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ABSTRACT
Obsessive Compulsive Disorder (OCD) is the fourth most com m on  mental disorders in 

Bangladesh and it is an extremely debilitating and frustrating disorder that interferes with 

virtually every aspect o f  everyday life. Cognitive behaviour therapy (CBT) is one o f  the 

most promising non-medication based psychotherapeutic interventions for treating OCD 

patient. But in Bangladesh, very few studies have been conducted on the efficacy o f  CBT 

in the treatment o f  OCD. Hence the present study aimed to investigate the effectiveness 

o f  CBT on patients with OCD. The specific objectives o f  the study were: i) To see the 

effectiveness o f  CBT on pharmacologically treatment resistant OCD patients ii) To 

compare the functional level changcs o f  the clients o f  non responders to medication 

before, mid and after receiving CBT treatment iii) To com pare  the functional level 

changes o f  the clients o f  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 o f  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 measurem ent scale (11 point verbal 

rating scale) were administered to measure the changes in the severity o f  the OCD. 

Purposive sampling technique was u.sed to select the sample o f  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 were non responders to medication and received 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 o f  the clients ranged from 20 to 43 years. They were from lower middle class to 

upper middle class family. "I'heir educational levels were from class X to Bachelor
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Degree. 5 clients o f  all the clicnts were married and remaining 9 clients were unmarried. 

The samples were taken from the Psychiatry outpatient and/ or inpatient department o f  

Bangabandhu Sheik Mujib Medical University (BSM M U) in Dhaka and Dhaka Medical 

College Hospital (DM CH). Pre-assessment measures were done for both groups with 

three semi-structurcd 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 fbllow-up measurements were also taken for one month and 

15 days interval after the termination o f  the sessions but 1 client did not want to continue 

his follow up participation in the study. Also three follow-up measurem ents were taken 

for one month and 15 days interval after the termination o f  the sessions for 6 clients from 

group-B but 1 client did not w'ant to continue his follow up participation and 1 client did 

not want to continue lier 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 

ease study and content analysis it was found that CBT was effective in reducing the 

severity o f  the symptoms. In the subjective rating the CBT group clients reported 75 to 

90% reductions in their symptom s and the care givers reported 70 to 80% reductions o f  

symptoms o f  the clients, The clients o f  group-B reported 0 to 25%  reduction in their 

symptoms and the care givers reported 0 to 20% reductions o f  symptom s o f  the clients. 

Reports o f  the Psychiatrist also revealed higher improvement in experimental chents than 

control clients. Changes also differed according to their functional level. The subjective 

rating o f  problem severity was also consistent with the psychometric scale scores. The 

present study has some limitations. First, sample size was not big enough, only adults 

were selected and child clients were not included. Therefore, the findings o f  this study 

can not be generalized for all sorts o f  OCD clients. Second, the investigator and the 

therapist was the same person and it increased the probability o f  subjective bias. 

Nevertheless, the present study developed a guideline for the C B T therapist for the 

treatment o f  OCD. From the results o f  the study it was found that C B T 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 disorder

BSMMU: Banghabandhu Sheikli Mujib Medical University 

CBT: Cognitive behaviour therapy 

DM CH : 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

G roup-A ; Experimental Group

G roup-B : Control Group

OCl): Obsessive Compulsive Disorder

OCPD: Obsessive compulsive personality disorder

SSRI; Serotonin Re-uptake Inhibitors

SST: Social Skill Training

TCA: Tri-cyclic Anti Depressant

TS: Tourette’s syndrome

TTM : Trichotillomania
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INTRODUCTION

Everyone feels anxiety, fear, imcertainty or worry at sometimcsin his or her life. These 

nonnal 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 

i f  the brain’s filter for sorting ou: what is dangerous from what is not dangerous is not 

working properly. Instead o f  keeping normal worry in perspective, there is a constant

Jy stream o f  uncertainly, 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-compulsive" 

has become part o f  the Englisli lexicon, and is often used in an infonnal or caricatured 

manner to describe someone who is meticulous, pcrfectionistic, absorbed in a cause, or 

otherwise fixated on something or someone,

 ̂ 1.1: What is Obsessive Compulsive Disorder (OCD)?

OCD is a type o f  anxiety disorder. Anxiety disorder is the experience o f  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 o f  intense, repetitive, 

personality abhorrent, absurd and alien thoughts (Obsession), leading to endless 

repetition o f  specific acts or to the rehearsal o f  bizarre and irrational mental and 

behavioural rituals (Compulsion). As such clinical manifestations o f  OCD may be very 

diverse. OCD often described as the "disease o f  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
j

feels compelled to voluntarily perform irrational, time-consuming physical behaviors to 

diminish the anxiety.
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Diagnostically O C D  is defined by the occurrence o f  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 o f  the conditions traditionally considered as a neurotic disorder, like phobias 

and anxiety states. O ther temis 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 A m erican Psychiatric Association (1994), OCD is a problem in which 

the sufferer is p lagued 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 m ake attempts to ignore, 

suppress, neutralize the obsession and recognize them as products o f  their own mind.

In current psychiatric thinking, OCD is classified as an anxiety disorder. Other anxiety 

disorders include, am ong others, phobias, panic disorder, and generalized anxiety; they 

all share anxiety as a basic feature, and there is overlap o f  symptom s 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 Ractunan, 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 o f  

obsessions that O C D  sufferers typically experienced. The vast majority o f  intrusive
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thoughts involved doubts, thoughts, fears and impulses (o f  course these sets arc 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 o f  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 themes. These all, 

coincidentally, link with disgust which is now considered as one o f  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) o f  obsessions arc as follows-

1. Recun-ent and persistent thoughts, impulses, or images that are experienced at 

some lim e during the disturbance, as intrusive and inappropriate and that cause 

marked anxiety or distress.

2. '['he thoughts, impulses, or images are not simply excessive worries about real* 

life problems.

3. The person attempts 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 o f  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 D S M -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 feels compelled to perfonn in response to an
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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 o f  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 o f  

steps with a clearly defined beginning and end.

Compulsion can be defined as repetitive and seemingly purposeful behaviour that is 

performed according Lo certain rules or in a stereotyped 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 (Ileyman et a!., 2007).

A compulsion is a conscious, recurrent pattern o f  behaviour a person feels driven to 

perform (Sadock and Sadock, 2000).

The diagnostic criteria from DSM -IV-TR (2000) o f  compulsions are as follows-

1. Repetitive behaviours or menial 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 d e a r ly  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 o f  overt compulsions,

1.1.3: Symptoms of OCD

Most people with OCD have both obsessions and compulsions, but some people 

experience just one or the other. The symptoms o f  OCD may wax and wane over time. 

Symptoms o f  OCD tend to come and go over time and range from mild to severe. OCD 

symptoms are wide ranging. M ost people with OCD generally fall into a set pattern or
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cycle o f  thought and behaviour. Major symptoms o f  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-AIDS, hepatitis, sexually transmitted diseases etc.

2. Hoarding, Saving, and Collecting

Worry about throw ing things away, even seemingly useless items; urge to collect useless 

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

to fill 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 etc.

4. Religious Obsessions, Scrupulosity

Excessive fear, w orry , and preoccupation with: having blasphem ous thoughts or saying 

bad things; being punished for blasphemous thoughts; concern with religious beliefs; 

issues o f  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 o f  

others to one’s appearance.
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6. Aggressive

Preoccupation and excessive, illogical fear of; harming self; harm ing others; acting on 

unwanted impulses-e.g. run someone over, stab someone; harm ing others through own 

carelessness; violent or horrific images in individual m ind causing individual to do harm 

to others etc.

7. Sexual

Unwanted, worrisom e and intrusive sexual thoughts, images, or impulses; thoughts about 

molesting own or other children; thoughts about being or becoming a homosexual; 

thoughts or images o f  violent sexual behaviour toward others etc.

Miscellaneous Obsessions:

Urge to know or rem em ber certain things-slogans, license plate numbers, names, words, 

events o f  the past; fear o f  saying something wrong, not saying something just right, or 

leaving out details; worry about losing things; worry about making mistakes; easily 

bothered by certain sounds and noises-ciocks, 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 o f  the house, certain rooms, yard, sidewalk, car; 

cleaning o f  objects, household items; use o f  special cleansers or cleaning techniques; 

avoidance o f  objects considered contaminated; avoidance o f  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 o f  physical condition, 

liealth-pLilse, blood pressure, appearance; physical surroundings-locks, windows, appliances, 

stoves etc.

3. Hoarding, Saving, anti Collecting

Saving, collecting seemingly useless items; 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 activitics-going in and out of doorways, repeated crossing o f  thresholds, 

getting up and dow'n froin a chair, combing hair, lying shoes, dressing and undressing over 

and over; doing certain activities a particular number o f  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 etc.

Miscellaneous Compulsions:

Mental rituals-prayers, repeating ^good’ thoughts to counteract ‘bad’ thoughts (Note: Unlike 

obsessions, these mental rituals are performed with the intention o f  reducing or neutralizing 

anxiety); e,\cessive 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, eyelashes, 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 o f  OCD are accompanied by varying 

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

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 o f  being responsible for dangers and events 

causing great damage or suffering as a result of  their perceived negligence. They are 

compelled to chcck things like doors, windows, taps, gas, locks and clectrical appliances etc 

in hope that they have prevented potential catastrophes from happen ing . Washers and 

cleaners have obsessions surrounding contamination either to themselves or others. They live 

in fear that unless they fulfill their compulsion either themselves or someone else 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 loved one. They become extremely distressed if their things are moved, 

touched, or rearranged.

i’eople with pure obsessional thought experience unwanted intrusive thoughts and images o f  

causing danger or harm to others. Instead of behavioural rituals, many engage in repetitive 

thoughts, such as counting, praying, or repeating certain words, to counteract their anxious 

thoughts. They may also mentally review situations obsessively to w-ard off doubt and 

relieve anxiety. Moarders 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 arc 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 o f  OCD has been a source o f  controversy in the literature. Early research 

concluded that OCD was relatively rare, w'ith 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 o f  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
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Eisen, 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 o f  the latter were published 1984 (Meyer et a l ,  1984; Robins et a!., 1984) 

and further comprehensive analysis 1988 (Kamo et al., 1988). A similar investigation was 

carried out in Edmonton in Canada with similar results (Koloda et al., 1994). Degonda et al., 

(1993) studied the prevalence o f  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 o f  the world seems 

similar to the fmdings in the United States: Puertorico 2,5%, Munich 2.5%, Korea 1,9% and 

New Zealand 2,2%. The prevalence in Taiv^/an 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 o f  

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% o f  the U.S. population ages 18 to 54- 

approximately 3.3 million Americans- has OCD in a given year (Source: excerpt from Tacts 

about OCD: NIMH).

The Incidence o f  OCD might be more probable at time o f  hormonal changes like in 

pregnancy and childbirth; the symptoms may increase in intensity during the menstrual 

period (Rasmussen and Eisen, 1984). The possible role o f  pregnancy in the onset of OCD is 

investigated in some studies (Williams & Koran, 1997; Neziroglu et al., 1992). There are 

some reports o f  increase prevalence of OCD in widowhood (Nestadt el al,, 1998). The OCD 

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

1.2.1: Sex ratio

The prevalence has generally been reported higher in women than men (Saxena & Rauch, 

2000; Pigott, 2003). The reverse was the case only in Germany (Sasson et a!., 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 o f  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

It is widely believed by clinicians that OCD is more common among those in higher social 

Glasses and with a higher educational background. I'he 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, Stekctee, 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 otiier psychiatric conditions

A wide range o f  psj'chiatric and medical disorders have been hypothesized to be related to 

OCD and thus, together, to form a family o f  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 abnormalities, 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 o f  patients with OCD do 

not have a pre-morbid obsessional personality ( Rachman & Hodgson, 1980). Despite an 

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

11
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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 o f  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 OCD rituals o f  washing, 

checking, 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.

13.3: 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% reported 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 o f  

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 o f  

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 o f  researcher has looked at now OCD and 

bipolar relate. They found that whereas unipolar depression was “ incidental” ’ i.e. not clearly

12
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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 

o f  agoraphobia appears to decrease OCD 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 anxiety 

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 o f  anxiety-provoking objects and/or situations. Furthermore, 

recent studies indicate that 7% o f  those with OCD also have one or more phobias.

1.3.7: OCD and schizophrenia

Joseph Zohar, MD (Tel Hashomer, Israel- 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 o f  OCD symptoms (which are typically moderate to severe) 

and core schizophrenic symptoms. Fifteen out of 18 studies revealed at least a five-fold 

elevation o f  OCD prevalence in schizophrenia compared to general population (e.g., ranging 

from a low o f  3%  to a high o f  64% depending on patient setting 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 eating disorder

Thiel, Broocks, Ohlmeier, 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 o f  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 o f  symptoms, 

and exist despite medical reassurance that the individual does not have a disease or illness. 

Hypochondria have numerous obsessive-compulsive features that are quite similar to those 

o f OCD. One essential 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 o f  both increase.

1.3.10: OCD and autism

Eric Hollander, MD (Mew York, NY- Obsessive Compulsive Spectrum Disorders 

Conference, 2006)) presented cvidencc suggesting that autism may fit into the obsessive 

compulsivc spectrum. Autism is a neurodevelopmental disorder with strong genetic factors 

(e.g., 90% concordance with identical twins). One of the corc symptom areas o f  autism is 

repetitive behaviors and compulsivity and there are elevated rates o f  OCD-iike behavior in 

individuals with autism (e.g., up to 25% w'ith 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 o f  OCD. One recent 

study found that 24% o f  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% o f  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.e., both have repetitive and ritualistic symptoms) but also 

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

1.3.13: OCD and Tourette's syndrome (TS)

Euripcdes Miguel, MD, PhD (Sao Paulo, Brazil- Obsessive Compulsive Spectrum Disorders 

Conference, 2006)) examined 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 wdth OCD and tics as 

opposed to patients with OCD without tics have several distinguishing features. For 

example, patients w'ith both OCD and tics are more likely to have an earlier age o f  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; genetic 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, MD (Baltimore, MD- Obsessive Compulsive Spectrum Disorders Conference, 

2006)) reviewed the evidence for obsessive-compulsive spectrum behaviors in Parkinson's 

disease. An estimated 80- 90% o f  Parkinson's patients have a psychiatric disturbance over 

the lifetime o f  the disease, some of which are prodromal to the onset o f  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 o f  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 spcctrum. 

