no quality;
My head has a bad thing; My
head has another head (2 of 7)
reduced up to 75 to 90%;

Excessive  fear, worry and
preoccupation: having
blasphemous  thoughts;  being

punished for blasphemous thoughts
were not reduced;

“If I go one step then I back two
steps, [ must getup the chair
from the same side, if I cant do
the danger will happen” reduced
up to 99%,;

Had no memory and quality; not
qualified student not reduced,;

Hopeful about marital life;

Suicidal ideation reduced and he
did not suicidal attempt now a day;
bad things will happen as bad as
doing so (90%) not reduced; going
to die, has a big disease and doing
something embarrassing -95% (1
of 7) were reduced a little bit up to
20%;
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She can touches children,
wardrobe, bed, sofa  set,
window, door etc sometimes
50%; all time advertisement and
music was running my head
reduced up to 100%;

Concentration level increased up to
25% and decision making capacity
increased a little bit up to 15% and
his self esteem was low also ( 7 of

7,

Suicidal ideation reduced up to
100%;

When talks and play with other,
will be contaminated; can not
speak well not reduced; brain is
going to be decrease slowly (2 of
7) reduced a little bit;

Urge to collect useless things
reduced up to 75%;

Preoccupation with syminetry,
exactness and order; excessive
concern with aligning papers,
books, cloths, bag, toys, show
pieces, household materials and
other items a certain perfect way
reduced up to 90%;

Preoccupation and excessive,
illogical fear of harming self,
harming fathers reduced up to
100%;

Doing something embarrassing
reduced up to 80%; worry about
losing things; worry about
fathers remarnage reduced up to
90%:;

She is going to die and fear 1o
die reduced up to 90%: "l am a
bad looking person, everybody
laughed to seem me” reduced up
to 80%; “I have a bad disease”,
“I wish I will die” reduced up to
90%:; “I have no rest, no
satisfaction and seen many
scenery in my brain when
sleeping not reduced
significantly; his income related
thought were reduced up to
30%; he believe that he had a
brair: but not good brain than
other people, his disease and
medicine related thoughts were
reduced up to 30%; | have a skin
disease due to using soap
reduced up to 40%.

Emotion

Felt fear (6 of 7) reduced up to

Confidence level increased up to 5
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60 to 95%; hopeless, sad,
worthless, distressed, restless,
confused and vulnerable (7 of
7); irritated (4 of 7) reduced up
to 25 to 100%;

to 10%; fear, hopeless, sad,
worthless, distressed, restless (7 of
7) were reduced up to 5 to10%;

Guilt feeling reduced now days;
interest to do something (2 of 7)
now days; now she cooks food
and take care for her family;
frustrated about tife reduced;
crying spell; hot tempered (1 of
7) reduced up to 80%;

Guilt feeling (3 of 7); irritated (5 of
7); vulnerable were up to 5 1010%;
had a little bit motivation and
interest to reading (4 of 7) now a
day; crying spell also, confused
and anger {2 of 7) not reduced,

Physiology

Drowsiness, palpitation,
sweating, sleep  difficulties,
dryness of throat and headache
(7 of 7) reduced up to 75 to

80%;

Drowsiness reduced up to up to 30
to 40% and vomiting tendency (3
of 7) reduced up to 70%;

Appetite pattern and energy
level (7 of 7) increased up to 90
1o 100%;

Palpitation, sleep difficulties, low
appetite (7 of 7) reduced up to 20
to 8§3%;

Burning sensation all over the
body (3 of 7) reduced up to 75
to 80%;

Excessive sweating reduced a little
bit up to 30 to 40%; headache
reduced up 30% and energy level
(5 of 7) increased a little bit;

Jerking all over the body
reduced up to 80%;

Dryness of throat reduced up to
20%, burning sensation all over the
body and hot flushes in head (4 of
7) reduced up to 30 to 35%;

Hot and pain  in abdomen,
dehydrations problem reduced
up to 30%;

Hand and leg tremor; pain and
burning sensation in the scalp
reduced up to 30%;

Pain sensation in leg reduced up to
55%; chest pain reduced up 1o
35%:; and abdomen pain (1 of 7)
reduced up 75%; weakness (6 of 7)
reduced a little bit;

Behavioural
response

Repeated washing, often
performed in a ritualistic way (
4 of 7) reduced up to 85 to
100%;

Excessive, illogical and
uncontrollable  repeated  cloth,
doors, windows, balcony, lone,
sandal, mobile, bag, money bag,
tap, hand, plate, pot, floor etc.
washing, often performed in a
ritualistic way (5 of 7) not reduced
significantly;

Avoiding places feared for
possible contamination ( 3 of 7)
reduced up to 60 to 90%;

Showering or bathing, often
performed in a ritualistic way (4 of
7) not reduced;

Repeated showering or bathing (
3 of 7) reduced up to 85 1o

Avoiding places such as toilet,
dustbin, shoe self, others house,
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100%,;

drain ectc. feared for possible
contamination (5 of 7) reduced a
little bit up to 10%;

Activity level ( 7 of 7) increased
up to 45 to 85%,;

Increased activity level up to 15 to
25% but withdraw from social
activity now a day; assertiveness
problems (7 of 7) were not
reduced;

Repeating and rereading things (
2 of 7 ) reduced up to 100%;

Rereading things, crying spell,
pulling own hair from scalp, acts
of self-damage or self-mutilation-
picking skin (1 of 7) reduced up to
10%;

Checking stoves, locks, food
pot, fan switches, windows over
and over and doing certain
activitics in a particular number
of times ( 6 of 7) reduced up to
70 10 100%,;

Doing certain activities in a
particular number of times (6 of 7)
not reduced,;

Counting tiles reduced up to
100%:

Excessive, illogical and
uncontrollable repeated checking
stoves, tap, locks, fan and
television  switches,  checking
under door, bed, almira, midself,
pen, pot, admit card and file over
and over (4 of 7) reduced up to
10%;

Stage performance improved,
writing often performed in a
ritualistic way sometimes; she
can bathing once a day; cleaning
objects and household items by
using with special cleansers and
cleaning techniques reduced
100%; avoidance of objects
considered contaminated
reduced up to 90%,

Preoccupation with symmetry,
exactness or order (1 of 7)
reduced up to 70%,;

Avoids social gathering now a day
up lo 80%;

Withdraw from social activity (7
of 7) now days; assertiveness
problems (7 of 7) reduced up to
35%;

Social
position

Social interaction increased up
to 50 to 70%; relationship with
neighbors, relatives and family
members (7 of 7) increased up
to 55 to 100%;

Social interaction (7 of 7) was
improved a little bit up to 10%;

165




~

Dhaka University Institutional Repository

Now a day she annoyed with her
father 10% and increased
relationship with customers (1
of 7) up to 50%;

Relationship with neighbors,
rclatives and family members (6 of
7) were not improved; can not talk
and mix with other people (5 of 7)
now days; had liked to live alone
now a day; annoyed with family
members (2 of 7) now a day

Occupational
condition

Business and job performance
(4 of 7) increased up to 60 to
75%;

Relationship with colleagues,
friends and family members (5
of 7) increascd up to 50 to 80%;

Concentration about business
task increased up to 060%;
attention span and body strength
(7 of 7) increased up to 70%;

Now engaged and involved in
houschold activities (2 of 7);
relationship with class mates
and teachers also increased up to
50%: lack of concentration
about study (1 of 7) increased
up to 50%,;

Now jobless for his problem (1 of
7); had no interest about job now a
day but attention span and body
strength (7 of 7) increased up to
25%; had interest about study now
a day but no interest about
household activities (2 of 7) now a
day;

Table no-2.15.4 contains the significant content of the both groups of client in their

follow-up assessment session and the content of the both groups of clients has been

changed compared to the post-assessment.
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Comparison of pre, mid, post and follow-up assessment of group A & B

Table no-16: Total number of clients mentioned the problems in pre assessment and percentage of reduction/ increase

of problems found in mid, post and follow-up assessment (in terms of cognition)

Group No Total number of clients mentioned the problems in Pre- Reduction/increas Reduction/ Reduction/
assessment e in Mid- increase in Post- increase in
assessment assessment Follow-up
assessment
Group-A | [ am contaminated with dirt and germs, touching animals; became ill | Reduced up to 20 Reduced up to 50 Reduced up to

from contaminated (4 out of 7) to 50% to 100% 80 to 100%

1 must do the work certain numbers, if [ can not bad things will | Reduced up to 10 Reduced up to 80 | Reduced up to

to 70% to 100% 80 to 100%

happen (5 out of 7)

Nobody understand my pain, life is meaningless and worthless,
world is dusty, life is fimished, future is dark (6 out of 7)

Reduced up to 10
to 50%

Reduced up to 50
to 70%

Reduced up to
75 to 85%

Lack of concentration, difficulty in making decision, low sclf esteem

Increased up to 10

Increased up to 30

Increased up to

{7 out of 7) to 60% to 90% 50 to 90%
Reassurance secking behaviour (2 out of 7) Reduced up to 10% | Reduced up to 50% | Reduced up to
70% to 80%
Speaks alone; had no quality; My head has a bad thing; My head has | Reduced up to 70% | Reduced up to 70% | Reduced up to
another head (2 out of 7) 75 to 90%

If 1 go one step then 1 back two steps, [ musl getup the chair from the
same side, if [ can not do that danger will happen(! out of 7}

Reduced up to 70%

Reduced up to 99%

Reduced up to
99%

Hopeless about marital life (1 out of 7) Reduced a little bit | Hopeful about | Hopeful  about
. marital life marital life
Can not touch children, wardrobe, bed, sofa set, window, door cte Reduced up to 55% | Reduced up to 85% | Reduced up to

because of insects poison; all time advertisement and music was
running my head(l out of 7)

100%

Suicidal ideation(] out of 7)

Now a day he had
no suicidal ideation

Reduced up to
100%

Reduced up to
100%

Urge to collect useless things(1 out of 7)

Reduced up to 40%

Reduced up to 65%

Reduced up to
75%
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Preoccupation with symmetry, exactness and order; excessive
concern with aligning papers, books, cloths, bag, toys, show pieces,
household materials and other items a certain perfect way(1 out of 7)