In contrast, OCD often has an earlier onset and lacks a peak with a rapid decline. With 

rcspect to gender differences, addictions typically have a male to female ratio o f  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 cxact cause o f  OCD is not fully understood, studies have shown that a 

combination o f  biological and psychological/environmental factors may be involved.

1.4,1: Biological cause

(a): Genetic

There is evidence to suggest that OCD may be the result o f  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 o f  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 o f  OCD is before age 14. In studies o f  twins, there is a 63% concordance 

rate for OCD in identical twins. A comprehensive review o f  studies of twins shows that in 

children, genetic influences account for 45 to 65% of the risk o f  developing OCD (van 

Grootheest DS et al 2005), In another study, researchers at the National Institutes o f  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 (Wliiteside SP et a! 2004). This observation is 

supported by comparisons o f  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 abnonnal in people with OCD (Jenike, 

1996).

(c): The basal ganglia

Brain imaging studies have shown that people with OCD have abnormalities in a part o f  the 

brain known as the basal ganglia (a group of nerves). One theory is that OCD develops as a 

result o f  a malfunction o f  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 o f  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, 

1994).

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 signiHcantiy with the 

person’s normal routine, occupational functioning, usual social activities, 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 even in the

home.

The occupational and social effects of an OCD depend on the severity o f  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 life 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 is not uncommon to find associated sexual problems.

OCD can be a pervasive and time-consuming disease, 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 o f  life is diminished in OCD. The World Health Organization defines six areas 

for assessing the quality o f  life: physical health, psychic health, level o f  hidependence, 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 abiHty, 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 o f  life o f  individuals with this disorder may contribute more to their
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“burden”, suffering and disability (Bystritsky et al., 2001). The quality o f  life o f  ttiesc 

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 o f  the frequency, severity and diversity o f  obsessive-compulsive 

symptoms. These measures are most useful for quantifying the severity or intensity o f  OCD 

and are therefore^particularly valuable in evaluating treatment effectiveness. Moreover, most

■ o f  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 o f  OCD symptoms. These are 

as follows-

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

report questionnaire developed by Hodgson and Rachman (1977).

2. Yale-Brown Obsessive-Compulsive Scale (YBOCS) is a 10-item clinician-rated 

scale (Goodman et al., 1989).

3. Clark-Beck Obsessive- Compulsive Inventory (CBOCI) is a 25-item self-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 detennining severity o f  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 o f  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 o f  obsessional
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problems. It combined features of earlier models such as the concept o f  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 o f  a person's 

inflated sense o f  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 o f  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 o f  "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 & Ladouceur, 1997). Thus, like Rachman (1997, 1998), Salkovskis' 

conceptualization o f  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 hann). 

--q However, Salkovskis also argued that neutralizing behaviors in and o f  themselves lead to a

debilitating cycle that reinforces the person's sense of responsibility and the subsequent 

negative appraisals o f  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 o f  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 o f  

an inflated sense o f  personal responsibility may be associated with "a high degree of 

conscientiousness, marked by dedication to work and an acute sense o f  social obligation" 

(Salkovskis e ta l. ,  1999; p: 1060).

Salkovskis, Richards and Forrester (1995) define neutralizing as: voluntarily initiated and 

conducted activity which is intended to have the effect o f  reducing the perceived level of 

responsibility’ (p. 285).

■<
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E a r ly  E x p e r ie n c e s  

(M a k in g  vulnerable  to O C D )

A ct iva t ion  /

.............  /
C r i t ic a l  in c id e n ts  

(W liat  started the O C D  off)

i

Figure-1: Integrated schcmatic model describing the cognitive hypothesis of the origins and 

maintenance o f  obsessional problems. Authors: Salkovskis, P.M., Forrester, E., Richards, C. 

(1988) British Journal o f  Psychiatry, 173 (Suppl. 35, 53-63.
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1.7.2: The Wells and Matthews mcfa-cognitivc model

Wells and Matthews (1994) present a prototypical model o f  OCD mapped on a detailed 

cognitive processing framework of vulnerability to emotional disorder. I ’hey suggest that 

intrusions activate beliefs concerning the significance of the intrusion. In a m cta-cogn it ive  

framework, beliefs about intrusions are relevant in understanding OCD. Rachman (1993) has 

introduced a useful new concept of ‘thought-aclion fusion’ (TAF) which represents meta- 

cognitive beliefs equating thoughts with actions (e.g. having a thought about harming my 

children means 1 am going to harm them). It is proposed that beliefs supporting the fusion o f  

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 selected is determined by beliefs held concerning different strategies. In some 

instances, the individual will continue to ruminate and rcprocess the intrusion, in order to 

challenge the intrusion’s validity.

1.7.3; A general working model

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

in OCD is depleted in the following figure.

Figure-2: A cognitive model o f  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 o f  the 

trigger. The beliefs relevant at this level include: beliefs about the dangers and meaning of 

thought encompassing themes o f  thought-action fusion and thought-event fusion; and beliefs 

about the consequences o f  emotion/ discomfort. These beliefs influence the nature o f  

appraisal of intrusions. A further influence on appraisals o f  intrusion results from beliefs that 

the individual holds concerning rituals and behavioural responses. Two types o f  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 o f  Pennsylvania in the 

early 1960s as a structured, short-tenn, present-oriented, psychotherapy for depression, 

directed toward solving current problems and modifying dysfunctional thinking and 

behaviour (Beck, 1964), Cognitive therapy helps the client learn effcclive self-help skills that 

are used in homework assignments that help changing the way o f  thinking, feeling and 

behaviour. CBT is a category o f  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; CRT is based on the 

scientific fact that our thoughts cause our feelings and behaviours, not external things, like 

people, situations and events. The benefit o f  this fact is that wc 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 o f  sessions clients receive (across all types o f  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-counseling skills.

4. CBT is a collaborative effort between the therapist and the client: Cognitive behavioural 

therapists seek to learn what their clients want out o f  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 should feel. CBT 

teaches the benefits o f  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 o f  their clients concerns. That’s why they often ask questions. They also 

encourage their clients to ask questions o f  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 educational model: CBT is based on the scientifically supported 

assumption that most emotional and behavioural reactions are learned. Therefore, the goal of 

therapy is to help clients unlearn their unwanted reactions and to learn a new way o f  

reaching.

9. CBT theory and techniques rely on the Inductive Method: A ccntral 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 arc incorrect, then they can change 

their thinking to be in line 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

OCD is often a chronic, relapsing illness. Fortunately, through research supported by the 

National Institute o f  Mental Health (NIMH) and by industry, effective treatments have been 

developed to help people with OCD. Until the mid 80’s o f  the previous century, the OCD 

was assumed to be a rare condition with poor outcome (Nestadt et al., 1998).

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. 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 o f  CBT treatment for OCD. Patients receiving any form o f  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 o f  a course o f  

cognitive behaviour therapy (CliT) is an important part o f  recovery from OCD. Research by 

Dr. Lewis Baxter o f  UCLA demonstrated that behaviour therapy results in positive changes 

in brain activity similar to those changes brouglit about by successful drug treatment 

(Yaryura-Tobias and Neziroghi, 1997). Salliovskis and Warwick (1985) reported one of the 

fu'st single-case studies in which an cvidence-gathcring technique was used to modify an 

overvalued idea (“ I will give myself cancer by using contaminated cosmetics") in a woman 

with severe OCD who relapsed after a trial o f  HRP. Since this study, these have also 

supported the effectiveness o f  CBT based on the newer cognitive appraisal theories ofO C D . 

Simos and Dimitrion (1994) used audio taped habituation and reassessment of responsibility 

to reduce a harming obsession. Freeston (2001) reported on the successful treatment o f  a 14- 

year-old boy who compulsively brushed his teeth, using a cognitivc-behavioural treatment 

rationale, modification of beliefs about perfection, and gradual introduction o f  response 

prevention. Sookman and Pinard (1999) reported substantial reductions in obsessivc- 

compulsive symptoms, depression, and maladaptive beliefs for 6 out of 7 treatment-resistant 

patients with OCD who received, on average 10 months o f  weekly CBT.

Cognitive behaviour therapy helps by providing the person with OCD the tools necessary to 

manage their obsessions and compulsions. Continued practice and use of the tools and skills 

learned in CBT help keep symptoms manageable. Successful behavioural treatment requires 

motivation and daily practice, hiitially, 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 o f  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 anxiety level, 

thus making it easier to implement cognitive behaviour therapy principles.

One study provides new evidence that cognitive behavioural therapy may also prove 

effective for OCD. This variant of behaviour 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 o f  combined
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treatments for OCD. The first comparison (Marks, Stem, Mawson, Cobb, & McDonald, 

1980; Rachman et al., 1979) included 48 patients with OCD, o f  which 40 were completers. 

Patients with covert compulsions only were excluded. In the first 4 weeks, the patients 

received treatment with a maximum o f  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 either exposure or relaxation. After week 7, 

relaxation was terminated. After week 10, the patients w'ere discharged from hospital. The 

medication was continued until week 36 and then tapered off over a period o f  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 o f  clomipramine w'ith 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 OCD

Prior to studies in the 1980’s, the usual view of OCD was that it was a relatively rare 

disorder with a poor prognosis, l lowever it is now' recognized to be much more common (2- 

3% prevalence rate), it is generally seen to be treatable, with some 60%-80% o f  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 o f  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 o f  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 useful, but more 

study is needed.

(b): Psychosurgery: Psychosurgery, or the physical destruction o f  small amounts of 

brain tissue, is extremely rare. It is an invasive and drastic form o f  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 o f  all antiobsessional medication have been tried.

(c); 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 o f  a short-acting an 

aesthetic and a muscic 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 o f  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, o f  more than 300 OCD patients who were treated by exposure and response 

prevention, an average o f  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. 'I'raditional psychotherapy may be of 

benefit as part o f  a treatment package for patients who have been ill and isolated for many 

years or for those whose illness started at an early age. The aim o f  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 patients and/or their families 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 decreases feelings of 

isolation. Treating patients in a group setting is sometimes undertaken by therapists for 

various conditions. For example, patients 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 clicnts feet 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 weeks. 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 be 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 

o f  practice. The more he/she put into it, the more he/she will get out o f  it.

♦ The 3 central aspects o f  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 o f  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 o f  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 routine, 

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 o f  CBT is an important part o f  recovery 

from OCD. A number of research have shown that substantia! reductions in obsessive- 

compulsive symptoms, depression, and maladaptive beliefs for 6 out o f  7 treatment-resistant 

patients with OCD who received, on average 10 months of weekly CBT. 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 o f  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 o f  combined treatments for OCD (Marks, Stern, 

Mawson, Cobb, & McDonald, 1980; Rachman et al., 1979). But in Bangladesh, very few 

studies had been conducted on the efficacy o f  CBT in the treatment o f  OCD. From the world 

wide literature review, it was seen that OCD is often a chronic global problem, relapsing 

illness and it occurs with considerable frequency in both developed and developing countries 

(AI - 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 

o f  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 o f  cognitive behaviour therapy on patients with OCD

^  1.13.1: Specific objectives

i) To see the effectiveness o f  CBT on pharmacologically treatment resistant OCD patients

ii) To compare the functional level changes of the clients o f  non responders to medication 

before, mid and after receiving CBT treatment

tii) To compare ihe 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 to 

medication who received CBT and the non responders who did not receive CBT
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METHODOLOGY
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M ETHO DO LO GY

2.1: Participants: 

2.1.1: Sampling:

The sample o f  this study comprised o f  17 subjects (9 m ales and 8 females) having 

Obsessive Compulsive Disorder and attending either the Dhaka Medical College 

Hospital (DM CH) or Bangabandhu Sheikh Mujib Medical University  (BSM M U) in 

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 final total num ber o f  sample was 14. All the 

clients were randomly divided into two groups. O f  the 14 samples 7 (4 males and 3 

females) were in the experimental group (Group-A) and the rest 7 (4 males and 3 

females) were in the control group (Group-B). All the clicnts o f  Group-A were from 

lower middle class to upper m iddle class family. Among the clients one had graduation, 

one passed S.S.C, and one clicnt was Hons, student and the o ther four had gone to school 

up to class-X, The age range o f  the experimental subjects o f  this study was 21 to 43 

years and their average age was 27.14 years. All the clients o f  G roup -0  were from lower 

middle class to upper middle class family. Among the clients one had graduation, one 

passed H.S.C, one passed S.S.C, two clients were Hons, student and the other two had 

gone to school up to class-X. The age range o f  the control subjects o f  this study was 20­

40 years and their average age was 25.71 years. By m aintaining the following criterion 

all o f  the participants were selected.

2.1.2: Inclusion criteria:

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

treatment

2. Clients w ho  m et DSM -IV criteria and clinical range o f  D U O C S score for OCD

3. Clients who did not have any experience o f  receiving CBT

4. Diagnosed adult cases o f  OCD o f  either sex

33

Dhaka University Institutional Repository



2.1.3: Exclusion criteria:

Diagnosis o f  schizophrenia, neurological deficits or menial retardation.

A detail description o f  the client’s age, sex, education, occupation, socio-economic 

status, marital status, duration o f  problem, current medicine status and m ajor OCD 

symptoms o f  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 o f  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 

infomiation.

3. In case study assessment and measurement o f  the outcome o f  treatment takes long 

time. Therefore, in the present study the sample size was small (Tota l-14, experimental 

group-7 and control group-7).

4. Another reason for case study design was the unavailability o f  participants after three 

months for follow up sessions. Pre-post design was applied to fmd out the changes in 

OCD symptoms.
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In short the design o f  the present study was given in the following table: 

(Identified 14 sample following inclusion criteria with informed consent) 

Tablc-1 .1 ; The present research design

G ro u p -A  (7 Clients) G ro u p -B  (7 C lients)

(Non responden ts  to m edication  w ho (Non resp o n d en ts  to  m edication  w ho  did

received CB T) not receive CUT)

Pre-assessment Pre-assessment

(First 3 sessions) (First 3 sessions)

Mid-assessment (During 8 sessions) M id-assessment ( After 5 weeks)

Implementation o f  CBT No C B T given

(7-10 sessions) (8 sessions)

Post-assessment Post-assessment

After terminating intervention After 3 weeks

(1 session) (1 session)

Follow up Follow up

(Three follow up sessions- first two for two (Three follow up sessions- first two for two

weeks interval and last one follow^ up for weeks interval and last one follow up for

one month interval) one month interval)

In the present study 14 clicnts were selected following inclusion criteria. After that ha lf  

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

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

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

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

with three semi-structured interview sessions and m id-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 6 clients from group-A, three follow-up m easurements 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 clicnts from group-

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

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

in 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 ( U ddin  & Ralinian, 2005)

D. Dhaka University Obsessive Compulsive Scale ( M ozum der & Begum , 2005)

E. Self-rating m easurem ent scale(l 1 point verbal rating scale)

F. Observational report

All the assessment tools were applied before treatment and again following the 

treatment.