Reduced up to 20%

Reduced up to 60%

Reduced up to
90%

Preoccupation and excessive, illogical fear of harming self, harming
fathers{1 out of 7)

Reduced up to 50%

Reduced up to 80%

Reduced up to
100%

Doing something embarrassing; worry about losing things; worry

Not reduced

Reduced up to 50%

Reduced up to

about fathers remarriage (1 out of 7) and 0% 80% and 90%
She is going to die and fear to die(l out of 7) Reduced up to 40% | Reduced up to 50% | Reduced up to
to 80% 50%

[ am a bad looking person, everybody laughed to seem me (1 out of
7)

Reduced up to 60%

Reduced up to 70%

Reduced up to
80%

“] have a bad disease”, “I wish I will die” (1 out of T) Reduced up to 5% Reduced up to 50% Reduced up to
90%
T have no rest, no satisfaction and seen many scenery in my brain Not reduced Not reduced Not reduced

when sleeping(1 out of 7)

significantly

significantly

significantly

[ have a skin disease due to using soap(l out of 7)

. Reduced up to 20%

Reduced up to 40%

Reduced up to
40%

Group-B

| am contaminated with dirt and germs, touching animals and

Reduced a little bit

Reduced a little bit

Reduced a little

insects; touching dustbin, poor people, tree leafs, handshake with | up to 10% up to 10% bit up to 10%

other and touching football; became ill from contaminated;

excessive fear and preoccupation with avoiding dirt and germs; life

is meaningless and worthless, world is dusty, life is finished and

future is dark (6 out of 7}

Avoiding insects, mosquito; easily bothered by certain sounds; | Not reduced | Not reduced | Not reduced

intrusive nonsensc sounds (1 out of 7) (100%) {100%) (100%)

Nobedy understands pain and nobody loves him/her (1 out of 7) Nobody Nobody Nobody
understands  pain | understands  pain | understands pain
and nobody loves | and nobody loves | and nobody
him/her now a day | him/her now aday | loves  him/her

now a day

Unwanted, worrisome and intrusive sexual thoughts and impulses
(95%); thoughts about being or becoming a homosexual (95%) (1

Not reduced

Not reduced

Not reduced
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out of 7)
I am not a good student; [ will not success my life (1 outof 7) Reduced a little bit, | Reduced up  to | Reduced up to
10%; 15%;
Excessive fear, worry and preoccupation: having blasphemous | Not reduced Not reduced Not reduced
thoughts; being punished for blasphemous thoughts (1 outof 7)
Had no memory and quality; not qualified student (1 outof 7) Not reduced Not reduced Not reduced
Suicidal  ideation | Not reduced Not reduced

Had a suicidal ideation and two times attempted to suicide with
sleeping pill; bad things will happen as bad as doing so (90%) (1 out
of 7)

reduced and he did
not suicidal attempt
now a day, bad
things will happen
as bad as doing so
(90%) not reduced

Going 10 die, has a serious discasc and doing something
embarrassing -25% (1 out of 7)

Reduced a little bit

Reduced a little bit

Reduced a little

Lack of concentration and decision making capacity was extremely
reduced and sclf esteem was low ( 7 out of 7)

up to 20% up to 20% bit up to 20%
Concentration level | Concentration level Concentration
and deciston | not increased | level increasced
' making  capacity | significantly and | up to 25% and
| were not improved | decision  making decision making
significantly  and | capacity was | capacity
his sell estcem was | increased a little bit | increased a little
low also and his scif esteem | bit up to 15%
was low also and his  self
esteern was low
also

When talks and play with other, will be contaminated; can not speak
well; brain is going to be decrease slowly (2 out of 7)

Reduced a little bit

Reduced a little bit

Reduced a little
bit
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rms of emotional responses)

f reduction/ increase

Group Total number of clients mentioned the problems in Pre- Reduction/ Reduction/ Reduction/in¢
No assessment increase in Mid- increase in rease in
assessment Post- Follow-up
assessment assessment
Group-A | Felt fear (6 out of 7); hopeless, sad, worthless, distressed, Reduced up to 15 to | Reduced up to | Reduced up to
restless, confused and vulnerable (7 out of 7) 50% 25 to 100% 25 to 100%
Guilt feeling; no interest to do anything (2 out of 7); irritated | Reduced a little bit | Reduced up to | Reduced up to
(4 out of 7); frustrated about life; crying spell; hot tempered (1 60% &0%
out of 7)
Group-B | Felt lack of confidence 90-100% (7 out of 7) Increased up to 5 to | Increased up to | Increased up to

10%

5to 10%

510 10%

Fear, hopeless, sad, worthless, distressed, restless (7 out of 7)

Reduced a little bit

Reduced up to 3

Reduced up to

- to10% 51010%
Guilt feeling (3 out of 7); irritated {5 out of 7); vulnerable(4 | Not reduced Reduced up to 3 | Reduced up to
out of 7) t010% 51010%
No motivation and interest to do anything (4 out of 7) Not increased | A little  bit | A little  bit
significantly motivation and | motivation and

interest to
reading (4 of 7)
now a day;

interest to
reading (4 of 7)
now a day,

Crying spell, confused and anger (2 out of 7)

Not reduced

Not reduced

| Not reduced
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Group Total number of clients mentioned the problems in Pre- Reduction/ Reduction/ Reduction/
No assessment increase in increase in increase in
Mid- Post- Follow-up
assessment assessment assessment

Group-A | Drowsiness, palpitation, sweating, sleep difficulties, dryness of Reduced up | Reduced up to | Reduced up to

throat and headache ( 7 out of 7) to10 to 50% 40 to 90% 75 to 80%
Reduced appetite and loss of energy (7 out of 7) Incrcased  up | Increased up to | Increased up to
to10 to 50% 50 to 100% 90 to 100%
Burning sensation all over the body (3 out of 7); weight gradually | Reduced up to | Reduced up to Reduced up to
reduced ( 2 out of 7) 10 to 40% 50to 75% 75 to 80%
Jerking all over the body (1 out of 7) Reduced up to | Reduced upto | Reduced up to
S 30% 40% 80%
Hot and pain in abdomen, dehydrations problem, felt weak, hand | Reduced up to | Reduced up to | Reduced up to
and body tremor (1 out of 7) 20% 40% 80%

Group-B | Drowsiness and vomiting tendency (3 out of 7) Drowsiness Reduced up to | Drowsiness
reduced up to 5 | up to 20% and | reduced up to
to 10% and | 50% 30 to 40% and
vomiting vomiting
tendency tendency

reduced up to
5%

reduced up to
70%

Palpitation, steep difficulties and low appetite (7 outof 7)

Reduced up to 5
to 20%

Reduced up to
20 to 40%

Reduced up to
20 to 85%

Excessive sweating (5 out of 7)

Reduced a little

Reduced a little

Reduced a little
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bit up to 20%

bit up to 20%

bit up to 30 to
40%

Headache (5 out of 7) Reduced up to 5 | Reduced up | Reduced  up
to 20% 20% 30%

Loss of energy (5 out of 7} Increased a | Increased a | Increased a
little bit little bit little bit

Dryness of throat (4 out of 7)

Reduced up to
20%

Reduced up to
20%

Reduced up to
20%

Burning sensation all over the body and hot flushes in head (4 out
of 7)

Reduced up to
30%

Reduced up to
30%

Reduced up to
30 to 35%

Hand and leg tremor, pain and burning sensation in the scalp -80%
(4 out of 7)

Reduced up to
10%-

Reduced up to
30%

Reduced up to
30%

Pain sensation in leg, chest pain -40% (1 out of 7)

Reduced up to

Reduced up to

Reduced up to

15 t0 20% 35% and 25% 55% and 35%
Abdomen pain (1 out of 7) Reduced up | Reduced up | Reduced  up
50% 70% 75%
Weakness (6 out of 7) Nol reduced Reduced a [ittle | Reduced a little

bit

bit
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Table no-19: Total number of clients mentioned the problems in pre assessment and percentage of reduction /increase
problems found in mid, post and follow-up assessment (in terms of behavioural response)

Group No Total number of clients mentioned the problems in Pre- Reduction/ Reduction/ Reduction/
assessment increase in increase in increase in
Mid-assessment | Post-assessment Foliow-up
assessmeni

Group-A | Repeated washing, often performed in a ritvalistic way { 4 out of 7) | Reduced up to | Reduced up to| Reduced upto
[5to 80% 50 10 100% 85 to 100%

Avoiding places feared for possible contamination( 3 out of 7} Reduced up to 5 | Reduced up to | Reduced upto
to 55% 50 to 70% 60 to 90%

Repeated showering or buthing ( 3 out o 7) Reduced up to | Reduced up to | Reduced up to
25 to 40% 20 to 100% 85 to 100%

Decreased activity level( 7 out of 7)

Increased up to 5

Incrcased up to

Increased up to

o 50% 20 to 80% 4510 85%
Repeating and rercading things { 2 out of 7 ) Reduced up to | Reduced up to | Reduced up to
15t0 40% 100% 100%

Checking stoves, locks, foed pot, fan switches, windows over and
over and doing certain activitics in a particular number of times ( 6

out of 7)

Reduced up to
10 to 50%

Reduced up to
50 to 100%

Reduced up to
70 to 100%

Counting tiles(1 out of 7)

Reduced up to
80%

Reduced up to
100%

Reduced up to
100%

Quality of stage performance not at all; writing often performed in
a ritualistic way; bathing several time; can not bathing through a
month; cleaning objects and household items by using with special
cleansers and cleaning techniques; avoidance of objects considered
contaminated (1 out of 7)

Reduced up to
20%

Reduced up to
60%

Reduced up to
90%
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Precccupation with symmetry, exactness or order (1 out of 7) Reduced up to Reduced up to Reduced up to
40% 30% 70%

Withdrawal from social activity, lowered activity, non assertive (7 | Not removed Not removed Reduced up to

out of 7) significantly 35%

Group-B | Excessive, illogical and uncontrollable repeated cloth, doors, | Not reduced | Not reduced | Not  reduced
windows, balcony, lone, sandal, mobile, bag, money bag, tap, hand, significantly significantly significantly

plate, pot, floor etc. washing, often performed in a ritualistic way (5
out of 7)

7

Showering or bathing, often performed in a ritualistic way (4 out of | Not reduced

Not reduced

Not reduced

Avoiding places such as toilet, dustbin, shoc self, others Rusc,
drain etc. feared for possible contamination {5 out of 7)

Not reduced

Reduced a little
bit up to [0%

Reduced a little
bit up to 10%

Decreased activity level{7 out of 7)

Not increased at

Increased up to

Increased up to

self-damage or self-mutilation-picking skin -100%(lout of 7)

all 15 to 20% 150 25%
Withdrawal from soctal activity, non assertive (7 out of 7) Withdraw from | Withdraw from { Withdraw from
social  activily | social  activity | social  activity
now a dayynow a day|now a day
(100%); (100%); (100%);
assertiveness assertivencss assertiveness
probiems  not | problems not | problems  not
reduced reduced reduced
Rereading things, crying spell, pulling own hair from scalp, acts ol | Not reduced Not reduced Reduced up to

10%

Doing certain activities in a particular number of times(6 out of 7)

Not reduccd

Not reduced

Not reduced

Excessive, illogical and uncontrollable repeated checking stoves,
tap, locks, fan and television switches, checking under door, bed,
almira, midself, pen, pot, admit card and file again and again (4 of

7

Not reduced
significantly

Reduced up to
10%

Reduced up to
10%

Avoids social gathering (2 out of 7)

Avoids  social
gathering now a
day up to 80%

Up to 80%

Up to 80%
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Table no-20: Total number of clients mentioned the problems in pre assessment and percentage of reduction /increase
of problems found in mid, post and follow-up assessment (in terms of social pesition)

Group Total number of clients Reduction /increase in Reduction /increase in Reduction /increase in
No mentioned the problems Mid-assessment Post-assessment Follow-up assessment
in Pre-assessment
Group-A | Disrupted social | Increased up to 10 to 50% Increased up to 40 to 60% Increased up to 50 to 70%

interaction(7 out of 7)

Decreased relationship | Increased up to 10 to 50% increased up to 55 to 100% | Increased up to 55 to 100%

with neighbors, relatives
and family members (7 out

of 7} L

Annoyed  with  family | Reduced up t0 50% Reduced up to 90% Reduced up to 90%
members -100% (1 out of

7

Decreased relationship | Increased a little bit Increased up to 50% Increased up to 50%

with customers (1 of 7)

Group-B | Disrupted social interaction | Not increased signiﬁca—m]y Improved a little bit up to | improved a little bit up to
90-100% (7 out of 7) S 10% 10%
Decreased relationship | Not improved Not improved Not improved

with neighbors, relatives
and family members (6 out

of 7)

Can not talk and mix with | Can not talk and mix with | Can not talk and mix with | Can not talk and mix with

other people (5 out of 7) other people 1tow days; | other people now days; | other people now days; had

Annoyed with family annoyed with family | annoyed — with  family | liked to live alone now a day;

members (2 out o' 7) members now a day members now a day annoyed with family members
now a day
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Table no-21: Total number of clients mentioned the problems in pre assessment and percentage of reduction /increase

of problems found in mid, post and follow-up assessment (in terms of occupational condition)

Group Total number of clients Reduction /increase in Reduction /increase in | Reduction /increase in
No mentioned the problems in | Mid-assessment Post-assessment Foliow-up assessment
Pre-assessment
Group-A Poor business and job Increased up to 15% Increased up to 55% Increased up to 60 to 75%
performance (4 out of 7)

Decreased relationship with | Increased up to 20 to 30% Increased up to 40 to 70% | Increased up to 50 to 80%
colleagues (5 out of 7)
Lack of concentration about | Increased up to 20% Concentration about Increased up to 60% and
business task, lack of business task increased up | 70%
interest, decreased level of to 50 to 65%; attention
interest, reduced attention span and body strength
span and reduced body increased up to 60%
strength (7 out of 7)
Can not do any household | Increased up to 43% Increased up to 45% Increased up to 50%
activities (2 out of 7),
decreased relationship with
class mates and teachers;
lack of concentration about
study and loss of memory (1
out of 7)

Group-B | Job loses (1 out of 7) Now jobless for his problem | Now jobless for his Now jobless for his problem

problem

Not interested about job and | Increased up to 10% Increased up o 15% Increased up to 25%
attention span and body
strength reduced
significantly (7 out of 7)
Not interested about | Not intergsted about | Not  intercsted  about | Not interested about
household activities (2 out of | household activities now a | household activities now a | household activities now a
7) day day | day
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Improvement/reduction of symptoms of each client of group-A and group-B on different
aspects are given in the following Table No-22 and 23.

Table No-22: Improvement/reduction of symptoms of each client of group-A on different

aspects

No. of | Content/category Clients mentioned the problems (in Percentage of reduction/

client percentage) in pre assessment improvement of problems

found in the last assessment

A-1 Cognitive 60 to 100% Reduced up to 40 to 100%
Emotional 70 10 100% Reduced up to 25 to 100%
Physiological 50 to 100% Reduced up to 75 to 100%
Behavioural 40 to 100% Reduced up to 35 to 100%
Social 50 to 100% Improved up to 10 to 100%
Occupational 80 to 100% Improved up to 50 to 80%

A-2 Cognitive 30 to 100% Reduced up to 70 to 90%
Emotional 90 to 100% Reduced up to 75%
Physiological 75 to 100% Reduced up to 60 to 80%
Behavioural 70 to 100% Reduced up to 50 to 85%
Social 80 to 100% Improved up to 70%
Occupational 90 to 100% Improved up to 70 to 80%

A-3 Cognitive 70 to 100% Reduced up to 60 to 85%
Emotional 50% Reduced up to 15%
Physiological 50 to 30% Reduced up to 70 to 80%
Behavioural 70 1o 100% Reduced up to 60 to 95%
Social 60 to 100% Improved up to 60%
Occupational 80 to 90% improved up to 75%

A-4 Cognitive 50 to 90% Reduced up to 60 to 90%
Emotional 90 to 100% Reduced up to 60 to 80%
Physiological 50 to 70% Reduced up to 75 to 80%
Behavioural 80 10 100% Reduced up to 60 to 85%
Social 100% Improved up to 50 to 70%
Occupational 100% Improved up to 50 to 70%

A-5 Cognitive 50 to 80% Reduced up to 80 to 100%
Emotional 50 to 60% Reduced up to 85%
Physiological 70% Reduced up to 60 to 80%
Behavioural 70% Reduced up to 80 to 85%
Social 40 to 50% Improved up to 65%
Occupational 70% Improved up to 50 to 85%

A-B Cognitive 80 to 100% Reduced up to 30 to 100%
Erotional 70 to 100% Reduced up to 40%
Physiological 70 to 100% Reduced up 10 40 to 60%
Behavioural 5010 100% Reduced up to 20 to 30%
Social 50 to 100% Improved up ta 20%
Occupational 30 to 90% Tmproved a little bit

A-T7 Cognitive 30 to 100% Reduced up to 50 to 100%
Emotional 90% Reduced up to 80%
Physiological 90 to 100% Reduced up to 50 to 85%
Behavioural 90 to 100% Reduced up to 35 10 80%
Social 90 to 100% Improved up to 55%
Occupational 95 to 100% Improved up to 50 to 65%
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Table No- 23:; Improvement/reduction of symptoms of each client of group-B on differcnt

aspects
No. of | Content/category Clients mentioned the problems (in | Percentage of reduction/
client percentiage) in pre assessment improvement of problems
found in the last assessment
B-1 Cognitive 90 to 100% Not reduced
Emotional 80 to 100% Not reduced
Plhysiological 80 to 100% Reduced up to 5 to 50%
Behavioural 90 to 100% Not reduced
Social 100% Not improved at all
Occupational 100% Not improved
B-2 Cognitive 70 to 80% Reduced up to 10 to 30%
Emotional 50 to 100% Reduced up to 5 to 20%
Physiological 75% Reduced up to 20%
Behavioural 70 to 90% Reduced up to 10 to 20%
Social 80 to 100% Improved up to 10%
Occupational 50% Not improved significantly
B-3 Cognitive 70 to 100% Reduced upto 15 t0 25%
Emotional 50% Reduced up to 10%
Physiological 70 10 90% Reduced up to 20 to 40%
Behavioural 70 to 90% Reduccd up to 25%
Social 50 to 80% Not improved significantly
Occupational 80 to 90% Improved up to 15% now a day
B-4 Cognitive 90 to 100% Not reduced
Emotional 95 to 100% Not reduced
Physiological 85 10 100% Reduced up to 30%

Behavioural

20 to 100%

Not reduced at all

Social

5%

Not improved significantly

QOccupational

Q0%

Improved up to 25%

B-5 Cognitive 95 10 100% Reduced a little bit up to 20%
Emotional 90 1o 100% Not reduced
Physiological 95 10 70% Reduced up to 5 to 10%
Behavioural 95 to 100% Not reduced
Social 80 to 100% Not improved
QOccupational 100% Not improved

B-6 Cognitive 85% Reduced up to 30%
Emotional 85 to 90% Reduced up to 20%
Physiological 70 to 100% Reduced up tol0 to 55%
Behavioural 95 to 100% Reduced up to 10 1o 25%
Social 95% Not improved significantly
Occupational 80% Not improved

B-7 Cognitive 100% Reduced up to 15%
Emotional 95% Reduced up to 5 to 10%
Physiological 40 to 100% Reduced up to 25 to 75%
Behavioural 60 to 100% Reduced up to 10%
Social 100% Not improved significantly
Occupational 100% Not improved significantly
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Now these and other findings are also presented in graphs-

120, O Pre-
100 assessment
| ) ] Mid-
804 assessment
| 1 Post-
601 assessment
(1 1st Follow-up
40
204 ® 2nd Follow-up
0+ O 3rd Follow-up
1 2 3 4 5

Cases

Figure- 4: Qutcome of the Psychological Intervention: Scores of Anxiety Scale in

different phases of Group-A

Figure-4 illustrates the scores of Anxiety scale (AS) in the pre-assessment session, in the
mid-assessment session, in the post-assessment session and in the three follow-up
sessions, which indicates change or progress in the level of anxiety in different phases.
(Profound=78-135+, severe=67-77, moderate=55-66, normal=54 and less and the cut-off
point is 47.5)