2.3.1: In-depth intei*vievv:

For collecting qualitative data, in-depth interview is very important. Qualitative 

interview is considered first for three reasons.

First, most qualitative researchers at some stage use some form o f  qualitative 

^  interviewing. M any use this as their main method for generating data.

Secondly, many o f  the principles and issues raised in a discussion o f  qualitative 

interviewing are relevant to other methods also.

Thirdly, qualitative interviewing actually can involve some techniques m ore 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 o f  personal, social, family, occupation and medical history o f  the clients. The 

interview also focused on the description o f  the specific stressful incidents or 

precipitating factors, other m ajor life events, previous mental health status or childhood 

history and predisposing factors. Effect o f  the present problem and other maintaining 

factors were known through the interview. M axim um  open-ended questions were used 

^  during the interview. Adult initial assessment form is attached in Appendix  no-7.5.

1
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2.3.2: Anxiety Scale:

To assess the base line anxiety and severity o f  the problems o f  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. D eeba and Begum (2004) developed Anxiety Scale (AS) to assess 

symptoms o f  anxiety for Bangladeshi population. It is a 36-item scale that measures the 

presence and severity o f  anxiety in an individual o f  Bangladesh, The initial scale 

consisted o f  39 items in 5-point Likert format. Item analysis was done using 102 clinical 

and 102 non clinical subjects. 36 items were selected for the final scale on  the basis o f  

item-total correlation and discrimination value (both significant at a  = 0.01). 

Experimental try-out was conducted on 410 participants (207 clinical and 203 non- 

clinical). Split-half  reliability o f  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 (a  = 0.01). The contcnt validity o f  the scale was measured by strictly 

following the sequential system model o f  scale development and by expert’s input in 

different stages o f  item construction. Three external criterion w-ere found to be positively 

correlated with the present scale score (Psychiatrists’ rating, r = 0.317; patient’s self 

rating, r =  0.591; l lA D S , r = 0.628; p<. 01). Construct validity was assessed by 

discriminality o f  the scale among clinical and non-clinical samples ( f  = 60.275 at a  = 

0.01), and item-total correlation (which ranged from r =  0.399 to r = 0.748, p = 0.01). 

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

2.3.3: Depression Scale:

To assess the base line depression and severity o f  the problems o f  the OCD clients and to 

monitor progress during intervention phase, depression scale was used.

Uddin and R ahm an (2005) developed depression Scale (DS) to assess the symptoms o f  

depression for Bangladeshi population. It is a 30-item scale that measures the presence 

and severity o f  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 o f  depression (r =  0.377, significant at a  =  0.01), on a group
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o f  73 adult depressed subjects. Similarly, current depression scale was also found to have 

positive correlation witli patients’ self-rating o f  depression (r =  0.558, significant at a  = 

0.01). Current depression scale discriminated between depressed and non-depressed 

subjects ( f  =  85.86, significant at a  =  0.001) on a group o f  104 subjects (52 depressed 

and non depressed subjects). Construct validity o f  current scale estimated by computing 

correlation between current depression scale and depression sub-scale o f  translated 

version o f  Hospital Anxiety and Depression ( Zigmond and Snaith, 1983, translated in 

Bengali by Chowdhury, 2000) on a group o f  73 depressed subjects and it was found that 

thc.se two scales were positively correlated ( r =  0.716, significant at a  =  0,01 ), 

Reliability and validity o f  the cuiTent scale were ensured. A percentile norm assessing 

severity o f  depression was developed based on responses o f  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 o f  Bangladesh,

2.3.4: Dhaka University Obsessive compulsive Scale (DUOCS):

To assess the baseline obsession/compulsion disorder as well as to m onitor 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 o f  OCD in an

individual, M ozumder & Begum (2005) developed this scale to assess the symptoms o f

OCD for Bangladeshi population. The computation was done on the data collected on a

sample o f  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 o f  internal

consistency (DeVellis, 1991). A total o f  76 non diagnosed incidentally selected

individuals participated as subject for test-retest reliability. The final scale was

administered to the participants two times with an interval o f  two to three weeks. The

correlation coefficient (r=0.918) between the scores o f  two administration was

significant w'ith 99%  confidence interval (a<=0.01). The current scale and the translated

version o f  the M OCI (M ozum der 8c Begum, 2005) were administered concurrently to a

group o f  86 OCD diagnosed clients. The correlation between the scores o f  two scales
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was calculated using Pearson product-m om ent coefficient. S ignificant correlation was 

(r= 0. 746, a  <= 0.01). Construct validity o f  the current scale w as assessed using 

convergent and divergent (or discrim inant) validation. In the process o f  discrim inant 

validity, the present scale’s ability to discrim inate between two distinct groups (group o f  

OCD diagnosed clients and normal control group) o f sam ples was explored. The scale 

was able to discrim inate betw een the two groups w ith a d iscrim ination value o f 

F=336.29 w hich was significant at a  <=0.01. Both severity and screening nonns were 

developed for the current DUOCS. The norms were developed based on 158 OCD 

diagnosed cases and 158 normal control. The optimal cu t-off score for the present scale 

to be used as a screening tool is 17, which achieved a sensitivity o f  87%  and specificity 

o f  90%. The area o f  the present scale was 0.923 which was significant at a  <=0.01 level.

2.3.5: Self rating measurement scale:

A se lf rating m easurem ent scale was used by the clients and by the care giver, to 

determ ine the base line level o f  problem  (OCD sym ptom s) and to m onitor change or 

im provem ent after applying psychological intervention (CBT). This Is an 11-point rating 

scale, ranged from  1 to 10. In which “ o” w'as considered as “ no problem ” and “ 10” 

indicated “highest level o f  problem ” .

2.3.6: Obsei*vational report:

To determ ine the obscrvabie features o f  the clients for their d isorder and to m onitor the 

change occurred after applying the psychological m anagem ent, an observable report was 

prepared by the researcher. OCD sym ptom s in the m axim um  ease are observable, so to 

observe the presenting sym ptom  and its severity before and after the treatm ent was also 

observable issue. Therapist had direct observation o f  OCD sym ptom s, c lien t’s facial 

expression, appearance, m ood, speech, tone/ volum e, eye contact, and body m ovem ent 

etc. at the first session, at the last session and at the fo llow  up session to assess the 

change or effectiveness o f  treatm ent.
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2.4: Procedure:

W ritten perm ission to  collect data was taken from  the authority  o f  the Psychiatry 

outpatient and/ or inpatient departm ent o f  Bangabandhu Sheik M ujib  M edical U niversity 

(BSM M U) in D haka and D haka M edical College Hospital (D M CH ). In B SM M U , the 

clients w ere collected from  the weekly allocation m eeting and in DM CH; the clients 

were collected from  outpatients departm ents. The clients w ere referred by a Psychiatrist 

when they did not find any physical basis in the presenting problem . A fter the referral o f  

the 14 clients covering all o f  the inclusion criteria were selected for the present research. 

All the clients w ere divided random ly into two groups. 7 clients were in group-A , they 

were non responders to m edication and received CBT and other 7 clients were in group-

B, they were also non responders to m edication but they continue m edication and 

received no CBT. The researcher took inform ed consent from  the subject verbally and 

explained the purpose o f  the present research to the subjects. M oreover it was explained 

to each participant about how  they could cooperate. The confidentiality  o f  the data given 

by them was also prom ised by the researcher.

2.4.1 Treatment plan:

Based on the form at o f  the initial sessions and the consecutive sessions a basic structure, 

a tentative plan o f  hom ew ork and content are developed for w orking with the clicnts 

with OCD w hich is attached in the appendix no-7.9 and 7.10. Here, first three sessions 

were considered as the baseline assessm ent for both groups and the subsequent 7-10 

sessions were counted as intervention for the experim ental group (Group-A ). Length, 

frequency and total num ber o f  sessions w ere presented in the follow ing table.

Table-1.2: Length, frequency and total num ber o f  sessions

Length of the session A pproxim ately 1 hour

Frequency o f  the session 1 session per w eek from  first w eek to term ination

Total num ber o f  sessions 4-18 sessions were provided

Follow-up Three follow-up sessions w ere conducted after two 

w eeks inter\'al and one follow  up session was conducted 

after one m onth interval w here follow -up m easurem ent 

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 m aintain such environm ent. Som etim es the researcher used doctor’s room 

and som etim es used EC T room . The duration o f  each session was nearly 1 hour. In all 4- 

18 sessions were given including three follow up. First three sessions were pre- 

assessm ent m easures for both groups. A fter pre-assessm ent m easure the researcher gave 

CBT for 7-10 sessions. D uring 8 sessions o f experim ental group, m id-assessm ent 

m easure was taken and after 5 w eeks o f  pre-assessm ent o f  control group, m id-assessm ent 

measure was taken. A t the sam e tim e both group continue m edication. A fter term inating 

inters'cntion 1 session w ere post-test m easures for both  groups. Then three follow  up 

m easurem ents w ere done. First tw o follow up m easurem ents w ere taken after two weeks 

and last follow  up m easurem ent was taken one m onth interval for both the groups. The 

num ber o f  treatm ejit sessions and the length o f  treatm ent o f  G roup-A  and B are given in 

the Table n o -1.3.

T ab le  no-1.3: N um ber o f  treatm ent sessions and length o f  treatm ent o f  G roup-A  and B

No. o f 

Sessions

L en g th  of 

tre a tm e n t

1** Follow  

up

2'’“ Follow  

up

3 ’̂'* Follow  

up

C ro u p -A 10-19 5-6 m onths 'I'wo weeks Tw o weeks 1 m onth

G ro u p -B 6-8 5-6 m onths Two w eeks Tw o weeks 1 m onth

2.5: Ethical considerations:

In the present research, the follow ing m easures were taken to m aintain the m axim um  

w ell-being o f  the research participants.

First, inform ed consent was taken m entioning the research purposes.

Second, precaution w as taken to protect client confidentiality.

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

' W ritten perm ission was taken from tlie head o f  the Psychiatry D epartm ent o f  BSM M U

and DM CH, Dhaka. Then every participant was infonned  verbally and w ritten consent 

form about the research. They clearly understood that it was a part o f  a research work. 

Participants were also clearly inform ed that their inform ation w'ould 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 real nam e would not be disclosed. The researcher provided a consent 

^  form for the participants and a form at o f  it was attached in the appendix n o -7 ,1.

2.7; Data analysis;

Qualitative data is not so straightforw ard and requires a m ore w ord-based style o f  

presentation. Q ualitative data is usually presented as a written discussion. Researchers 

tend to make use o f  short verbatim  quotes o f  what respondents said or wrote. They do 

this to provide evidence o f  typical or particularly im portant responses and statem ents. It

^  is also possible to m ake use o f  other devices, such as im ages, tape recordings, diagram s

and flowcharts.

From the beginning o f  the data collection with assessm ent tools, alm ost all o f  the session 

conversation w ere WTittcn and transcribed in Bengali im m ediately after com pleting the 

session and then translated it into English, The transcript was revised several tim es for 

'  better understanding and to rule out the actual m eaning o f  w hat the participants wanted

to say. When the researcher fully conceptualized the data, analysis was started.

42

Dhaka University Institutional Repository



The m ajor categories were identified according to the research objectives and them es 

were written under the categories. The broad categories that w ere m ade to  fulfill the 

research objectives w ere as follow s-

C a te g o rj '- l :  C ognition and its changes after intervention 

C ategory -2 : Em otion and its changes after intervention 

C ategory -3 : Physiological reaction and its changes after intervention 

C atego rj'-4 : Behavioural response and its changes after intervention 

C atcgory -5 : Social position and its changes after intervention 

C atcgory -6 : O ccupational condition and its changes after intervention 

C ategory -7 : Psychom etric scale score and its changes after intervention 

C atcgory -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 entire 

transcripts so that the actual m eaning o f  the participants could not be distorted. 

Individual sum m ary w'as then m ade for each participant o f  both groups and based on the 

individual sum m ary; a com bined summ ary was done separately for botii groups. The 

individual sum m ary showed the differences am ong all participants and com bined 

sum m ary reflected the sim ilarities and contrast feature o f  the participants o f  w ithin and 

between groups. B esides analyzing the data according to the research objectives, concise 

case sum m ary o f  both groups was also presented to have in-depth understanding about 

the c lien t’s psychological problem s and the level o f  changes after providing intervention.
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RESULTS
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RESULTS

The findings o f  th is research were presented according to the broad category o f  the 

research objectives along w ith the concise case sum m ary. So, this chapter consisted o f  

two parts.

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

Part-II: Presentation of findings in tables and graphs 

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

7 cases o f  G roup-A  (Experim ental-N on respondents to m edication who received CBT) 

and 7 cases o f  G roup-B  (Control-N on respondents to m edication w ho were not given 

CBT), total 14 ease sum m ary have been presented in this part. Each individual case was 

presented by their code num ber. The researcher m aintained confidentiality so that their 

personal inform ation is not disclosed. The sum m ary o f  the cases are as follows;

GROUP-A (Experimental Group)

Case: A-1

Mr. A-1, 43 years old, m arried, muslim  m ale client from  iow'er m iddle class status was 

referred from psychiatry  out-patient departm ent o f  DM CH. He w as diagnosed as having 

OCD by referring agency and he was selected as a participant o f  the present study 

according to the inclusion  criteria.

Duration of the problems:

The client was suffering  from  his problem s for 18 years.