(Note: Case A-6 did not attend the follow-up sessions)
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Figure-5: Outcome of the Psychological Intervention: Scores of Anxiety Scale in

different phases of Group-B

Figure-5 illustrates the scores of Anxiety scale (AS) in the pre-assessment session, in the
mid-assessment session, in the post-assessment session and in the three follow-up
sessions, which indicates change or progress in the level of anxiety in different phases.
(Profound=78-135+, severe=67-77, moderate=55-66, normal=54 and less and the cut-off
point is 47.5)

{Note: Case B-2 did not attend the follow-up sessions and case B-5 did not attend the
post and follow-up sessions)
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Figure-6: Outcome of the Psychological Intervention: Scores of Depression Scale in

different phases of Group-A

Figure-6 illustrates the scores of Depression scale {DS) in the pre-assessment session, in
the mid-assessment session, in the post-assessment session and in the three follow-up
sessions, which indicates change or progress in the level of depression in different
phases. (Severe=124-150, moderate=115-123, mild=101-114, minimal=30-100 and the
cut-off point is 94)

(Note: Case A-6 did not attend the follow-up sessions)
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Figure-7: Outcome of the Psychelogical Intervention: Scores of Depression Scale in

different phases of Group-B

Figure-7 illustrates the scores of Depression scale (DS) in the pre-assessment session, in
the mid-assessment session, in the post-assessment session and in the three follow-up
sessions, which indicates change or progress in the level of depression in different
phases. (Severe=124-150, moderate=115-123, mild=101-114, minimal=30-100 and the
cut-off point is 94)

{Note: Case B-2 did not attend the follow-up sessions and case B-5 did not attend the

post and follow-up sessions)
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Figure-8: Outcome of the Psychological Intervention: Scores of Dhaka University

Obsessive compulsive Scale in different phases of Group-A

Figure-8 illustrates the scores of Dhaka University Obsessive compulsive Scale
(DUOCS) in the pre-assessment session, in the mid-assessment session, in the post-
assessment session and in the three follow-up sessions, which indicates change or
progress in the level of OCD in different phases. (Profound=50 and above, severe=41-49,
moderate=24-40, mild=up to 23, and the cut-off point is 17)

(Note: Case A-6 did not attend the follow-up sessions)
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Figure-9: Outcome of the Psychological Intervention: Scores of Dhaka University

Obsessive compulsive Scale in different phases of Group-B

Figure-9 illustrates the scores of Dhaka University Obsessive compulsive Scale
(DUOCS) in the pre-assessment session, in the mid-assessment session, in the post-
assessment session and in the three follow-up sessions, which indicates change or
progress in the level of OCD in different phases. (Profound=50 and above, severe=41-49,
moderate=24-40, mild=up to 23, and the cut-off point is 17)

(Note: Case B-2 did not attend the follow-up sessions and case B-5 did not attend the

post and follow-up sessions)
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Figure-10: Outcome of the Psychological Intervention: Scores of Subjective rating of

the clients on problem severity in different phases of Group-A

Figure-10 illustrates the scores of subjective rating of their problem severity in 11 point
rating scale in the pre-assessment session, in the mid-assessment session, in the post-
assessment session and in the three follow-up sessions, where ‘o’ indicates no problem,
‘1’ indicates lowest level of problem, *5’ indicates moderate level of problem and *10°
indicates highest level of problem.

(Note: Case A-6 did not attend the follow-up sessions)
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Figure-11: Outcome of the Psychological Intervention: Scores of Subjective rating of

the care giver on problem severity in different phases of Group-A

Figure-11 illustrates the scores of subjective rating of their problem severity in 11 point
rating scale in the pre-assessment session, in the mid-assessment session, in the post-
assessment session and in the three follow-up sessions, where ‘o’ indicates no problem,
‘1” indicates lowest level of problem, ‘5” indicates moderate level of problem and “10°
indicates highest level of problem.

(Note: Case A-1, the care giver did not attend the mid and follow-up sessions; case A-7,
the care giver did not attend the mid and 1% and 2™ follow-up sessions and case A-3, 4,

5, 6; the care giver did not attend the sessions.)
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Figure-12: Outcome of the Psychological Intervention: Scores of Subjective rating of

the clients on problem severity in different phases of Group-B

Figure-12 illustrates the scores of subjective rating of their problem severity in 11 point
rating scale in the pre-assessment session, in the mid-assessment session, in the post-
assessment session and 1n the three follow-up sessions, where ‘o’ indicates no problem,
‘1’ indicates lowest level of problem, ‘5’ indicates moderate level of problem and “10°
indicates highest level of problem.

{Note: Case B-2 did not attend the follow-up sessions and case B-5 did not attend the

post and follow-up sessions)
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Figure-13: Qutcome of the Psychological Intervention: Scores of Subjective rating of

the care giver on problem severity in different phases of Group-B

Figure-13 illustrates the scores of subjective rating of their problem severity in 11 point
rating scale in the pre-assessment session, in the mid-assessment session, in the post-
assessment session and in the three follow-up sessions, where ‘0’ indicates no problem,
‘1’ indicates lowest level of problem, *5° indicates moderate level of problem and “10°
indicates highest level of problem.

{(Note: Case B-4, the care giver did not attend the post-assessment session; case B-5 did
not attend the post and follow-up sessions; case B-7, the care giver did not attend the
mid, 1* and Phe follow-up sessions and case B-2 and B-3, the care giver did not attend

the sessions.)
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DISCUSSION

This chapter has been divided into four sections. In the first section the summary of the
main findings was presented and in the second section implications of the research
findings in the context of Bangladesh were discussed. In the third section the difficulties
faced by the researcher were mentioned and in the fourth section limitations of the

current research were focused.

4.1: Discussion on major findings:
The present study was conducted to see the effectiveness of cognitive behaviour therapy
on patients with obsessive compulsive disorder. For the fulfilliment of the objcctive 14
OCD clients were selected by maintaining the inclusion and exclusion criterion. Among
them, 7 clients were selected randomly for Group-A (Experimental Group). The rest of 7
clients were included in Group-B Control Group). Group- A received structured
cognitive-behaviour therapy whereas; Group-B did not receive CBT but after three
follow up scssions these 7 clients were referred for receiving CBT. All of the clients
from both groups were assessed following the same structure. Pre-assessment nieasures
were done for both groups with three semi-structured intervicw sessions and mid-
assessment sessions were also done for both groups with one interview session. After
completing the baseline measurement, interventions were applied on group-A for about
7-10 sessions (7-10 weeks). The pre, mid, post and follow-up assessments werc done
through in-depth interview, psychometric scale application, 11-point subjective rating
scale, observation, client’s and care giver’s rating and responsible psychiatrist’s
evaluation. The findings of the study cvaluated the two groups of clients by comparing
their pre, mid, post and follow-up assessment findings. All of their presenting problems
were categorized under the following headings-

o Cognitive

* Emotional

¢ Physiological

e Behavioural

 Social and
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* (Occupational
The changes reported were from their cognitive level which was included in their
cognitive reaction. Therefore, the discussion on the effectiveness of CBT, was made in
four ways-
¢ First-the effectiveness of CBT on pharmacologically treatment resistant OCD
patients
¢ Second-compare the functional level changes of the clients of non responders to
medication before, mid and after receiving CBT treatment
e Third-compare the functional level changes of the clients of non responders to
medication (who did not receive CBT) between before, mid and after measure
o [ourth-compare the functional level changes between the clients of
nonresponders to medication who received CBT and the non responders who did
not receive CBT
In case of cognitive changes, it was seen from the findings (Table no-2.15.1) that in the
initial assessment, clients from group-A and B showed many types of OCD symptoms.
From the mid, post and follow-up assessment session it was seen that changes occurred
in the content. For example, in group-A, 57% (4 out of 7) clients stated that they were
contaminated with dirt and germs, touching animals; became ill from contaminated but
in the follow-up scssion, their recurrent intrusive thought reduced up to 80 to 100%.71%
(5 out of 7) stated that “I must do the work certain numbers, if I can not do bad things
wiil happen™. All clients of group-A reported lack of concentration, difficulty in making
decision, low self esteem in the initial sessions but in the follow-up sessions their
concentration level, decision making capacity and seif-esteem increased up to 50 to 90%.
[n group-B, 86% (6 out of 7) clients stated that they were contaminated with dirt and
germs, touching animals and insects; touching dustbin, poor people, tree leafs, handshake
with other and touching football; becoming ill from contamination; excessive fear and
preoccupation with avoiding dirt and germs; life is meaningless and worthless, world is
dusty, life is finished and future is dark but in the follow-up sessions, their recurrent
intrusive thought reduced a little bit up to 10%. All clients of group-B said that lack of
concentration, difficulty in making decision, low self esteem but in the follow-up
sessions, their concentration level increased up to 25% and decision making capacity
increased a little bit up to 15% and self esteem was low. 14% (1 out of 7} clients

mentioned symptoms like avoiding insects, mosquito; casily bothered by certain sounds;
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intrusive nonsense sounds; nobody understands pain and nobody loves him/her;
unwanted, worrisome and intrusive sexual thoughts and impulses (95%); thoughts about
being or becoming a homosexual (95%); excessive fear, worry and preaccupation:
having blasphemous thoughts; being punished for blasphemous thoughts, had a suicidal
ideation and two times attempted to suicide with sleeping pill; bad things will happen as
bad as doing so (90%); going to die, has a big discase and doing something embarrassing

-95% but in the follow-up session, their thoughts reduced a little bit.

In case of emotional reaction, all of the clients from group-A and B reported they felt
fear, hopeless, sad, worthless, distressed and restless. In the follow-up sessions, {t was
seen that in group-A, 86% (6 out of 7) clients reported their fear feeling reduced up to 60
to 95%. All clients of group-A stated that their hopeless, sad, worthless, distressed,
restless, confused and vulnerable reduced up to 25 to 100%. From the group-B, all
clients stated that their confidence level increased up to 5 to 10%; fear, hopeless, sad,

worthless, distressed, restless reduced also 5 t010%.

All of the clients from group-A and B reported drowsiness, palpitation, sleep difficulties
and low appetite in the pre-assessment session but in the follow-up measurc it was seen
that, in group-A, all of the clients mentioned their drowsiness, palpitation, sweating,
sleep difficulties, dryness of throat and headache reduced up to 75 to 80% and their
appetite pattern and energy level increased up to 90 to 100%. 43% (3 out of 7) clients
stated that their burning sensation all over the body reduced up to 75 to 80%; jerking all
over the body and hot and pain in abdomen and dehydrations problem reduced up to
80%. In group-B, all of the clients reported that their palpitation and sleep difficulties
reduced up to 20 to 85%; 43% of them stated that their drowsiness reduced up to 30 to
40% and vomiting tendency reduced up to 70%. 71% of them mentioned that their
excessive sweating reduced a little bit up to 30 to 40%,; headache reduced up 30% and
energy level increased a little bit. 57% of them added that their dryness of throat reduced
up to 20%, burning sensation all over the body and hot flushes in head reduced up to 30
to 35%; hand and leg tremor; pain and burning sensation in the scalp reduced up to 30%.
14% (1 out of 7) clients stated that their pain sensation in leg reduced up to 55%; chest

pain reduced up to 35% and abdomen pain reduced up 75%.
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In case of behavioural response, in group-A, 57% (4 out of 7) clients stated washing
rituals; 43% (3 out of 7) mentioned that avoiding places feared for possible
contamination, repeated showering or bathing. 28% of them stated that repeating and
rereading things and 86% of them added that checking compulsion.14% (1 out of 7)
clients reported that counting tiles, no quality of stage performance at all; writing often
performed in a ritualistic way; bathing several time; can not bath through a month;
cleaning rituals; avoidance of objects considered contaminated; preoccupation with
symmetry, exactness or order and doing certain activities in a particular number of times.
But in the follow-up sessions, their behavioural problems reduced significantly. Their
washing rituals reduced up to 85 to 100%; avoidance reduced up to 60 to 90%; repeated
showering or bathing reduced up to 85 to 100% and activity level increased up to 45 to
85%. They also mentioned that their repeating and rereading things reduced up to 100%;
checking compulsion reduced up to 70 to 100%,; counting tiles reduced up to 100% and
thelir stage performance improved satisfactory level; cleaning rituals reduced 100% and
preoccupation with symmetry, exactness or order reduced up to 70%. In group-B, 71%
(5 out of 7) clients mentioned that their washing rituals and contamination
obsession.14% of them mentioned that rereading things, pulling own hair from scalp,
acts of self-damage or self-mutilation-picking skin -100% and 57% of them mentioned
checking compulsion. In the follow-up session, they mentioned that their washing rituals
and contamination obsession not reduced signiticantly.14% of them stated that their
rereading things, pulling own hair from scalp, acts of self-damage or self-mutilation-
picking skin reduced up to 10%; and 57% of them mentioned checking compulsion

reduced up to 10%.

In case of social position, all of the client’s social interaction was disrupted and their
relationship with neighbors, relatives and family members decreased. But in the follow-
up session, in group-A, 7 of them mentioned that their social interaction increased up to
50 to 70% and relationship with ncighbors, relatives and family members increased up to
55 to 100%. In group-1B3, social interaction was improved a little bit up to 10% and their
relationship with neighbors, relatives and family members were not improved.

Similar feature was found in occupational condition. Both groups of clients mentioned

that their occupational condition was damaged in the initial session. But in the follow-up
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sessions, in group-A, their occupational condition improved up to 80%. In group-B, their

occupational condition did not improve significantly.

4.1.1: Rating scale scores:

Clients and their care givers can give the most appropriate feedback about any treatment.
In this study, feedback about treatment effectiveness was collected from clients and their
care givers. The feedback was collected by the use of an 11-point rating scale. From their
report, the degree of severity decreased gradually in both groups and effectiveness of the
psychological treatment was evident. In the first session, ratings of their psychological
symptoms were severe (10). But in the last session and follow-up sessions, the rating
changed to the positive direction (1/2) (Fig-10 and 11). The results indicate that, their
OCD symptoms decreased substantially following treatment, as reported by the client’s
and their care givers. Verbal report of all these persons clearly pointed to the

cffectiveness of psychotherapy, particularly cognitive behaviour therapy.

4.1.2: Anxicty scale scores:

It was interesting to find that at the initial stage of treatment most of the clients sufiered
from mild to profound level of anxiety; but their anxiety level decreased significantly
following psychological treatment (I'ig-4). It was found that, in the initial level 71% (5
out of 7) of the clients with OCD sutfered from profound level of anxiety. In the follow-
up sessions anxiety scores of all the seven clients of experimental group were found to be
mild.

Similar featurc was found in the responsible psychiatrist evaluation format,

4.1.3: Depression scale scores:

It was observed that at the initial stage of treatment most of the clients suftered from
minimal to severe level of depression; but their depression level decreased significantly
following psychological treatment (Fig-6). It was found that, in the initial level 28% (2
out of 7) of the clients with OCD suffered from severe level, 28% suffered from
moderate level and 28% suffered from mild level of depression. In the follow-up
sessions the depression levels of six clients of experimental group were found to be

minimal.
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4.1.4: DUOCD scale scores:

It was found that at the initial stage of treatment most of the clients suffered from severe
to profound level of OCD symptoms; but their OCD symptoms decreased significantly
following psychological treatment (Fig-8). It was found that, in the initial level 57% (4
out of 7) of the clients suffered from profound level and 43% (3 out of 7) clients
suffered from severe level of OCD symptoms. In the follow-up sessions six clients of

experimental group were found to have mild OCD symptoms.

4.1.5: Responsible psychiatrist’s evaluation:

In this study, feedback about treatment effectiveness was collected from responsible
psychialrist. Responsible psychiatrist’s stated that in group-A, improvement level

reached up to 65-90% and in group-B, improvement level was found up to 5-45%.

4.1.6: Observational reports:

It was also interesting to see the improvement in observational reports of the researcher
about appearance and behaviour, facial expression, eye contact, body posture and body
movement, speech and mood of the clients with respect to their presenting problems,
during the first session, during the last session of psychological treatment {CBT) and

during the follow-up session.

4.1.7: Applied treatment techniques and their description with research
evidence:

From the defining criteria of CBT it reveals that CBT is structured and directive therapy,
brief and time-limited, a collaborative effort between the therapist and the client and it is
aimed to make the client become a therapist. CBT is based on the idea that how we think
(cognition), how we feel (emotion) and how we act (behavior) all intcract together.
Specifically, our thoughts determine our feelings and our behavior. Therefore, negative
thoughts can cause us distress and result in problems.

OCD is a complex condition that is difficult to treat. CBT secems to be the most
promising non-medication-based treatment approach (Piacentini, Bergman and Jacobs,
2002). Cognitive treatment has been shown to be at least as effective as behavioural

treatment (Van Oppen et al., 1995), and integrated cognitive behavioural treatment has
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been found to be effective in the treatment of obsessional ruminations (Freeston et al.,

1997).

CBT is a type of psychotherapy that has been shown to be highly effective for OCD. The
goal of CBT is two-fold: to change thoughts and behaviours. The cognitive portion
involves the identification and analysis of unhelpful and unrcalistic thoughts, which are
then challenged. In behavioural portion, the therapist and client work together to change
the compulsive behaviours. This typically includes techniques such as ERP, also called
exposure and ritual prevention (EX/RP) and ERP arc two cornerstones in the treatment

of OCD (Seligman and Rosenhan, 1995).

Over 40 years of published research has led to the wide consensus among researchers
and clinicians that CBT is an effective treatment for OCD. Exposure-based treatments
have the largest evidence-base to support their use for OCD. EXRP which includes
elements of CT appears to be most effective, with over 80% of patients experiencing
significant improvements with treatment. EXRP is recommended as the first-line
treatment for OCD, with pure CT as a second choice alternative (Williams, Powers and
Foa, 2009).

There 1s extensive research showing that the most effective treatment for OCD is a very

specific set of CBT techniques (Tom Corboy, 2009).

In both adults and children, the specific psychological technique most strongly
associated with good outcome in studies of CBT is exposure and response prevention,
which has response rates of up to 85% in patients who complete the therapy (Foa and
Goldstein, 1978).

A casc study using only one patient suggested that CBT was effective in reducing
symptoms (Rosenblatt, 1997). A second larger study using 12 people with OCD found
that CBT produced a significant reduction in symptoms that was similar to what would
be expected with treatment with SSRIs (Taylor and Koback, 2000).

It is well known that intervention for OCD works best if a co-therapist can be engaged
(Castle et al., 1994). The present researcher engaged client’s care givers as a co-therapist

with inform consent for reducing client’s problems.
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From the OCD client group, it was seen that CBT works within a short period if the
client actively participate in the session. From group-A, two young male and one female
client reported significant changes in their symptoms only after mid assessment sessions.
But another two male and female client mentioned that they did not notice significant
changes in their symptoms only after mid assessment sessions. It was also seen that some
of the clients needed more sessions to be involved in the CBT sessions. One female
client required 7 sessions to complete formulation for her problem where in the treatment
plan, 3 sessions were for pre-assessment. For two clients the researcher could not
maintain the structure of the CBT scssions though it was highly recommended by the

CBT therapist.

In this study, it was found that there is a significant positive change in experimental
group and no significant positive change was found in control group, which means that
the problems that the experimental group suffered decreased after psychotherapy.
Whereas for the control group, their problems did not decrease significantly. So, this
finding also suggests that, psychological intervention can bring some positive changes in

the symptoms of OCD clients.

Choosing the most effective psychotherapy for a mental health condition to be treated or
being treated as well as reassessing the effectiveness over time of the psychotherapy

being used is an important part of an initial and ongoing treatment plan.

The present study developed a guideline for the CBT therapist for the treatment of OCD.
From the results of the study it was found that CBT could bring a positive change among
the OCD patients and therefore, it can be concluded that CBT is effective in treating
patients with OCD and that medicine resistance patients could reduce their symptoms if

CBT is given with medicine.

Section-2:

4.2: Implication of the results of this research:

The present research explored the overall mental health conditions of OCD clients in
Bangladesh. Very few research has been conducted and in-depth exploration of the

clients of OCD was not done in the context of Bangladeshi population. So, the present

study was an important study to sec the effectiveness of CBT on patients with OCD and
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this study developed a guideline for the CBT therapist for the treatment of OCD clients.