Current medicinc status:

The clien t’s current m edicine status is displayed in T ab le-2 .1.1.
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Table no-2.1.1: Current m edicine status o f Mr. A-1

Nam e o f  tnedicinc Group o f  mcdicine Dose
Ciofranil T ri-cyclic Anti Depressant 

__________ (TCA)__________
25m g

O leanz A typical Anti Psychotics IQmg
Prodep Serotonin Re-uptake 

Inhibitors (SSRI)
20m g

Pase B enzodiazepine ( Short 
acting/ high potency)

History of present illness:

The clicnt w as 43 years old and he had a religious m inded fam ily  from  his early life but 

his fam ily was financially  solvent. Suddenly their family becam e poor during 1973-1976. 

His father's  garm ents shops were in chokbazar when he w as fourteen years old but due 

to failure o f  garm ents business they becam e poor. During that period they stayed with his 

grandm other’s (M aternal) house. At that tim e they had to facc severe financial crisis. He 

used to feel pressure on his head and recurrent intrusive thoughts occurred. He becam e 

restless and his education stopped. Then he joined in a plastic com pany as a m anager 

(salary per m onth-400Tk). From early age he wanted to do everything perfectly. A fter 4 

years their financial condition im proved but his mental problem s did not solve.

Family and Personal history:

Family history: A ccording to the client, his m other died at the age o f  50. She was a 

house wife and her educational level was class five. His father, aged 74 was still alive. 

He was a businessm an 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 

m arried and lived separately but one o f  his brothers was unm arried. H is three sister’s 

educational level w ere class eight and two brothers educational level w ere class ten and 

one was class eight. The c lien t’s w ife was a house wife, aged 35 and her educational 

level was class seven. H e had a daughter and a son, aged 14 and 9 respectively and their 

educational level w ere class nine and class three.
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Birth history: The client had birth com plication. W hen he w as born, he had breathing 

problem . For this reason, he had to take an injection to breath nonnally  but his m other 

was com pletely ok.

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

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

could not wake up in the early m orning.

Occupational history: In 1979-1983, he was a m anager o f  plastic industry. Then he 

becam e a Video salesm an. A fter 1987, he established a cosm etic 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 businessm an.

Marital history: The client got married in 1991 at the age o f  25. From  the verj' 

beginning his conjugal life was happy but now -a-days he had a conflicting relationship 

with his wife. He m entioned that he had no satisfactory sexual relationship w ith his wife.

Past medical history; For this problem  he took m cdicine eighteen years ago. He 

had appendicitis and now  he is cured by operation. W hen he w as fifteen years old, he 

had typhoid fever for one month.

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

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

Family history of mental illness; There was no fam ily h istory o f  m ental illness.
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Formulation

From the in-depth interview  and exploration o f his thought it revealed that he was 
SLiffering from obsessive com pulsive disorder. A fter obtain ing inform ation on different 
areas o f  client’s problem , the therapist form ulated his problem  on the basis o f  the 
follow ing cognitive case conceptualization diagram-

E a rly  E xperiences
R e l i g i o u s  fa m i ly  b a c k g r o u n d ;  su d d e n  b r e a k d o w n  o f  f in a n c ia l  c o n d i t io n ;  l i v i n g  in f e n c e  h o u s e ;  th o u g h t  

o f  e a r ly  i n c o m e ;  la ck  o f  s o c ia l  support;  lo s s  in fa th ers  b u s in e s s ;

Early experiences _______________
A c t iv a t io n 7

Critical incidents
S u d d e n  b r e a k d o w n  o f  f in a n c ia l  c o n d it io n ;  l o s s  o f  fa th e r ’s b u s in e s s ;

Assumptions, general beliefs
1 h i n k i n s  that bad  ( h i n s s  w i l l  h a p o en ;  bad  th in g s  o n  to n iy  h e a d ,  n iy  h e a d  had a n o th e r  head;

Intrusive thoughts, images, urge doubts
am  c o n t a m in a t e d  w i th  d i n  an d  g e r m s ;  m y  head  had a n o th e r  head;  1 m u s t  d o  ihe  w o r k  for certain  

n tim b ers ,  i f  I c a n ’t bad  th in g s  w i l l  h a p p en ;

Neutralizing actions
A t te n d in g  to r i tu a l i s t ic  b e h a v io u r

Attention & reasoning biases
S e l e c t i v e  n e g a t i v e  f o c u s

M isinterpretations of significance o f  intrusions
- R e s p o n s ib i l i t y  fo r  a c t io n  

h a v e  a b ad  d i s e a s e ;  re p e a te d  hand  w a s h i n g  b e c a u s e  o f  fear  o f  c o n t a m in a t io n  or  g e r m s ;  I m u s t  d o  

the w o r k  a n u m b e r  o f  t im e s ,  i f  I d o  not do this m y  c h i ld r e n  w i l l  d i e ,  m y  l i fe  w i l l  b e  short;

Counterproductive safety 
strategies

M ood changes
L o w  m o o d ;  A n x i o u s ;  G uilt ;  S h a m e ;  Fear;  

H o p e l e s s ;  L a c k  o f  in terest;

Figure-3.1: Problem  form ulation o f  the client using case conceptualization m odel for 

obsessive com pulsive disorder developed by Salkovskis, Forrester and R ichards (1998).
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Most distressing thoughts list of the client:

M ost distressing thoughts list o f  the client are displayed at T ab le-2 .1.2. 

Table no-2.1.2: M o s t  d is t r e s s in g  th o u g h ts  l is t  o f  M r. A -1

No. M ost d istress in g  though ts
1. 1 am contam inated with dirt and germ s;
2. M y head has another head;
3. I m ust do the w ork for a certain num ber o f  times, if  I can not do bad things will

happen;
4. I have a serious disease;
5. I m ust do the work for a certain num ber o f times, if  do not do this m y children

will die, my life will be short

Intervention and result: 

Intervention goal:

In the initial three assessm ent sessions and before the intervention started, assessm ent o f

the problem s and level o f functioning o f different areas were done. A fter assessing the

problem s goals o f  intervention were set collaboratively with M r,A -l, w hich were as 

follows:

1. To ventilate the suppressed feelings

2. To rem ove his obsessional thoughts

3. To regain his daily activities and confidence

4. To reduce physical sym ptom s

5. To reduce behavioural problem s

6. To increase interest level in occupation

7. To reduce sleep difficulties

8. To reduce em otional disturbance

9. To increase com m unication skill

Treatment plan:

A treatm ent plan w as prepared for each o f  the problem s or sym ptom s by the therapist. 

On the basis o f  full consent o f  the client, treatm ent strategies w hich w ere applied are 

given in Table 2.1.3:

49

Dhaka University Institutional Repository



T able no-2.1.3: Treatm ent plan for Mr. A-1

No. Treatment Goals Treatm ent techniques
To ventilate the suppressed feelings Psycho-education, em pathetic  listening, 

breathing relaxation____________ _________
2 .

T
To rem ove his obsessional thoughts H abituation training, thought challenge, 

distraction, dow nw ard arrow  technique
To regain his daily activities and 
confidence

Scheduling 
activities

activ ities, m onitoring

5.
To reduce physical sym ptom s Relaxation
To reduce behavioural problem s Relaxation, exposure and response 

prevention, analogical evidence,
modeling, habituation  training,
m onitoring a c t i v i t i e s _________

To increase 
occupation

interest level in Relaxation, cognitive 
problem solving skill

restructuring,

1̂
8.

To reduce sleep difficulties Relaxation, distraction
Problem solving skills , cognitive 
restructuring, psycho education, 
relaxation, m onitoring activities, graded 
task

To reduce em otional disturbance

Social skill training, relaxation9. To increase com m unication skill

Intervention:

The follow ing cognitive and behavioural techniques were used in the treatm ent o f  the 

client:

1. Empathetic listening: The therapist established a good rapport with the client and 

listened em pathetically  to his distressful thoughts about the past. The em pathetic 

therapeutic atm osphere helped him  to release his pent-up em otion.

2. Psycho-education: Psycho-education was given the client about his disorder 

(O C D ).Psycho-education is crucial in starting to generate a d ifferen t w ay o f m aking 

sense o f the problem  and it was provided about the nature o f  the therapy to socialize the 

client in the therapeutic principles and process o f CBT. As a psycho-education, the 

present therapist provided defin ition  o f  OCD, types/characteristics o f  O CD , treatm ent 

and prognosis o f  OCD,

3. Relaxation: Relaxation technique was applied to reduce anxiety sym ptom s o f  

client. B reathing and im aginal relaxation techniques were applied for release his tension, 

stress and anxiety related other sym ptom s.
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4. Thought challenge; The present therapist used D ysfunctional Thought Record 

Sheet (DTR) for fighting client irrational, intrusive and unw anted negative thoughts. The 

client was asked to practice th is teclinique as hom ew ork assigninent and this technique 

helped him  to  increase self-confidence.

5. Distraction: D istraction technique was used to reduce his m ost distressing 

thoughts. The client w as very m uch distress about his life.

6. Exposure with response prevention (ERP): Exposure and response 

prevention are the m ost com m only used treatm ent technique for O CD  client. ERP was 

adm inistered for the client to  provoke the com pulsive urge and to refrain from  engaging 

in his usual com pulsive behaviour. Before starting the ER P session, the present therapist 

explained the rationale and the client agreed for imaginal exposure  first. M odeling was 

done by the therapist before the client practiced ERP and the therapist asked to practice 

ERP for the client as a hom ew ork assignm ent.

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

recurrent intrusive thoughts and the client practiced successfully . He felt less discom fort 

for using this technique.

8. Analogical evidence; This teclmique was used for he lp ing  the client change his 

dysfunctional th inking  pattern. It also helped the client to evaluate the m eaning o f  his 

thoughts from  an objective perspective and with great re lie f  he realized for the first time 

that he was not responsible for having the intrusive thoughts.

9. Downward arrow technique: This technique w as used for revealing the 

underlying ‘core’ m eaning o f  the negative interpretation o f  the client.

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

and these records can increase activity levels o f  the client.

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

reduce em otional d isturbance the present therapist taught h im  about problem  solving 

skills.

12. Social skill training (SST): To im prove his com m unication  skill the therapist 

gave him SST.
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Pre, mid, post and follow-up assessment result of the problems

A. Findings based on Interview and Observation:

M r. A - l ’s problem s in  d ifferent areas (Cognitive, em otional, physio logical, behavioural, 

social and occupational) are presented in Tabic no-2 .1 .4.

T ab le  no-2.1.4: Problem s m entioned in pre-assessm ent and reductionyim provem ent/ 

increase o f  problem s found during m id, post and follow-up assessm ent.

C ategory P ro b lem s fo u n d  d u r in g  P re ­
assessm en t

R ed u c tio n / 
im p ro v em en t/ 
increase  o f the  

p rob lem  in M id ­
assessm ent

R e d u c tio n / 
im p ro v e m e n t 
/in c rease  of 
th e  p ro b lem  

ill P o s t­
assessm en t

R ed u c tio n / 
im p ro v em en t 
/in c rease  of 
the  p rob lem  
in Follow -up 
assessm ent

C ognitive I am contam inated w ith dirt 
and germ s, touching anim als; 
becam e ill from contam inated

Reduced up to 20 
to 50%

R educed up to 
50 to 100%

Reduced up to 
80 to 100%,

I m ust do m y work for certain 
num bers, if  1 can not bad 
things will happen

Reduced up to 10 
to 70%

Reduced up to 
80 to 100%

Reduced up to 
80 to 100%

N obody understand m y pain, 
life is m eaningless and 
w orthless, w orld is full o f  dust, 
life is finished, future is dark

Reduced up to 10 
10 50%

R educcd up to 
50 to 70%

Reduced up to 
75 to 85%

Lack o f  concentration, 
difficulty in m aking decision, 
low se lf  esteem

Improved up to 
10 to 60%

Im proved up 
to 30 to 90%

Concentration
level
im proved up 
to 50 to 85%; 
decision 
m aking 
capacity 
im proved up 
to 60 to 70% ; 
and se lf 
esteem
im proved up 
to 50 to 90%

Reassurance seeking behaviour Reduced up to 
10%)

R educed up to 
50%

Reduced up to 
70%  to 80%

He speaks alone; he had no 
quality; his head has a bad 
thing; his head has another 
head

Reduced up to 
70%

R educed up to 
70%

Reduced up to 
75 to 90%>

If  I go one step  then I back two 
steps, I m ust getup the chair 
from  the sam e side, if  I can not 
do that danger will happen

Reduced up to 
70%

R educed up to 
99%

Reduced up 
to  99%
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I am concern w ith religious 
beliefs; hopeless about marital 
life

Reduced a little 
bit

H opeful about 
m arital life

H opeful about 
m arital life

Soap w ater going to abdom en 
and becam e sick and burning 
sensation felt all abdom en; can 
not touch children, w ardrobe, 
bed, sofa set, w indow , door etc 
because o f  insects poison; all 
tim e advertisem ent and m usic 
was running m y head

Reduced up to 
55%

R educed up 
to 85%

Reduced up to 
100%

I will fail m y exam s; suicidal 
ideation

Reduced up to 
40%

Reduced up to 
100%

R educed up to 
100%

Urge to collect useless things Reduced up to 
40%

Reduced up to 
65%

Reduced up to 
75%

Preoccupation with sym m etry, 
exactness and order; excessive 
concern with aligning papers, 
books, cloths, bag, toys, show 
pieces, household m aterials 
and oilier item s a certain 
perfect w ay

Reduced up to 
20%

Reduced up to 
60%

Reduced up to 
90%

Preoccupation and excessive, 
illogical fear ofhanTiing self, 
harm ing fathers

Reduced up to 
50%

Reduced up to 
80%

Reduced up to 
100%

D oing som ething 
em barrassing; w orry about 
losing things; worry about 
fathers rem arriage

Not reduced Doing 
som ething 
em barrassing 
reduced up to 
50% ; worry 
about losing 
things; worry 
about fathers 
rem arriage 
reduced up to 
80%

Reduced up to 
80%  and 90%

She is going to die and fear to 
die

Reduced up to 
40%

Reduced up to 
50%  to 80%

Rcduced up to 
90%

I am a bad looking person, 
everybody laughed to seem  me

Reduced up to 
60%

Reduced up to 
70%

Reduced up to 
80%

1 have a  serious disease “ I w ish 
I will die”

Reduced up to 
5%

R educed up to 
50%

Reduced up to 
90%

I have a skin  disease due to 
using soap

Reduced up to 
20%

R educed up to 
40%

Reduced up to 
40%

E m otiona l Felt fear; hopeless, sad, 
w orthless, distressed, restless, 
confused and vulnerable