< In Bangladesh, multidisciplinary team work is necessary for OQCD client.

4.3: Difficulties faced by the researcher:
In conducting this research, the researcher faced the following difficulties:
¢ It was very difficult for the researcher to arrange a single room. Sometimes the
researcher used class room, ECT room, assistant registers, register and medical
» officer’s room, where sessions were interrupted frequently, As a result, the
researcher did not maintain therapy time appropriately.
» The study setting was not controlled from all types of interference such as
presence of other clients, sound of talking ete.
» The clients were not exposed to structured mental health service like CBT. It

acted as a barrier for some of them to be involved in the therapeutic activities.

Section-4:

- 4.4: Limitations of the research:
There were some [imitations of the present rescarch which were mentioned below:

e The sample size was small; 7 clients were in experimental group and 7 clients
were in control group. So, the {indings of this study can not be generalized for all
sorts of OCD clients.

e The researcher acted as the therapist role, so there was a chance to create

, subjective biasness from the researcher. Although the researcher tried to control
her data collection methods from subjective biasness, very sincercly and with the
help of the supervisor.

e In the present research, only adults were selected and child clients were not
included, Hence the results from the data can not be applied to all OCD clients,

x
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SUMMARY AND CONCLUSION

The present research was carried out to investigate the effectiveness of cognitive
behaviour therapy on patients with obsessive compulsive disorder. Written permission to
collect data was taken from the authority of the Psychiatry outpatient and/ or inpatient
department of Bangabandhu Sheik Mujib Medical University (BSMMU) in Dhaka and
Dhaka Medical College Hospital (DMCH). In BSMMU, the clients were collected from
the weekly allocation meeting and in DMCH, the clients were collected from outpatients
departments. The clients were relerred by a Psychiatrist to the researcher. After the
referral of the 14 clients covering all of the inclusion criteria were selected for the
present research. All the clients were divided randomly into two groups. 7 clients were in
group-A, they were non responders to medication and received CBT and other 7 clients
were in group-B, they were also non responders to medication but they continue
medication and received no CBT. Clients who suffered from OCD at least for two years
and received only medication as treatment and have no experience of receiving CBT are
known as non responders to medication clients. The researcher took informed consent
from the subjects verbally and explained the purpose of the present research to them.
Moreover, it was explained to each participant about how they could cooperate in the
research. The confidentiality of the data given by them was also promised by the
researcher. Pre-assessment measurcs were done for both groups with three semi-
structured interview sessions and mid-assessment sessions were also done for the both
groups with one interview session. After completing the bascline measurement,
interventions were applied on group-A for about 7-10 sessions (7-10 weeks). Finally,
three follow-up measurements were also taken for one month and 15 days interval after
the termination for group-A but 1 client did not want to continue their 2™ and 3" follow
up participation in the study. Also three follow-up measurements were taken for one
month and 135 days interval after the termination for group-B but [ client did not want to

continue their 2™ and 3" follow up participation in the study.

Results were analyzed quantitative and qualitatively for each group separately and also
between groups. From the content analysis of the data, it was found that symptoms of

OCD and other mental health problems of the clients of group-A reduced up to a
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considerable level than Group-B. The present study developed a guideline for the CBT
+ therapist for the treatment of OCD.

The following results were found in the clients of Group-A:

» Reduced the feature/symptoms of the OCD and overall improvement reflected by

the self report of the clients and his/her caregivers.
» Improvement in the level of anxiety, depression and OCD.
* Functional level of the clients in six areas- cognitive, emotional, physiological,
behavioural, social and occupational changed in the positive direction.
v » Improvements were also noticed by the client’s external response {which were
collected by therapist’s observation), comments on therapy session and

responsible psychiatrist’s evaluation.

From the results of the study it was found that CBT could bring a positive change among
the OCD patients and therefore, it can be concluded that medicine resistance patients

could reduce their symptoms if CBT is given with medicine.

4 It is difficult to generalize and confirn the findings based on a small sample, However,

to see the more significant improvement-
e ]t requires more sessions.
* It requires appropriate therapeutic setting.
» [tis necessary to ensure more follow-up sessions for rclapse prevention.

s It needs to provide responsible caregiver’s support.
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APPENDICES
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Appendix- 7.4
Dhaka University Obsessive Compulsive Seale
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50 and above Profound Dept. o Inieal Tychology

220



Dhaka University Institutional Repository

Appendix- 7.5
Adult Initial Assessment Form

Adult Personal History

Case No;

Client’s Name: Client Code: Reg.no:
Age:
Gender: Education: Occupation:
Date of Birth: Religion:
Address:
Mobile/Phone No:
Diagnosis:
Duration of the Problem:
Duration of the received Pharmacological Treatment:
Last received Medication:

Name Dose Dates

Maritul Status:
+ Single
¢ Divorce in process
Length of time
e Unmarried, living together
Length of time
e Legally married
Length of time
¢ Separated
Length of time___
*« Divorced
Length of time
e Widowed
Length of time
«  Annulment
Length of time
Total number of marriages
Family Information:

Relationship Name Age Living

Living with the
Client

Yes No

Yes No

Mother
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Father

Spouse

Children

Significant Others (Brothers, Sisters, Grandparents, Step-relatives, Half-relatives)

Relationship Name Age Living

Living with the
Client

Yes No

Yes No

Family Strengths/support:

Family Stressors/problems:

Recent changes:

Changes desired:

Comment on family circumstances:

Assessment of current relationship: Goeod Fair Poor

Parental Information:
Mother remarried: Number of times
Parents have even been separated Father remarried: Number of times
Parents ever divorced

Presenting Problem:

Signs and Symptoms (DSM based):

Cognitive:
Behavioural:
Emotional
Physiological:
Social:
Occupational:

History of presenting problem:
Events, precipitating factors or incidents leading to need for services:

Frequency/Duration/Severity of symptoms:
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Critical Incidence:
Family mental health history:

Childhood and Adolcscent history:
(Developmental milestones, past behavioural concerns, environment, abuse, school, social,

mental health}

Are there special, unusual or traumatic circumstances that affected the client’s development:
Yes No

[f yes, which types of child abuse?  Sexual Physical Verbal

Abuse wasas  Victim Perpetrator

Other childhood issues:  Neglect Inadeguate nutrition

Other (Specify)

Social Relationships:

Social Strengths/support:

Social Stressors/problems:

Recent changes:

Changes desired:

Sexual Orientation:
Sexual Dysfunctions?  No Yes (describe)

Any current or history of being as sexual perpetrator?  No Yes (describe)

Cultural/Ethnic history:

Cultural Strengths/support:

Cultural Stressors/problems:
Beliefs/practices to incorporate into therapy:
Spiritual/Religious history:
Strengths/support:

Stressors/problems:

Beliefs/practices to incorporate into therapy:

Recent changes:

Changes desired:
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Legal history:

Status/ impact/ stressors:
Educational history:
School: Number of years
College: Number of years
Graduate: Number of years
Vocational: Number of years
Other training

Strength:
Weaknesses:

Employment/ Vocational history:

Employer

Dates

Tile

Reason left the
job

How often miiss
work?

Strengths/support:

Stressors/problems:

Leisure/ Recreational history:

Describe special areas of interest or hobbies (e.g., art, books, crafts, physical fitness,

sports, outdoor activities, church activities, walking, exercising, diet/health, hunting, fishing,

bowling, traveling, etc.)

Activity

How often now?

How often in the past?

Strengths/support:
Recent changes:
Changes destred:

Chemical use history:

Name of | Method of | Frequency Age of Age of Used in Used in
Drugs use and of use first use last use last 48 last 30
amount hours days
Yes | No | Yes | No
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Counseling/ Prier treatment history:
Information about client (Past and Present):

No

Yes

When

Purpaose

Reaction or
overall
experience

Counseling/
Psychiatric
treatment

Suicidal
thoughts/
attempts

Drug/ Alcohol
treatment

Hospitalizations

Involvement
with self-help
groups {e.g.
AANA)

[nformation about family/ significant others

(Past and Present):

No

Yes

When

Purpose

Reaction or
overall
experience

Counseling/
Psychiatric
treatment

Suicidal
thoughts/
attempts

Drug/ Alcohol
treatment

Hospitalizations

Invelvement
with seif-help

groups (e.g.

AANA)

Observation of therapist about the client:

Menta! status

N/A or OK

Slight

Moderate

Severe

Appearance

Posture

Body
movements

Speech

Altitude

Affect

Perception

Cognitive

Judgment

Thought content
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Appendix- 7.6

Responsible Psychiatrist’s Evaluation/ Remarks
(After--——-— psychotherapeutic sessions)

Group: Experimental/ Control

Client age: 4%

Living area:  [¢fcde Detdan 7 Dhedes
Placement: 1y ¢ &

Subjective evaluation /remarks about the client progress:
P el a0 o bvaerod gred duLeals

: \ﬂG\_uJ& o alas
Do 6”‘%“ ecod S e et “~{

hoan ol Aowen  kwad @ loag 7ot e \JLT LM\&L\&M‘
o ﬁr;u ﬂnu:_n 2 St:.;f UL V. S TONS PRTT W Soay
He b @O g&uﬁsﬂ o HLMJ,L), H P Lo
| o ket Mtu/d\-;g’-) ” a o KWW:LL.Q.Q'\ lac ey

o kad e g

Objective evaluation /remarks about the client progress:

75 70 weprovemand

Name of the Psychiatrist: s « Klaodofan (Bgen
x Signature:
W

BTa ?I‘Tm?f =S
&R Bra =

RTINS oy fapietsy
M caliven mzers XISy
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Responsible Psychiatrist’s Evaluation/ Remarks

(After----— psychotherapeutic sessions)
\.’/-F

Group: Experimental/ Control

Client age: 3z

Living area: PheC o

Placement: R sm i

Subjective evaluation /remarks about the client progress:

\t"/v-\/\zfrw;w \AG

A0

&

N

Sjective ev+luation /remarks avow. .7 ~Yient progress:

. Al ' ) .
ﬁ.\_:,_( Pl S L R /r. e j’: e \"—'1-‘»«;“?"

il

= P

Name of the Psychiatrist: f” Or. mﬁ,h\mﬁﬁ\kg,ﬁg,{ R A WU S A
. . s " Assisinl Piplessor
S 1gnature: ':T):\c:k;:” s Department ol Msychialey
we e = Do Yo Bwgatandnu Sheikh Mhupt: Me0iCa! Lnuvarsily
Dhaka
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Responsible Psychiatrist’s Evaluation/ Remarks
(After-—- psychotherapeutic sessions)

v
Group: Experimental/ Control
Clientage: 29 ¢ * .
Living area: Moglea 7, Phoda
Placement:
DM CH

Subjective evaluation /remarks about the client progress:
O v Rt s—u_UW»L W S P I E ’TV\.OL (9—4/\_%.0,1/7
s e BB, o foasorin
sy e oo vifiies  annsattidy

Objective evaluation /remarks about the client progress:

g0 r, L;«ﬁ)w\rw

Name of the Psychiatrist: 7o, Ko b len pa_xgm
Signature:
t@)———g‘/\/uﬂ

SETg RNTEH T CTE]
catetgTa
At oot A
T (RFEome B T TSR
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Responsible Psychiatrist’s Evaluation/ Remarks
(After-—---- psychotherapeutic sessions)

Group: Experimental/ Control

Clientage: 22 ¢ oo PO P
Living area: (g ¢ o SR date Cly

Placement: DMCH .