Reduced up to 15 
to 50%

Reduced up to 
25 to 100%

Reduced up to 
25 to 100%

Guilt feeling; no interest to do Reduced a little R educed up to Reduced up to
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anything; irritated; frustrated 
about life; crying spell; ho t 
tem pered

bit 60% 80%

Physio logical D row siness, palpitation, 
sw eating, sleep difficulties, , 
dryness o f  throat, headache 
and loss o f  energy

Reduced up to 10 
to 50%

Reduced up to 
40 to 90%

R educed up to 
75 to 80%

Burning sensation all over the 
body; w eight gradually 
reduced

Reduced up to 10 
to 40%

R educed up to 
50 to 75%

Reduced up to 
75 to  80%

A ppetite reduced Improved up to 10 
to 50%

Im proved up 
to 50 to 100%,

Im proved up 
to 90 to 100%

Jerking all over the body Reduced up to 
30%

Rcduced up to 
40%

R cduced up to 
80%

H ot and pain in abdom en, 
dehydrations problem , feh 
w eak, hand and body trem or

Reduced up to 
20%

R educed up to 
40%

Reduced up to 
80%

B eh av io u ra l Repeated w ashing, often 
perform ed in a ritualistic way

Reduced up to 15 
to 80%

R educed up to 
50 to 100%,

Reduced up to 
85 to 100%,

A voiding places feared for 
possible contam ination

Reduced up to 5 
to 55%

R educed up to 
50 to 70%,

Reduced up to 
60 to 90%o

repeated show ering or bathing Reduced up to 25 
to 40%

R cduced up to 
20 to 100%

Reduced up to 
85 to 100%o

D ecreased activity level Improved up to 5 
to 50%

Im proved up 
to 20 to 80%

Im proved up 
to 45 to 85%

R epeating and rereading things Reduced up to 15 
to 40%

Reduced up to 
100%,

Reduced up to 
100%

Checking stoves, locks, food 
pot, fan switches, w indow s 
over and over and doing 
certain activities in a particular 
num ber o f  tim es

Reduced up to 10 
to 50%

Reduced up to 
50 to 100%,

Reduced up to 
70 to 100%o

C ounting tiles Reduced up to 
80%

Reduced up to 
100%

R educed up to 
100%o

He had no quality o f stage 
perform ance at all; writing 
often perform ed in a ritualistic 
way; bathing several tim e; can 
not bathing through a  m onth; 
cleaning objects and household 
item s by using w ith special 
cleansers and cleaning 
techniques; avoidance o f 
objects considered 
contam inated

Reduced up to 
20%

R educed up to 
60%

Reduccd up to 
90%

Preoccupation w ith  sym m etry, 
exactness or order

Reduced up to 
40%

Reduced up to 
30%

Reduced up to 
70%,
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W ithdraw  from  social activity 
now  days; assertiveness 
problem s not rem oved

W ithdraw  from 
social activity 
now  days; 
assertiveness 
problem s not 
rem oved

N o t rem oved 
significantly

Reduccd up to 
35%

Social D isrupted social interaction 
decreased relationship w ith 
neighbors, relatives and fam ily 
m em bers

Im proved up to 
10 to 50%

Social 
interaction 
im proved up 
to 40 to 60% ; 
relationship 
w ith
neighbors, 
relatives and 
fam ily 
m em bers 
im proved up 
to 55 to 100%.

Social 
interaction 
im proved up 
to 50 to 70%; 
relationship 
with
neighbors, 
relatives and 
fam ily 
m em bers 
im proved up 
to 55 to 100%.

A nnoyed w ith fam ily m em bers 
and decreased relationship 
w ith custom ers

N ow  a day she 
annoyed with her 
father 50%  and 
im proved 
relationship with 
custom ers a little 
bit

10% and
im proved
50%

10% and
im proved
50%

O ccupa tiona l Poor business and job  
perform ance

Im proved up to 
15%

Im proved up 
to 55%

Im proved up 
to 60 to 75%

D ecreased relationship with 
colleagues

Im proved up to 
20 to 30%

Im proved up 
to 40 to 70%

Im proved up 
to 50 to 80%

Lack o f  concentration about 
business task , lack o f interest, 
decreased level o f  interest, 
reduced attention span and 
reduced body strength;

Im proved up to 
20%

C oncentration
about
business task 
im proved up 
to 50 to 65% ; 
attention span 
and body 
strength 
im proved up 
to 60%

Improved up 
to 60%) to 
70%

Can not do any household 
activ ities; lack o f  concentration 
about study and loss o f  
m em ory

Im proved up to 
45%

Im proved up 
to 45%

Im proved up 
to 50%

D ecreased relationship w ith 
class m ates and teachers

N ot im proved Im proved a 
little bit

Im proved up 
to 50%)

O bservation T he clien t cam e w ith a clean 
w ell dress up and his 
appearance and behaviour

The clients T he clients The clients

appropriate ......appropriat
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appeared to be culturally 
appropriate

appropriate e

He w as very  m uch anxious and His sufferings He Felt relax He felt
wanted im m ediate solution for seem ed to be less and facial .......................s
his problem than before expression 

was sm iling
m iling

He could m ake eye contact 
norm ally

N onnal N orm al Norm al

His body posture was norm al 
but body m ovem ent was 
restless

Alm ost norm al A lm ost
norm al

A lm ost
noinial

His am ount o f  speeches was 
alm ost norm al and m ood was 
low

Norm al Norm al Norm al

B. Objective rating of Mr. A-1:

Anxiety scale (AS); (D eeba, F. and Begum , R. 2004), D epression scale (DS); (U ddin, Z. 

and Rahm an, M. 2005) and D haka University O bsessive C om pulsive Scale (D U O CS); 

(M ozum der, K, and Begum , R, 2005) were applied to get an objective m easure o f  the 

severity o f  the c lien t’s anxiety, depression and OCD. Scorcs o f  the above m entioned 

scales are displayed at Table n o -2 .1.5.

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

A nxiety  Scorc D epression  Scorc OCD S core
P re -assessm en t 40 (M ild) 110 (M ild) 57 (Profound)
M id-assessm en t 54 (M ild) 101 (M ild) 49 (Severe)
P ost-assessn icn t 07 (M ild) 32 (M inim al) 12 (B elow  cut o ff 

score)
1*‘ Follow - up 03 (M ild) 32 (M inim al) 13 (Below  cut o ff 

score)
2"** Follow - up 03 (M ild) 32 (M inim al) 08 (B elow  cut o ff  

score)
3 ’̂“ Follow - up 03 (M ild) 3 1 (M inim al) 08 (B elow  cut o ff  

score)

C. Subjective rating of Mr. A-1:

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

where ‘0 ’ indicates no problem  at all and ‘10’ indicates h ighest level o f problem . Ratings 

o f  the verbal scale are displayed at Table no-2 .1 .6.
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Table no-2.1.6: General trend o f  subjective rating o f  Mr. A-1

Client’s Subjective Rating  
Score

Care g iver’s Subjective Rating  
Score

Pre-assessment 8 10
Mid-assessment
Post-assessment
1̂ ' FoUovt'- up
2" Follow- up
3 °̂ Follow- up
(N ote; The care giver did not attend the m id and follow-up sessions.)

Prognostic criteria:

There were som e prognostic criteria, due to which som e changes in the client mental 

health. Those were as follows-

1. The client w as highly m otivated, interested and co-operative to  his therapy 

session.

2. His care giver (wife) was m ore co-operative. For this reason it was easy for the 

therapist to run the therapy sm oothly.

3. He was very m uch com m itted to the session’s activities.

4. The duty psychiatrist referred the client from out door im m ediately  when he did 

not find any result o f  m edicine.

5. After one m onth he came back to have follow-up session.

Therapist’s comment:

Mr. A-1 was extrem ely anxious during the pre-assessm ent sessions. He attended 16 

sessions including lliree follow -up sessions and he was com plying the therapy by his 

own. He gave his inform ed consent very willingly and started participating in the 

session. He agreed w ith  the researcher’s form ulation and provided feedback. A fter total 

16 sessions, his anxiety, depression and OCD score was low. H is short ten n  prognosis is 

good but if  he does not practice the techniques learned in the session w hile 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 w ith M r. A-1. 

A ccording to the psychiatrist evaluation/ rem arks, patients states that obsessional rituals 

has gone away, m agical thinking also has slowed dow n but obsessional thought is still 

persisting in m ild intensity. H e is w orking nonnally  and problem  in relationship is also 

m uch better in  position. Finally, the responsible psychiatrist reported 75%  as 

im provem ent rating feedback.

>

Case: A-2

Mrs. A-2, 37 years old, m arried, m uslim  fem ale client from  m iddle class status was 

referred from  psychiatry in-patient departm ent o f  BSM M U . She was diagnosed as 

having OCD by referring agency and she was selected as a participant o f  the present 

study according to the inclusion criteria.

Duration of the problems:

The client was suffering from  her problem s for 25 years.

Current medicine status:

The client’s current m edicine status is displayed in Table no-2 .2 .1 .

Table no-2.2.1: Current m edicine status o f  Mrs. A-2

N am e o f m ed ic ine G ro u p  of m edicine Dose
Clofranil TCA 25m g
O leanz A typical Anti Psychotics lOmg
Prodep SSRI 20m g

History of present illness:

The client was grow n up in a restricted fam ily environm ent. In childhood, she was over 

protected. Suddenly in sec t’s bite her mother, when she was 10 years old. D ue to insects 

bite, her m others hand becam e black and at that tim e the client felt insects fear. A t that 

tim e she thought that her son w ould die by touching insect poison. H er elder sister lived 

w ith her. W hen her daughter was bom , her sister got m arried and the client becam e 

alone. H er m ood w as alw ays low  at that tim e and she felt loss o f  appetite and pain in 

chest at the sam e tim e. A s 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 o f  spicy food. A s a result 

she was fearfiil. A t that tim e she becam e w eak and thin and her fear w ith  insect poison 

began. One day her m aid servant k illed an insect under w ater tap in her k itchen. She 

thought that po isonous water fell into her plate and then she began w ashing. She started 

w ashing her cloth, cookeries, funiiture several tim e in a day after tliat event. She bath 

several tim es and hours because o f  the fear o f  contam ination. She avoided social 

relationships, social gathering and food intake in another house. W hen anyone used to 

come to her house, she felt discom fort. H er another obsession was with the in sec t’s killer 

like calk. She thought that calk w ould touch her body, go to her abdom en and she would 

die. On August 4, 1989, she got m arried, at the age o f 17 but after 28 days o f her 

niarriage, her husband went to Saudi Arabia. Her husband was a rich m an in their village 

but her in laws and used to torture her very much. All o f these factors prom oted her 

problem  developm ent and m aintenance.

Family and Personal history:

Family history: A ccording to the client, her m other 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 w ho got m arried and lived separately. The educational levels o f  her two 

sisters were class ten and S.S.C and two brothers were graduates. The c lien t’s husband 

was a businessm an aged 52 and his educational level was MA. She had a daughter and a 

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

Birth history: The client had no birth com plications.

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

her schooling at 5/6 years o f  age. She used to go to school regularly  and had a few 

friends. The c lien t’s perform ance was good in school. In 1988, she had passed her S.S.C 

exam ination w ith 2"*̂  division.
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Marital history: W hen she was 17 years old, her husband chose her to m any. 

Though her father did not hke her husband’s fam ily she got m arried in 1989, A ugust 4. 

After 28 days o f  her m arry, her husband had to go Saudi Arabia.

Past medical historj': For this problem  she took m edicine 15 years ago. She had two 

seizure babies. H er husband had cardiac and diabetic problem s. H er husband becam e 

very sick and then hospitalized for two times. As a consequence he had to lying in bed 

for about four m onths and the client had to take care o f  her husband very m uch but now 

her husband som etim es gets angry w ith her for obsessional problem .

Relationship among family members: Her parents loved her very m uch but her 

in laws did not like her. All the tim e her husband loved her very m uch but she used to be 

tortured by her in law s all the time.

Family history of mental illness: There was a family h istory o f  m ental illness. 

Her father had an anim al phobia but he did not receive any psychological treatm ent.
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Formulation

From  the in-depth interview  and exploration o f  her thought it revealed that she was 
suffering from  obsessive com pulsive disorder. A fter obtaining inform ation on different 
areas o f  c lien t’s problem , the therapist form ulated her problem  on the basis o f  the 
following cognitive case conceptualization diagram -

i

E arly  E xperiences
R e l i g i o u s  f a m i l y  b a c k g r o u n d ;  res tr ic ted  fa m i ly  pattern; fa thers  d o m i n a n c y ;  tortu red  b y  h u s b a n d ’s

f a m i ly  m e m b e r s ;  in s e c t s  b i te  lier m o th e r

i:,ariY exoeriences
A ctivation ^

C ritica l inciden ts
T o r tu red  b y  h u s b a n d ’s  f a m i l y  m e m b e r s ;  H u sb a n d  h ad  to  g o  a b r o a d

Assumptions, general beliefs
T h in k in o  that bad t i l in gs  w i l l  hap p en ;  insec t  p o i s o n  e v e r y w h e r e

In tru s iv e  th o u g h ts , im ages, u rge doub ts
atn c o n t a m in a t e d  w'ith dirt, g e r m s  and p o is o n ;  p o i s o n s  had to u c h  m y  b o d y  an d  g o  to  m y  a b d o m e n

and th e n  I and  m y  so n  w i l l  d ie

N e u tra liz in g  actions
A t te n d in g  to r i tu a l i s t ic  b e h a v io u r

A tten tion  & rea so n in g  biases
S e le c t iv e  n e e a t i v c  fo c u s ;  d a n a e r  w i l l  hap p en

M is in te rp re ta tio n s  o f sign ificance o f in tru s io n s
-R e s p o n s ib i l i t y  for a c t io n  

w il l  d ie;  I h a v e  a c o m p l e x  d i s e a s e ;  rep ea ted  w a s h i n g  b e c a u s e  o f  fear o f  c o n t a m in a t io n ,  g e r m s  and

p o i s o n s

C o u n te rp ro d u c tiv e  safe ty  
s tra te g ies

M ood changes
L o w  m o o d ;  A n x i o u s ;  A n g e r

Figure-3 .2 : Problem  form ulation o f  the client using case conceptualization m odel for 
obsessive com pulsive disorder developed by Salkovskis, Forrester and R ichards (1998).
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Most distressing thoughts list of the client:

M ost distressing thoughts list o f  the client are displayed on Table no-3.2.2. 

Table no-3.2.2: M ost distressing thoughts hst o f  Mrs. A-2

No. M ost d is tress in g  though ts
1. I am contam inated with dirt, germ s and poison;
2. I have a com plex disease;
3. I and m y son will die by touching insects poison;

Intervention and result: 

Intervention goal:

In the initial three sessions and before the intervention started, assessm ent o f  the 

problem s and level o f  functioning o f  different areas were done. A fter assessing the 

problem s goals o f  intervention were set collaboratively w ith M rs.A -2, which w ere as 

follow's:

1. To ventilate the suppressed feelings

2. To rem ove her obsessional thoughts

3. To regain her daily activities and confidence

4. To reduce physical sym ptom s

5. To reduce behavioural problem s

6. To reduce sleep difficulties

7. To reduce em otional disturbance

8. To increase com m unication skill

Treatment plan:

A treatm ent plan w as prepared for each o f  the problem s or sym ptom  by the therapist. On 

the basis o f  full consent o f  the client, treatm ent strategies w hich were applied are given 

in Table no-2.2,3,

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

No. T reatm ent Goals Treatm ent techniques
1. To ventila te  the suppressed feelings Psycho-education, em pathetic listening, 

breathing relaxation
2. To rem ove her obsessional thoughts Thought stopping, habituation training, 

thought challenge, distraction,
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cognitive restructuring, dow nw ard 
arrow  technique, p ros and cons

To regain  her daily  activities and 
confidence

Problem  solving skills , social skill 
training, scheduling activities, 
m onitoring ac tiv itie s__________________

5.
To reduce physical sym ptom s Relaxation
To rcducc behavioural problem s Relaxation, exposure and response 

prevention, system atic desensitization, 
analogical evidence, m odeling,
avoidance reduction, habituation
training, m onitoring activities

A
7.

To reduce sleep difficulties Relaxation, d istraction
To reduce em otional disturbance Problem  solving skills , cognitive 

restructuring, psycho-education,
relaxation, m onitoring activities, 
graded task________________________

8 . To increase com m unication skill Social skill training, relaxation

Intervention:

The follow ing cogiiitive and behavioural techniques were used in the treatm ent o f  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 em pathetically to 

her distressful thoughts about the past. The em pathetic therapeutic atm osphere helped 

her to release her pent-up em otion.

2. Psycho-education: Psycho-education had been given the client about her disorder 

(O CD ).Psycho-education is crucial in starting to generate a d ifferen t way o f  m aking 

sense o f  the problem  and it was provided about the nature o f  the therapy to socialize the 

client in the therapeutic principles and process o f  CBT. A s a psycho-education; the 

present therapist provided definition o f  OCD, types/characteristics o f  OCD, treatm ent 

and prognosis o f  OCD.

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

dysfunctional thiiiking pattern. It also helped the client to evaluate the m eaning o f  her 

thoughts from  an objective perspective and w ith great re lie f 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 c lien t’s anxiety 

sym ptom s. B reathing and im aginal relaxation techniques w ere applied for release her 

tension, stress and anxiety related other sym ptom s. B reathing and im aginal relaxation 

has practiced in the session by m odeling and was suggested to practice regularly.

5. Distraction: D istraction technique was used to reduce her m ost distressing 

thoughts. The client was very m uch distress about her life.

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

alternatively as negative autom atic thoughts were activating the c lien t’s dysfunctional 

assum ption and thereby m aintained the problem . The present therapist used 

D ysfunctional Thought Record Sheet (DTR) for fighting client irrational, intrusive and 

unwanted negative thoughts, The client was asked to practice this technique as 

hom ew ork assignm ent and this technique helped her to increase self-confidcnce.

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

client to provoke the com pulsive urge and to refrain from engaging in her usual 

com pulsive behaviour. Before starting the ERP session, the present therapist explained 

the rationale and the client agreed for im aginal exposure first. M odeling was done by the 

therapist before the client practiced ERP and the therapist asked to practice ER P for the 

client as a hom ew ork assignm ent.

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

recurrent intrusive thoughts and the client practiced successfully . She felt com fort for 

using this technique,

9. Downward arrow technique: This technique w as used for revealing the 

underlying ‘core’ m eaning o f  the  negative interpretadon o f the client.

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

reduce em otional 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 o f  the client.
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12. Social skill training (SST): To im prove her com m unication skill the therapist 

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

m odeling as w ell as through flooding technique.

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

A. Findings based on Interview and Observation:

M rs. A -2 ’s problem s in different areas (Cognitive, em otional, physiological, 

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

T a b le  no-2.2.4: Problem s m entioned in pre-assessm ent and reduction/ im provem ent/ 

increase o f  problem s found during m id, post and follow-up assessm ent.

Category Prob lem s found d u rin g  P re- 
assessm ent

R eduction/ 
im provem ent/ 
increase o f the 

problem  in 
M id-assessm ent

R eduction/ 
im provem ent/ 
increase o f the 

problem  in 
Post- 

assessm ent

R eduction/ 
im provem ent/ 

increase of 
the problem  
in Follow -up 
assessm ent

C ognitive I am contam inated w ith dirt, germs 
and poison, touching insects; 
becam e ill from  contam inated; 
going to die by touching insects; 
must do m y w ork for certain 
num bers

Reduced up to 
20%

Reduccd up to 
70%

Reduccd up to 
90%>

N obody understands her pain, life 
is m eaningless and w orthless, life 
is finished and future is dark

Reduced up to 
20%

Reduccd up to 
60%

Reduced up to 
80%

Felt lack o f  concentration, 
difficulty in m aking decision and 
low se lf  esteem

Not im proved Im proved up 
to  50%

Im proved up 
to 70%

R eassurance seeking behaviour N ot rcduced Reduced up to 
40%

Reduced up to 
80%

She can not touch her children, 
w ardrobe, bed, sofa set, w indow, 
door etc because o f  insects poison

Now touchcs 
som etim es

T ouches 
som etim es

Touches
som etim es

Felt that she w as going to 
senseless and loss o f  m em ory

Reduced up to 
10%

Reduced up to 
50%

R educed up to 
70%

E m o tio n a l Felt irritation all the tim e Felt irritation 
som etim es

Felt irritation 
som etim es

Reduced
significantly

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

Reduced up to 
15%

Reduced up to 
55%

Reduced up to 
75%.

N ot in terest to do anything N ot interest to 
do anything

Interest to  do 
som ething and

Interest to do 
som ething
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now  a days now  she cooks 
food and takes 
care for her 
fam ily

and now  she 
cooks food 
and takes care 
for her fam ily

Physiological Palpitation, sw eating, sleep 
difficulties, drow siness

Reduced up to 
20%

R educed up to 
50%

Reduced up to 
75%

Felt weak N ot reduced at 
all

R educed but 
not up to 
satisfactory 
level

Reduced up to 
60%

Loss o f  appetite Increased a little 
bit up to 5%

Increased up 
to 50%

Increased up 
to 65%

Dryness o f  throat, headache, hand 
and body trem or, burning 
sensation all over the body

Reduced up to 
10%

Reduced up to 
60%

Reduced up to 
80%

Loss o f  energy Increased up to 
10%

Increased up 
to 60%

R educed up to 
70%

Behavioural Repeated w ashing, show ering and 
bathing often perform ed in a 
ritualistic way

Reduced up to 
25%

Reduced up to 
80%

Reduced up to 
85%

A voiding places feared for 
possible contam ination and poison 
explosion;

Reduced up to 
5%

Reduced up to 
50%

Reduced up to 
60%

, D ecreased activity level N ot improved 
significantly

Increased up 
to 30%

Increased up 
to 50%

W ithdraw al from  social activity N ow  a day Increased up 
to 30%

Increased up 
to 50%

Checking gas stoves, locks, food 
pot and taking m edicine again and 
again and doing certain  activities 
in a particular num ber o f  tim es

Reduced up to 
30%

Reduced up to 
50%

Reduced up to 
70%

Social D ecreased social interaction Increased a little 
bit up to 10%

Increased up 
to 60%

Increased up 
to 70%

D ecreased relationship  w ith 
neighbors, relatives and fam ily 
m em bers

N ot im proved Im proving Im proving

She can not m ix w ith other and 
avoids o ther’s house

M ixes w ith 
other now  a 
days but she 
avoids o ther’s 
house

M ixes with 
o ther now  a 
days but she 
avoids o ther’s 
house

M ixes w ith 
other now  a 
days but she 
avoids o ther’s 
house

Occupational She can not do any household 
activities

Tries to do 
som ething

Tries to do 
som ething

Tries to do 
som ething

W hole day she lies in bed and her 
husband m anages her fam ily. She 
m entioned that her relationship 
w ith other fam ily m em bers were

Increased up to 
30%

Increased up 
to 70%  and 
60%

Increased up 
to 80%  and 
70%
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decreased accept with her 
husband, she has no interest in any 
activities, her attention span and 
body strength  reduced 
significantly

O b s e r \a t io n The client cam e w ith a religious 
dress up w ith her husband and her 
appearance and behaviour 
appeared to be culturally 
appropriate and she was a very 
good looking w om an

appropriate. C am e.............
appropriate

C am e.............
appropriate

She could  m ake eye contact 
norm ally but she was looking very 
sad and anxious

N orm al Shining Shining

Her body posture and m ovem ent 
was restless which expressed her 
anxiety and tiredness about her life

Restless R estless a 
little bit

Norm al

She speaks very  slowly and her 
am ount o f  speech was very little 
which indicates that she was very 
much depressed

Slowly N orm al Norm al

Her m ood was low and she felt 
restlessness

Low and 
restlessness

Fresh Fresh

B. Objective rating of Mrs. A-2:

Scores o f AS, DS and D U OCS are displayed at Tabic no-2.2.5.

Table no-2.2.5: General trend o f  objective score o f  Mrs. A-2

Anxiety' Score D epression  Score O C D  Score
P re -assessm en t 81 (Profound) 109 (M ild) 53 (Profound)
M id-assessm en t 66 (M oderate) 98 (M inim al) 41 (Severe)
P ost-asscssm en t 69(Severe) 78(M ininial) 26 (M oderate)
1®* Follow- up 31 (M ild) 62 (M inim al) 24 (M oderate)
2"*̂  Follow- up 44 (M ild) 73 (M inim al) 24 (M oderate)

Follow- up 15 (M ild) 35 (M inim al) 17 ( Cut o ff  score)

C. Subjective rating of Mrs.A-2;

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

Table no-2.2.6: General trend o f subjective rating o f M rs.A-2

Client’s Subjective Rating  
Score

Care giver’s Subjective Rating  
Score

Pre-assessment 9 8
Mid-assessment 4 4
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Post-assessment 3 3
1®‘ Follow- up 2 2
2"** Follow- up 2 2
3'̂ '’ Follow- up 2 2

Prognostic criteria;

There were som e prognostic criteria, due to which som e changes in the client m ental 

health. Those w ere as follows-

1. The client w as com pliant, m otivated, interested, co-operative and psychological 

m inded to her therapy session; she attended regularly in the therapy session.

2. Her care giver, husband and other fam ily m em bers were co-operative.

3. The client lived far away from hospital but she cam e in tim e for session. For this 

reason it w as easy for the therapist to m n the therapy sm oothly.

4. She was very m uch com m itted to the session’s activities.

5. After one m onth  she cam e back to have follow-up session.

Therapist’s comment:

Mrs. A-2 term inated the session after attending 15 sessions including tliree follow -up 

sessions and she was com plying the therapy by her own and her husband m otivation and 

co-operation. She was extrem ely anxious and depressed during the pre-assessm ent 

sessions but gave her infom ied consent very w illingly and started participating in the 

session. She agreed with the researcher’s form ulation and provided feedback. A fter total 

15 sessions, her anxiety, depression and OCD score was low. H er short term prognosis is 

good but if  she does not practice the tecliniques learned in the session while facing any 

difficult situation relapse may occur. So, the long term prognosis depends on the c lien t’s 

internalization.

Responsible Psychiatrist’s comments:

A t the last and follow -up session the responsible psychiatrist talked w ith her. A ccording 

to the psychiatrist evaluation/ rem arks, the client was im proving and finally, reported  

80% as im provem ent rating feedback.
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Case: A-3

Mr, A-3, 28 years old, unm arried, m uslim  m ale client from  low er m iddle class status was 

referred from  psychiatry out-patient departm ent o f  DM CH. He w as diagnosed as having 

OCD by referring agency and he was selected as a participant o f  the present study 

according to the inclusion criteria.

Duration of the problems:

The client was suffering from  his problem s for 18 years and took m edicine for 8 years. 

Current medicine status:

The clien t’s current m edicine status is displayed in Table n o -2 .3 .1.

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

N am e of m ed ic ine G ro u p  of m edicinc Dose
Telazine Traditional Anti Psychotics 1 mg

Xionil Anxiolytic 3mg
Prodep SSRI 20m g

History of present illness:

From  early age, the clicnt w as basically lazy nature and he was not caring child at that 

time. Me could not w ash his cloth and his body. He had alw ays negative autom atic and 

recurrent intrusive thoughts. Som etim e he bathed several hours and several (4/5) tim es a 

day but he did not take his bath daily. He had regular irritating m ood at that tim e and he 

did not like anybody. He could not understand right or w rong and he had an aim less life. 

W hen he was a student o f  class ten, his parents quarreled w ith him  w ithout any reason 

and the client did not like any quarrel and com plexity. D ue to his parents negative 

attitude he got very m uch angry and ran away from  his hom e. A fter that event his 

problem s started gradually.

Family and Personal history:

Family history: A ccording to the client, his father died at the age o f  80 and he was a 

Governm ent service holder and his educational level was class S.S.C. His m other aged 

60, was still alive. She was a house wife and she was illiterate. He had tw o younger
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brothers aged 26 and 24 respectively. A m ong them  one was illiterate and another one’s 

educational level w as class eight.

Birth history: The client had no birth com plication.

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 w ake up in the early m orning and 

could not go to school at ail. He had no friend and alw ays used to fight w ith other 

classmates.

Occupational history: He had been w^orking as a supervisor in a cotton Com pany 

from  2007. In the com pany, he had no jo b  satisfaction. H is colleagues and co-w orkers 

did not like him  because o f  his agitation. He could not m ix w ith h is colleagues.