Subjective evaluation /remarks about the client progress:

Objective evaluation /remarks about the client progress:

(65-79) - anfprowmant

Name oftherychiaEr_i;_ Bt s (<o bacha E’:é—n_ézuﬁ
Signature:

o R =iz =RIVEETE ] (AT
cafetETa
weeAEATn P fAEELE
L

iyt R
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Responsible Psychiatrist’s Evaluation/ Remarks

(After------ psychotherapeutic sessions)

e
Group: Experimental/ Control
Clientage: 20 yen
Living area: Az E&‘ b Bbhoda,
Placement: ’
DMew

Subjective evaluation /remarks about the client progress:

An  wlalid by an@»ﬂ" Jhe aﬁmd—ﬁ‘\f"

P % U CenNral ovan Sus mdand

Thame b Mo wnwaunlid Tealeoe ¢

U o)

|WM o SO (ow Fmeo b onadly
Alodle P Con Seaiime Js daody

O(_C,Q:L\ ’Iﬁ’M :

Objective evaluation /remarks about the client progress:

SO 7 Lhﬁhﬁmwam@wﬁ

Name of the Psychia?rist: P (A0~ e e _Yék-g—w,—

Signature: W’

g cRMPEETTET CRTEET
‘}]l'?fﬁ—;‘m N1 F:‘_r;-:{l':!
uiny (qrnE o ¥
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Responsible Psychiatrist’s Evaluation/ Remarks
(After------ psychotherapeutic sessions)

iz )
Group: Experimental/ Control
Client age: 20
Living area: DhaKa
Placement: p™en

Subjective evaluation /remarks about the client progress:

O"“ M@jﬁ, G«% S0 wenreew sl ws

> v Fulieals
uu/vw&/j ehamad € Ve T

NW,W“’S- _ . .
8, oo ML@L'W& el SHALAMNL N
P r Lieshs Son 'MWM&CQQMM

Objective evaluation /remarks about the client progress:
( £S5 — ’7—0) e u,u-%)w v-ecd)

Name of the Psychiatrist: B 1< o dl o @Jﬁ««w
Signature:
\-55}3—"0’“"‘# WIE ATCFIT T CRroisy

=fe@m=
ICOTETRS AT TERS T
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Responsible Psychiatrist’s Evaluation/ Remarks
(After-——--- psychotherapeutic sessions)

e
o
Group: Experimental/ Control
Client age: 2 &4 e
Living area: [MW , Dhanbla
Placement: D H ex

Subjective evaluation /remarks about the client progress: .

P liksy Bhal s an e cprors
el o nds dupeere procen 03 Ayl
0 e/t e WSN“’)VWW‘ s I s i
Ho deen ral e lacn wmo&'mm

Objective evaluation /remarks about the client progress:

. : U SVINUN PRI
YN w.\&b\noumw Qha_a’ﬁ:uﬂ;—*—‘ff M)

Name of the Psychiatrist:  Tys., [<dodo e ( GG
Signature: L@)?_%MA’

g =RMCETe | Ca TI=T

< e
Tt cms TSt
prny calETame WoeTE TR TS
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Responsible Psychiatrist’s Evaluation/ Remarks
(After--—-- psychotherapeutic sessions)

\//
Group: Experimental/ Control
Client age: 290 T
Living area: "L_cd.ﬂ:rM—ﬂ Bl o
1 :
Placement DMK

Subjective evaluation /remarks about the client progress:

prosivuaty pabied upresetio =

@(D/Wmv_e Su,bwu rar Lo Sud

W&*MW‘“ WW

@WWMWM&%LM
MW@%OO\MW '

Objective evaluation /remarks about the client progress:

g w«,\{@)—wmwﬁp

Name of the Psychiatrist: . Ko Seela f)a\n_gzw
Signature: ‘-@*‘3" e

s TCETA CHETE
cafetBTa
it cast s
sy eafsree mpsi® HAATER
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Responsible Psychiatrist’s Evaluation/ Remarks

(After-—--- psychotherapeutic sessions)

Group: Experimental/ Control
Client age: 20
Living area: Dlhak ol
Placement: B£SMM )

Subjective evaluation /remarks about the client progress:

]\‘\L'E’_'\ N N L=l %“‘id‘«)—&
g O s

Objective evaluation /remarks about tiie vient progress:

GO S e o e opr

A - Fary N i e .
Nat : ol tne Psychiatrisi: Or Mohsin Ali Shan

Signamre; Assislanl Professor
Dapanment ol Psychatry
Bangahandhy Shakh Mg bledical Uneworely

. Dnaka
@_‘3’&‘?&
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Responsible Psychiatrist’s Evaluation/ Remarks

(After-—— psychotherapeutic sessions)
/
Group: Experimental/ Contro
Client age: 94y
Living area: Tl eateoe
Placement: DMCH

Subjective evaluation /remarks about the client progress:
' : — ' RLIM—LA O3
gg 5 Yy M‘%ux:uai .

o oo oo ¥ WMW?W

Objective evaluation /remarks about the client progress:

40 % aﬁmww

Name of the Psychiatrist: Bt 1< ol Ao
Signature: 05‘—“-8""”'

Sz =IeETw! CETEiET
cafesRETa

= A s
G TS ATAE 1T AET
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Responsible Psychiatrist’s Evaluation/ Remarks
(After-—--— psychotherapeutic sessions)
v
Group: Experimental/ Control
Clientage: 2@ e
Living area: Pedda , Dhalig

Placement: DM CH

Subjective evaluation /remarks about the ¢lient progress:

At webhe B prares B suelTow
Lw,ﬂ.?\,w R ST VYUY PN L [Au;@o—@.@f |
[} (,\_%}5 i éko—clssvn . T rw cbroty Bownstota w
O M,l\/\j Aol d -

Objective evaluation /remarks about the client progress:

ngm«ﬁu;«-f ACcH - LLL‘IEBJ'LOV-QL-MP_ e LOF —4SA

Name of the Psychiatrist:

ot

Signature; I K ol & o ﬁ‘;—%gw

TR CATTETO] ety
=B s
TP ey fRrsta
BT CalETan T 1o e

236



Dhaka University Institutional Repository

Appendix- 7.7

11 Point verbal rating scale

»> 0 5 10
Low level Medium level Highest level
Problems Problems Problems
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Appendix- 7.8
Demographic data sheet
Demographic Data of Group-A
SL Client Hospital Age | Sex | Education Gecupation Marital Socio Duration Current Major QCD symptoms
No Code Status economic of the medicine status
status problems
| Al Dhaka 43 M X Business M l.ower 18 Clofranil, Concern with religious beliefs; contaminated
Medical middle Oleanz, Prodep, | with dirt and germs, touching animals; became
College class Pase ill from contaminated; repeated washing, often
Hospital performed in a ritualistic way; counting tiles;
{DMCH) avoiding  places feared for possible
contamination, repeated  showering  or
bathing; repeating and rereading things;
checking stoves and fan switches over and
over and daing certatn activitics in a particular
number of times;

2 A2 Bangabandhu 37 F 5.8.C House Wifc M Middle 25 Clofranil, Contaminated with dirt, germs and poison,

Sheikh Mujib class Oleanz, Prodep | touching  insccts; became il  from
Medical contaminated; going to dic by touching
University insccts; must do the work specific numbers;
(BSMMU) repcated  washing, showering and bathing
often performed in a ritualistic way; avoiding
places fearcd for possible contamination and
poison explosion; checking gas stoves, locks,

food pot and taking medicine over and over;

3 A3 DMCH 28 M X Private job UM Lower 18 Telazine, Xionil, | Contaminated with dirt and germs, touching
middle Prodep others ; must do the work certain numbers;
class avoiding  places  feared for  possible

contamination; checking stoves, locks and fan
switches over and over;

4 Ad DMCH 32 F BA House Wifz M Upper 25 Clofranil, Contaminated with dirt and germs; becoming
middle Relafin, ill from contaminated; must do the work
class Sizodon, specific numbers; repeated washing, reading

Perkinil, agjubillah and writing often performed in a
Disopan, Inj. ritualistic way; doing certain activities in a
Fluanxol Depot | particular number of times;
5 A5 DMCH 20 M Hons.2™ Student UM Upper 3 Clofrantl, Must do the work certain numbers; all time
yrs middle PProdep advertisement and music was running head,
class bathing several time and doing certain
activities in a particular number of times;
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6 Ab DMCH 21 Business UM [.ower 7 Tab. Oleanz, Have no rest in brain when sleeping, sec many
middlc Amafranil, scenery when sleeping, no satisfaction when
class AmitvAmilin, slecping; never can not income and bear
Prodep. parents; repeated showering or bathing for hot
l.ozicum flushes; checking locks over and  over;
preoccupation with symmetry, cxactness or
order and doing certain activities in a

particular number of times;
7 A7 DMCt! 20 Student UM Middle 3 Inj. Clopixal Urge 1o collect useless things; preoccupation
class Depot,Perkinil,R | with symmetry, exactness and order; excessive
clafin, Sedil, concern with aligning papers, books, cloths,
Lopez ,Gepin, bag, toys, show pieces, houschold materials
Indever, and other items a cerfain perfect way;
Laxxena, preoccupation and excessive, illogical fear of
Vitamin B harming  sclf, harming fathers; doing
Complex something embarrassing; worry about losing

things;, worry about fathers remamiage;
uncontrollable houschold materials washing,
ofien performed in a ritualistic way but can
nol bathing between a month; cleaning of
objects, houschold items; use of special
cleansers and cleaning techniques; avoidance
of objects considered contaminated; checking
over and over physical surroundings- locks,
stoves, windows; doing certain activitics in a
particular number of times;