Past medical history: For this problem  he took m edicine 8 years ago. He could not 

enjoy anything and he thought that he had becom c a m ental patient. A lw ays his 

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

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

they did not love him.

Family history of mental illness: His father had the sam e problem . Furtherm ore, 

his m other, m aternal uncle and brother in law were m entally disordered.
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Formulation

From  the in-depth interview  and exploration o f  his thought it revealed that he was 
suffering from obsessive com pulsive disorder. After obtain ing inform ation on different 
areas o f  client’s problem , the therapist form ulated his problem  on the basis o f  the 
following cognitive case conceptualization diagram-

in tru s iv e  th o u g h ts , im ages, u rg e  d o u b ts
I am  c o n la m in a t e d  w i th  dirt and  g e r m s ;  c h e c k in g  s t o v e s ,  fan s w i t c h e s  an d  lo c k s ;  m y  c lo t h  is not

fi'esli

N eu tra liz in g  actions A tten tio n  &  rea so n in g  biases
S e l e c t i v e  n e g a t i v e  fo c u s ;  r e p e t i t iv e  t h o u g h t

M is in te rp re ta tio n s  of sign ificance o f in tru s io n s
- R e s p o n s ib i l i t y  for a c t io n  

I h a v e  l e s s  q u a l i ty  than w o m e n ;  I am  a p h y s i c a l l y  w e a k  p erso n

Counterproductive safely 
strategies

T r y  to s to p  n e g a t i v e  th o u g h t ;  l iv e  a lo n e )

M ood changes
A n x i o u s ;  d e p r e s s e d ;  A n g e r ;  P a lp i ta t io n

F igure-3 .3 : Problem  form ulation o f  the client using case conceptualization m odel for 
obsessive com pulsive d isorder developed by Salkovskis, Forrester and R ichards (1998).
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Most distressing thoughts list of the client:

M ost distressing thoughts list o f  the client are displayed at Table no-2.3.2. 

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

No. M ost d istress ing  th o u g h ts
1. C ontam inated with dirt and germ s;
2. Everybody is better quality than me, they are know ledgeable than me
3. Lack o f concentration very m uch
4. I am a bad looking person

Intervention and result: 

Intervention goal;

In the initial three sessions and before the intervention started, assessm ent o f the 

problem s and level o f  functioning o f different areas w ere done. A fter assessing the 

problem s goals o f  intervention w ere set collaboratively w ith M r.A -3, which were as 

follows:

1. To rem ove his obsessional thoughts

2. To regain his daily activities and confidence

3. To reduce physical sym ptom s

4. To reduce behavioural problem s

5. To increase problem  solving skills

6. To increase interest level in occupation

7. To reduce em otional disturbance

8. To increase com m unication skill

Treatment plan:

A treatm ent plan was prepared for each o f  the problem s or sym ptom s by the therapist. 

On the basis o f  full consent o f  the client, treatm ent strategies w hich  were applied are 

given in Table no-2.3.3.

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

No. Treatm ent Goals T reatm ent techniques
1. To rem ove his obsessional thoughts H abituation train ing, thought 

challenge, d istraction, cognitive 
restructuring, dow nw ard arrow
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A
4.

5.

~6.

To regain his daily  activities and 
confidence

To reduce physical sym ptom s
To reduce behavioural problem s

To increase problem  solving skills

To increase interest level in 
occupation

To reduce em otional disturbance

To increase com m unication skill

technique, pros and cons
Problem  solving skills 
training, scheduling 
m onitoring activities

social skill 
activities,

Relaxation, cognitive restructuring_____
Relaxation, exposure and response 
prevention, analogical evidence,
m odeling, habituation training,
m onitoring activities__________________
Problem  solving skills , social skill 
training, relaxation_______
Problem  solving skills , social skill 
training, relaxation, cognitive 
restructuring____________________
Problem  solving skills , cognitive 
restructuring, psycho education, 
relaxation, m onitoring activities, 
graded task____________________________
Social skill training, relaxation

Intervention;

The follow ing cognitive and behavioural techniques w ere used in the treatm ent o f  the 

client;

1. Empathefic listening: l l is  all problem s were heard by full attention and 

reflection. The therapist established a good rapport with the client and listened 

em pathetically to his distressful thoughts about the past. The em pathetic therapeutic 

atm osphere helped him  to release his pent-up em otion.

2. Psycho-education: Psycho-education was given the client about his disorder 

(O C D ).Psycho-education is cm cial in starting to generate a different way o f  m aking 

sense o f  the problem  and it was provided about the nature o f  the therapy to socialize the 

client in the therapeutic principles and process o f  CBT. As a psycho-education; the 

present therapist provided  definition o f  OCD, types/characteristics o f  OCD, treatm ent 

and prognosis o f  OCD.

3. Relaxation: R elaxation technique was applied to reduce anxiety sym ptom s o f  

client. Breathing and im aginal relaxation techniques were applied  to  release his tension, 

stress and anxiety  rela ted  other sym ptom s and these techniques were practiced in the 

session by m odeling and were suggested to practice regularly,
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4. Downward arrow technique: This teclinique was used for revealing the 

underlying ‘co re’ m eaning o f  the negative interpretation o f  the client.

5. Thought challenge: He was helped to challenge his negative thoughts prim arily 

only thi’ough finding alternative. The present therapist used D ysfunctional Thought 

Record Sheet (DTR) for fighting client irrational, intrusive and unw anted negative 

thoughts. The client was asked to practice this technique as hom ew ork assignm ent and 

this technique helped him  to increase self-confidencc.

6. Distraction: D istraction technique was used to reduce his m ost distressing 

thoughts. The client was very m uch distress about his life.

7. Analogical evidence; This technique was used for help ing  the client change his 

dysfunctional th inking pattern. It also helped the client to evaluate the m eaning o f his 

tlioughts from  an objective perspective and w ith great re lief 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 m ost com m only used treatm ent technique for OCD client. ERP was 

adm inistered for the client to provoke the com pulsive urge and to refrain from  engaging 

in his usual com pulsive behaviour. Before starting the ERP session, the present therapist 

explained the rationale and the client agreed for imaginal exposure first. M odeling was 

done by the therapist before the client practiced ERP and the therapist asked to practice 

ERP for the client as a hom ew ork assignm ent.

9. Habituation technique: This tedm ique was used to reduce his unwanted 

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

using this tcclm ique.

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

and these records can increase activity  levels o f  the client.

11. Problem solving skills: Problem  solving skills were taught to deal with him  real 

life problem s. 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 im prove his com m unication skills the therapist 

referred him  to indoor departm ent o f  psychiatry, BSM M U  in D haka 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 problem s in different areas (Cognitive, em otional, physiological, behavioural, 

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

T ab le  no-2.3.4: Problem s m entioned in pre-assessm ent and rcduction/im provem ent/ 

increase o f  problem s found during m id, post and follow -up assessm ent.

C ategory P ro b lem s fo und  d u r in g  
P re -a ssessm en t

R eduction / 
im provem en t/ 
increase  o f the 

p rob lem  in 
M id ­

assessm ent

R e d u c tio n / 
im p ro v e m e n t/ 
in c rease  o f  the  

p ro b le m  in 
P o s t­

a ssessm en t

R ed u c tio n / 
im p ro v em en t/ 
increase  o f th e  

p rob lem  in 
Follow -up 
assessm ent

C ognitive I am contam inated w ith dirt 
and gem is, touching others 
(90% )

Reduced up to 
50%

R educed up to 
80%

Reduced up to 
85%

I m ust do m y work for 
certain num bers; i f  I can not 
bad things will happen (70% )

Reduced up to 
50%

Reduced up to 
80%

Reduced up to 
85%

The client thought that 
everything o f  the w orld is 
full a dust and nobody 
understands his pain and 
w orld is polluted (80% )

Reduced up to 
40%

Reduced up to 
70%

Reduced up to 
75%

He also felt lack o f  
concentration (100% )

Increased up to 
30%

Increased up to 
50%

Increased up to 
60%

D ifficuhy in m aking decision 
(90%)

Increased up to 
30%

Increased up to 
60%

Increased up to 
70%

Hopeless, low se lf  esteem  
(80% ) and lack o f  confidence 
(80% )

Increased up to 
20%

Increased up to 
70%

Increased up to 
75%

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

Reduced up to 
60%

R educed up to 
70%

Reduced up to 
80%

E m otional The client w as very  m uch 
anxious about h is problem . 
He also felt fear, hopeless, 
sad, w orthless, distressed, 
restless, confused and 
vulnerable (50% )

Reduced up to 
10%

R educed up to 
25%

Reduced up to 
15%
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Physiological Palpitation (90% ) Reduced up to 
50%

R educed up to 
70%

Reduced up to 
80%

Sw eating, w eakness, dryness 
o f  throat, burning sensation 
all over the body

Reduced up to 
40%

R educed up 
to75%

Reduced up 
to75%

Loss o f  energy (50% ) Increased up to 
40%

Increased up to 
60%

Increased up to 
70%

Behavioural A voiding places feared for 
possible contam ination 
(100% )

Reduced up to 
30%

R educed up to 
70%

Reduced up to 
80%

D ecreased activity level Increased 
activity level up 
to 10%

Increased up to 
80%

Increased up to 
80%

W ithdraw al from  social 
activity

Increased social 
skill up to 30%

Increased up to 
50%

Increased up to 
60%

Checking stoves, locks and 
fan sw itches again and again 
(70% )

Rcduced up to 
20%

R educed up to 
90%

Reduced up to 
95%

Social D isrupted social interaction 
(100% ), disrupted family 
relationship, decreased 
relationship with neighbors, 
relatives, fam ily m em bers 
specially brother and friends 
(60%)

Increased up to 
20%

Increased up to 
50%

Increased up to 
60%

Occupational Poor job  perform ance (90% ), 
decreased relationship with 
colleagues, lack o f 
concentration about office 
task, lack o f  interest, 
decreased level o f interest, 
reduced attention span and 
reduced body strength (80% )

Increased up to 
15%

Increased up to 
55%

Increased up to 
75%

Observation The client cam e alone in the 
hospital w ith uncleaned dress 
up but his appearance and 
behaviour appeared to be 
culturally appropriate

Cam e with
...................... app
ropriate

Cam e w ith
.......................app
ropriate

Came with
...................... app
ropriate

He could not m ake eye 
contact norm ally; he was 
looking very anxious and 
m inim um  eye contact was 
present in the first session

Poor eye 
contact

N orm al Norm al

His body posture was not 
norm al. He w as exchanging 
his body posture in front side 
and back  side continuously 
and body m ovem ent w as 
restless w hich expressed his

Restless N orm al N orm al
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anxiety
His am ount o f  speech was 
not norm al. H e speaks very 
first and loud

First and loud N orm al N orm al

His m ood w as very anxious 
and he felt restlessness

Anxious and 
restlessness

N orm al Norm al

B. Objective rating of Mr. A-3;

Scores o f  AS, DS and D U OCS are displayed at Table no-2.3.5. 

Table no-2.3.5; General trend o f objective score o f Mr. A-3

A nxiety  Score D epression  S corc O C D  Score
P re -a ssessm en t 89 (Profound) 123 (M oderate) 41 (Severe)
M id-assessm en t 16 (M ild) 42 (M inim al) 10 (Below cut o ff 

score)
P ost-assessm en t 22 (M ild) 69 (M inim al) 09 (Below cut o ff  

score)
Follow - up 03 (M ild) 36 (m inim al) 02 (Below cut o ff  

score)
2 ’“' Follow - up 07 (M ild) 41 (M inimal) 02 (Below cut o ff  

score)
3'̂ '* Follow - up 06 (M ild) 36 (M inimal) 02 (Below cut o ff 

score)

C. Subjective rating of Mr.A'3:

Ratings o f the verbal scale arc displayed at Table no-2.3.6.

Table no-2.3.6; General trend o f  subjective rating o f Mr. A-3

C lien t’s S ub jective  R a tin g  S core
P re -assessm en t 8
M id-assessm en t 2.5
P ost-asscssn ien t 2.5
l "  Follow - up 2
2"“ Follow - up 2
3'̂ '* Follow - up 1.5
(N ote: The care giver did not attend the sessions.)
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Prognostic criteria:

There were som e prognostic  criteria, due to w hich som e changes in the client m ental 

health. Those w ere as follow s-

1. The client was com pliant, m otivated, co-operative in the therapy session; he 

attended regularly  in the therapy session.

2. He w as very m uch devoted to  the treatm ent process and practiced the skills he 

learnt from  the session to reduce his symptom s.

3. A lthough he had acute financial crisis but he continued session regularly  for 

w hich the current trainee clinical psychologist could run therapy session 

sm oothly.

4. A fter one m onth  he cam e back to have follow-up session.

5. The duty psychiatrist referred the client from out door im m ediately w hen he did 

not find any result o f  m edicinc.

Therapist’s comment;

Mr. A-3 was extrem ely  anxious and depressed during the initial sessions. He attended 15 

sessions including tliree follow -up sessions and he was com plying the therapy by his 

own. He gave his inform ed conscnt very willingly and started participating in the 

session. He agreed w ith the researcher’s form ulation and provided feedback. A fter 15 

sessions, his anxiety, depression and OCD scores were found to be low, His short term 

prognosis is good but i f  he does not practice the techniiques learned in the session while 

facing any d ifficult situation relapse m ay occur. So, the long term  prognosis depends on 

the c lien t’s internalization.

Responsible Psychiatrist’s comments:

A t the last and follow -up session the responsible psychiatrist talked to the client. 

A ccording to the psychiatrist evaluation/ rem arks, the client has developed control over 

rum inations. E m otionally  now  he is stable and he can perform  his daily activities 

smoothly. F inally , the responsible psychiatrist reported 80%  as im provem ent rating 

feedback.
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Case: A-4

Mrs. A-4, 32 years old, m arried, m uslim  female client from  upper class status was 

referred from  a psychiatrist in DM CH. She was diagnosed as having OCD by 

psychiatrist and she was selected as a participant o f  the present study according to the 

inclusion criteria.

Duration of the problems:

The client was suffering from  her problem s for 25 years.

Current medicine status:

The clien t’s current m edicine status is displayed in Table n o -2 .4 .1. 