It is scen from that 4 clients were male and 3 clients were female. All the clients of Group-A were come {rom lower middle class to upper middle class family.
Their age ranged from 21 to 43. Among the clients one had graduation, one passed S.8.C, and one client was Hons. Student and the other four had gone to school

up to class-X.
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SL Client | Hospital | Age Sex
No Code

Education

Occupation

Marital
Status

Socio
economic
status

Duration of
the problems

Current
medicine
status

Major OCD symptoms

1 Bl DMCH 38 M

HS.C

Unemployed

UM

Lower middle
class

18

Clofranil,

Citapram,
Sizodon,
Perkinil,
Zolium

Contaminated with dirt and germs, touching
animals and insects; became ill  from
contaminated, excessive fear and
preoccupation with avoiding dirt and germs,
insects, mosquito; easily bothered by certain
sounds; intrusive nonsense sounds; repeated
washing, showcring or bathing, often
performed in a ritualistic way; avoiding
places fearcd for possible contamination;
rereading things; checking stoves, tap, locks
and fan switches over and over and doing
certain activities in a particular number of
times:

2

B2 DMCH 28 M

5.5.C

Lilectrician

UM

Lower middle
class

Clofranii,
Epilim Chrono,
Olanep

Contaminated with dirt and germs, excessive
fear and preoccupation with avoiding dirt and
germs; unwanted, worrisome and intrusive
sexual thoughts and impulses; thoughts about
being or becoming a homosexual; repcated
showering or bathing, often performed in a
ritualistic way; avoiding places feared for
possible contamination, checking tap, locks
and fan switches over and over and doing
certain activities in a particular number of
times;

B3 DMCH 20 M

(o3

Hons.2"
yrs

Student

UM

Middle class

Clofranil

Warry and preoccupation: having
blasphemous thoughts; being punished for
blasphcmous thoughts; repeated checking
locks, pen, admit card and file over and over
and doing certain activities in a particular
number of times;

BSMMU | 20 M

Hons. 1% yrs

Student

UM

Upper middle
class

Prodep,
Epiclon

Contaminated with dirt and germs, touching
dusthin, poor people, tree leafs, handshake
with other and touching football; becoming
ill from contaminaled; excessive fear and
preoccupation with aveiding dirt and germs;
repeated cloth, doars, windows, balcony,
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lone, sandal, mobile, bag, money bag, tap
ete. washing and cleaning, often performed
in a ritualistic way; showering or bathing,
often performed in a ritualistic way; avoiding
places such as toilet, dustbin, shoe self,
others house, drain etc. feared for possible
contamination;

DMCH

40

House Wile

Middle class

n

Clofranil,
Ticlon,
Aluctin, Napa
extra

Contaminated with dirt, becoming ill from
contaminated, ExCessive fear and
preoccupation with avoiding dirt; repeated
washing, ofien performed in a ritualistic way,
avoiding places feared for possible
contamination, checking stoves, tap, locks,
fan and television switches, checking under
door, bed, almira and midself over and over
and doing certain activities in a particular
number of times;

DMCH

21

Unemployed

UM

Middle class

Prodep, fionil‘
Aripra

Contaminated with dirt and germs, becoming
ill from contaminated; excessive fear and
preoccupation with avoiding dirt; repeated
washing and bathing, often performed in a
ritualistic way; avoiding places feared for
possible contamination, checking stoves and
pot over and over and doing certain aclivities
in a particular number of times;

DMCH

28

BA

Student

Middle class

Clefranil,
Relafin,
Rispolux,
Lonazep

Contaminated with dirt and germs, becoming
ill from contaminated; ecxcessive fear and
preoceupation with avoiding dirt; repeated
hand, plate, pot, floor, cloth washing and
bathing, often performed in a ritualistic way,
avoiding places feared for possible
contamination; pulling own hair from scalp;
acts of self-damage or self-mautilation-
picking skin; doing certain activities in a
particular number of times;

It is scen that 4 clients were male and 3 clicnts were female. All the clients of Group-I3 were come from lower middie class to upper middle class family. Their age ranged from 20 to
40, Among the clients onc had graduation, one passed H.5.C, onc passed $.5.C, two clients were Hons. Student and the other two had gone to school up to class-X.
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Appendix- 7.9

Session- 1

. Welcome greetings and therapist self-introduction
. Explaining the therapeutic process (Motivational work)

. Explaining the issues of confidentiality

1
2
3
4. Demographic data of the client
5. Mood checking, including objective scores
6. Setting the agenda (and providing a rationale for doing so)
7. Discussion of the issues on agenda
a) Exploring the problems related to obsession and compulsion
(Onset, type, duration, frequency, situation/reason for the start,
triggering situations)
b) Exploring presenting psychological problems in the following
areas: (Pre-assessment)
e Cognitive
e Emotional
* Behavioural
¢ Physiological
e Social
e Occupational
8. Use of psychometric tools (OCD scale, anxiety scale, depression
scale)
9. Educating the client about his/her disorder
10. Summarization of the session
1. Setting of homework (If necessary)

12. Feedback on the session
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Session-2

1. Short review of the previous session and checking mood

2. Explore the reaction to the last session

3. Setting the agenda
Review of homework

Continuing pre-assessment

Gathering additional information

History taking

[}

Summary and feedback
4. Discussion of issues on the agenda:
» Explore the problem in five areas: cognitive, affective, physical,
behavioural and social aspects
¢ Use of psychometric scale to identify the problems
e History taking:
A. History of present illness
B. Family history:
¢ Relationship among family members
e Social position of family
¢ Family history of mental illness: Absent/present (1%
degree/2" degree)
[f present,
Disorder:
Treatment received:
Qutcome:
C. Personal history (Birth history, child hood, schooling and
education, occupational history, marital history, sexual history)
5. Setting new homework

6. Summarization of the session and feedback

243



Dhaka University Institutional Repository

Session-3
1. Short review of the previous session and checking mood
2. Explore the reaction to the last session

3. Setting the agenda

Review of homework

Continuing pre-test measure and history taking

]

Exploring underlying psychological issues

Setting new homework

Summary and feedback

4. Discussion of issues on the agenda:

o History taking (past medical history, past psychiatric history)

o Exploring underlying psychological issues (explaining relationship
among automatic thoughts, affects and behaviours ; identify
automatic thoughts more precisely)

5. Use of psychometric scale
6. ldentifying emotions using mood chart

7. Setting new homework

8. Summarization of the session and feedback
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Session-4

1. Short review of the previous session and checking mood
2. Explore the reaction to the last session

3. Setting the agenda
- Review of homework
- Sharing formulation
- Setting new homework

- Summary and feedback
4, Discussion of issues on the agenda
5. Use of psychometric scale
6. Setting new homework

7. Summarization of the session and feedback

Session-5
1. Short review of the previous session and checking mood
2. Explore the reaction to the last session

3. Setting the agenda
- Review of homework
- List out the most distressing thoughts
- Set therapeutic goal collaborately

- Set treatment plan and share it with the client
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- Setting new homework

- Summary and feedback
4. Discussion of issues on the agenda
5. Use of psychometric scale
6. Setting new homework

7. Summarization of the session and feedback

Session (6-7)

—_—

. Short review of the previous session and checking mood

&)

. Explore the reaction to the last session

|

. Setting the agenda
- Review of homework
- Implementing CBT and behavioural techniques
according to the clients need
- Setting new homework

- Monitoring progress
4. Discussion of issues on the agenda
5. Use of psychometric scale
6. Setting new homework

7. Summarization of the session and feedback
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Session-8
1. Short review of the previous session and checking mood
2. Explore the reaction to the last session

3. Setting the agenda
- Review of homework
- Mid-assessment
-~ Implementing CBT and behavioural techniques
according to the clients need
- Setting new homework

- Monitoring progress

4. Discussion of issues on the agenda

- Exploring presenting psychological problems in the following arcas:
y (Mid-assessment)

e Cognitive
e Emotional
¢ Behavioural

e Physiological

e Social
* ¢ Occupational
5. Use of psychometric scale
6. Setting new homework
7. Summarization of the session and feedback
.
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» Session (9-11)
1. Short review of the previous session and checking mood
2. Explore the reaction to the last session

3. Setting the agenda
N - Review of homework

- Implementing CBT and behavioural techniques
according to the clients need
- Setting new homework
- Monitoring progress
4. Discussion of issues on the agenda
y 5. Use of psychometric scale
0. Setting new homework
7. Summarization of the session and feedback
» Session — 12
1. Short review of the previous session and checking mood

2. Explore the reaction to the last session

3. Setting the agenda

- Review of homework

1

Monitoring progress

Post-assessment

Implementing CBT and behavioural techniques
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- Setting new homework
- Give two follow up date
- Feedback
4. Discussion of issues on the agenda
5. Setting new homework
6. Summarization of the session and feedback
Session (13-15)
1. Short review of the previous session and checking mood

2. Explore the reaction to the last session

3. Setting the agenda

Review of homework

Monitoring progress

Implementing CBT and behavioural techniques

Final summary and feedback

Termination of the session

4, Discussion of issues on the agenda

5. Summarization of the session and feedback
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Appendix- 7.10
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Additional CBT techniques for the sessions

» Advantages and disadvantages analysis

e Behavioural experiments

» Activity monitoring and scheduling

Distraction

Relaxation

Graded Exposure

Reinforcement

Exposure

Modeling

Response prevention

Systematic desensitization

Imaginal exposure

Avoidance-reduction

Thought-stopping

Thought-switching

Thought-control

Habituation training
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Appendix- 7.12

Session Materials
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Appendix- 7.13

Psycho Education Format
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