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

N am e o f  m edicine G ro u p  o f m edicine Dose
Clofranil TCA 25m g
Reiafm SSRI 50m g
Sizodon Atypical Anti Psychotic 5 mg
Perk ini 1 Anti Parkinson’s drugs 5mg
D isopan Benzodiazepine .5gm

Inj. ITuanxol Depot Long A cting Anti Psychotic 40gm

History of present illness:

From her very early age, the client noticed conjugal problem  betw een her parents. As a 

result, she was very m uch anxious about her family and she w as not a caring child. She 

had conflicting relationships w ith her m other and her m others had d icta to r’s attitude. Her 

m other had dom inant behavior at that tim e and she always ignored the client. Her father 

had character problem s and her siblings m isbehaved with her from  the very beginning. 

She belonged to a distorted fam ily. As her m other was an outgoing lady she did not love 

and care her. She did not have responsibility for her fam ily and for her child but the 

client had very m uch attached feelings for her m other but she w as deprived o f  her 

m others love. Due to her m other’s ignorance, her recun'ent intrusive thoughts started. 

Besides her father had a sexual relationship with their m aid servant. The client was 

Pakistani and she was a tall, sm art, fashionable and good looking w om an. As a result she 

was proud from  early age. A lso she w anted to do everything in a right and perfect way 

from early age.
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Family and Personal history:

Family history: A ccording to the client, her parents aged 64 and 70 w ere still alive 

and their educational level was class nine and FCA respectively. H er father had a CA 

firm and m other was a house wife. She had four sisters and two brothers aged 46, 44, 42, 

40, 38 and 32 respectively who got m arried and lived separately. Tw o o f  her sisters 

passed H .S.C and another tw o’s educational level were MS and BA. One o f  her brother 

was m ajor and another one was engineer. The clien t’s husband, aged 35 w as a senior 

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

Birth history; The client had no birth com plication,

Schooling and education: She was a m edium  category student. She started her 

schooling at the age o f  6 years. She used to go to school regularly and had few friends. 

W hen she was a student o f a reputed school, her friends involved in a sexual relationship 

w ith many boys. The clien t’s perfonuance was normal in school, hi 1992, she passed

S.S.C exam ination with 1®' division. In 1994 and 1997, she passed H .S .C  and B.Com  

with 1̂ ' division and 3'̂ '̂  class respectively.

Marital history: The client got m arried three times. In 1998, w hen she was 20 years 

old, her first husband chose her for m arriage. He was uneducated, lived in C anada and 

was a hotel boy but the client did not know  about his qualification and status. H er parents 

gave first m arriage and the client loved him very much. Due to her m ental disorder, her 

husband divorced her after 8 m onths o f  her m arriage. In 2000-2002, she m ade an affair 

with an Indian boy. The client was a front desk executive at that tim e. In 2003, she got 

her second m arriage w ith that boy. D ue to her m ental disorder she m isbehaved w ith her 

m other in law. O ne day she bit her m other in law. A s a result her second husband 

divorced her in 2005. In 2008, her third husband chose her and in 2009 she got her third 

m arriage. H er th ird  husband was very helpful and she had a happy fam ily w ith him.
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Sexual history: She was three tim es sexually abused by her friends. The client 

m entioned that she had high sexual desire and indicated it as a problem . W hen she had to 

m ix w ith friend, she could not control herse lf and she took initiative to  develop sexual 

relationships.

Past mcdical history: For this problem  she took m edicine 10 years ago.

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

present husbajid loves her very much.

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

m em bers were abnom ial and problem atic.
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Formulation

From the in-depth interview  and exploration o f  her thought it revealed that she was 
suffering from  obsessive com pulsive disorder. A fter obtaining inform ation on different 
areas o f  c lien t’s problem , the therapist form ulated her problem  on the basis o f  the 
follow ing cognitive case conceptualization diagram -

E a r ly  E xperiences
C o n f l i c t i n g  r e la t io n s h ip s  w i th  m o th e r ;  f a m i ly  c o n f l ic t ;  m o th e r s  d o m in a n c y ;  m o th e r s  i g n o r a n c e ;  fa thers ch aracters  

p r o b le m s ;  m o t h e r s  a n g er ;  s ib l in g s  m i s b e h a v e ;  m o th e r s  n e g a t i v e  a tt i tude;  la c k  o f  f a m i l y  su p p ort;  fe lt  p ro u d

/

r
A c t iv a t io n  /

C ritica l inciden ts
D i v o r c e  b y  f irst h u sb a n d

A ssum ptions, genera l beliefs
1 am  v e r y  sm art ,  f a s h io n a b le  an d  g o o d  lo o k i n g  w o m e n ;  w e  are Pakis tani;  I a m  a b a d  w o m a n

In tru s iv e  th o u g h ts , im ages, u rge  doubts
1 h a v e  a c o m p l e x  d i s e a s e ;  1 asn c o n t a m in a t e d  w i th  dirt and g e r m s ;  w r i t in g  an d  r e a d in g  w a s  not  

perfect;  m y  h e a d  had  a b ig  p r o b le m ;  1 h a v e  s e x  u r g e s

N e u tra liz in g  actions
A t te n d in g  to  r i tu a l i s t ic  b e h a v io u r

A tten tio n  & rea so n in g  b iases
Selective negative focus: repetitive wrong  thought;

M isin te rp re ta tio n s  o f sign ificance o f in tru s io n s
- R e s p o n s ib i l i t y  for a c t io n  

I have no Inian; I am a bad women; 1 am giiihy

C o u n te rp ro d u c tiv e  safety  
s tra te g ies

Try to avoid negative thought; try (o busy for 
reducc problem

M ood changes
R e s t le s s ;  g u i l t  f e e l i n g s ;  l o w  m o o d ;  a n g er

F igure-3 .4 : Problem  form ulation o f  the client using case conceptualization model for 
obsessive com pulsive disorder developed by Salkovskis, Forrester and R ichards (1998).
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Most distressing thoughts list of the client:

M ost distressing thoughts list o f  the client are displayed at Table no-2 .4.2. 

Table no-2.4.2; M ost distressing thoughts list o f  Mrs. A-4

No. M ost d istress ing  th o u g h t
1. I am a bad w om en
2. I have a com plex disease
3. 1 will not recover from my problem

Intervention and result: 

Intervention goal:

In the initial three sessions and before the intervention started, assessm ent o f  the 

problem s and level o f  functioning o f  different areas w ere done. A fter assessing the 

problem s goals o f  intervention were set collaborativcly with M rs.A -4, w hich were as 

follows;

1. To ventilate the suppressed feelings

2. To rem ove her obsessional thoughts

3. To regain her daily activities and confidence

4. To reduce physical sym ptom s

5. To reduce behavioural problem s

6. To reduce sleep difficulties

7. To reduce em otional disturbance

8. To im prove com m unication skills

Treatment plan:

A treatm ent plan was prepared for each o f the problem s or sym ptom s by the therapist. 

On the basis o f  full consent o f  the client, treatm ent strategies w hich w ere applied are 

given in Table no-2.4.3.

Table no-2.4.3: Treatm ent plan for Mrs. A-4

No. Treatment Goals Treatm ent techniques
1. To ventilate the suppressed feelings Psycho-education, em pathetic listening, 

breathing relaxation
2. To rem ove her obsessional thoughts Thought stopping, habituation training, 

thought challenge, distraction,
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cognitive restructuring, 
arrow technique__________

downw ard

To regain her daily activities and 
confidence

Problem  solving skills , social skill 
training, scheduling activities

J .
5.

To reduce physical sym ptom s Relaxation, cognitive restructuring
To reduce behavioural problem s Relaxation, exposure and response 

prevention, analogical evidence, 
m odeling, avoidance reduction,
habituation training, m onitoring
activities

A
7.

To reduce sleep difficulties Relaxation, distraction
To reduce em otional disturbance Problem  solving skills , cognitive 

restructuring, psycho education, 
relaxation, m onitoring activities, 
graded task___________________________

8 . To im prove com m unication skills Relaxation, social skill training

Intervention:

The follow ing cognitive and behavioural techniques were used in the treatm ent o f the 

client:

1. Empathetic listening: Prom the first session, the therapist heard her alt problem  

with full attention and reflection and established a good rapport to disclose her problem s. 

The em pathetic therapeutic atm osphere helped her to release her pent-up em otion,

2. Psycho-education: Psycho-education had been given the client about her disorder 

(OCD). Psycho-education is crucial in starting to generate a d ifferent w ay o f  m aking 

sense o f the problem  and it was provided about the nature o f  the therapy to socialize the 

client in the therapeutic principles and process o f  CBT. A s a psycho-education; the 

present therapist provided definition o f  OCD, types/characteristics o f  OCD , treatm ent 

and prognosis o f  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 m eaning o f  her 

thoughts from  an objective perspective and with great re lief she realized for the first tim e 

that she was not responsible for having the intrusive thoughts.

4 . R e l a x a t i o n :  Relaxation technique had been given for reduce her anxiety sym ptom s. 

Breathing and im aginal relaxation has practiced in the session by m odeling and w as 

suggested to practice regularly.
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5. Distraction: Distraction technique was used to reduce her m ost distressing 

thoughts. The client was very m uch upset about her life.

6. Thought challenge; Thought challenge was used to help her to view  the situation 

alternatively as negative autom atic thoughts were activating the c lien t’s dysfunctional 

assum ption and thereby m aintained the problem . The present therapist used 

D ysfunctional T hought Record Sheet (DTR) for fighting client irrational, intrusive and 

unwanted negative thoughts. The clicnt was asked to practice this teclm ique as 

hom ew ork assignm ent and this technique helped her lo correct her personalization errors 

and increase se lf  esteem  and self-confidence.

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

client to provoke the com pulsive urge and to refrain from engaging in her usual 

com pulsive behaviour. Before starting the ERP session, the present therapist explained 

the rationale and the client agreed for im aginal exposure first. M odeling was done by the 

therapist before the client practiced ERP and the therapist asked to practice ER P for the 

clicnt as a hom ew ork assignm ent.

8. Habituation technique: This technique was used to reduce her unw anted 

recurrent intrusive thoughts.

9. Downward arrow technique: 'I'his technique was used for revealing the 

underlying ‘co re ’ m eaning o f the negative inter[:)retation o f  the client.

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

reduce em otional disturbance and to deal w ith her real life problem s, the present therapist 

taught her about problem  solving skills,

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

and these records can increase activity levels o f the client.

12. Social skill training (SST); To improve her com m unication skills, the therapist 

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

m odeling as well as through flooding technique.
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Pre, mid, post and follow-up assessment result of the problems

A. Findings based on Interview and Observation;

Mrs. A -4’s problem s in differer^t areas (Cognitive, em otional, physiological, 

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

T a b le  no-2.4.4: Problem s m entioned in pre-assessm ent and reduetion/im provem ent/ 

increase o f  problem s found during m id, post and follow -up assessm ent.

Category Problems found during  
Pre-assessment

Reduction/  
improvement/  
increase o f  the 

problem in 
Mid-  

assessment

Reduction/  
improvem ent/  
increase o f  the 

problem in 
Post- 

asscssment

Reduction/  
improvem ent/  
increase of the  

problem in 
Follow-up  
assessment

Cognitive I am contam inated with dirt 
and germ s; becam e ill from 
contam inated

Reduced up to 
30%

Reduced up to 
60%

Reduced up to 
80%

1 m ust do m y w ork in certain 
num ber

Reduced up to 
10%

Reduced up to 
50%

Reduced up to 
90%

Life is m eaningless, 
w orthless 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 d ie”

Reduced up to 
5%

Reduced up to 
50%

Reduced up to 
90%

She felt lack o f  concentration 
(90%)

Increased a 
little bit up to 
20%

Increased a 
little bit up to 
40%

Increased up to 
60%

D ifficulty in m aking decision 
and low se lf  esteem

N ot im proved Increased a 
little bit

Increased up to 
50%

R eassurance seeking 
behaviour

Reduced up to 
10%

Reduced up to 
50%

Reduced up to 
70%

Emotional She felt fear, anger, hopeless, 
sad, w orthless, distre.ssed, 
confused and vulnerable 
(100% )

Reduced up to 
20%

Reduced up to 
50%

Reduced up to 
80%

She felt irritation all the tim e N ot reduced at 
all

Reduced up to 
30%

Reduced up to 
60%

Physiological Palpitation Reduced up to 
15%

Reduced up to 
65%

Reduced up to 
75%

Sleep difficulties Reduced up to 
40%

R educed up to 
60%

R educed up to 
80%

D row siness and w eakness Reduced up to 
20%

Reduced up to 
60%

R educed up to 
80%

Full loss o f  appetite Increased up to 
30%

Increased up to 
70%

Increased up to 
80%

Behavioural R epeated w ashing, reading Reduced up to Reduced up to Reduced up to
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various form  the Quran and 
w riting  often perform ed in  a 
ritualistic  way

15% 65% 85%

D ecreased activity level Increased a 
little bit

hicreased up to 
30%

Increased up to 
60%

She has crying spell Not reduced N ot reduced N ot reduced
Social D ism pted social interaction N ot improved 

significantly
Increased up to 
50%

Increased up to 
70%

D ecreased relationship w ith 
neighbors, relatives and 
fam ily m em bers

N ot improved Im proved a 
little bit

Increased up to 
50%

O ccu p a tio n a l She could not do any 
household activities

N ow  she can do 
some household 
activities but 
her husband 
helps her

N ow  she can do 
some household 
activities but 
her husband 
helps her

N ow  she 
engaged and 
involved in 
household 
activities

She m entioned that she had 
no in terest at any activities

Increased a 
little bit

Increased up to 
50%

Increased up to 
70%

A ttention span and body 
strength reduced 
significantly

Increased up to 
20%

Increased a 
little bit

Increased up to 
50%

O b serv a tio n The client cam e with a clean 
well dress up and her 
appearance and behaviour 
appeared to be culturally 
appropriate

Came
......... appro pri at
e

Came
......... appropriat
e

Came
......... appropriat
e

She was a very sm art and 
good looking wom an but she 
had crying spell very m uch 
and her facial expression was 
blank in the session

She was crying 
spell in the 
session

She was crying 
spell in the 
session

Encouraging

She could not m ake eye 
contact norm ally and she was 
looking very sad and anxious

N om ial Norm al Nornial

H er body posture and 
m ovem ent was restless 
which expressed her anxiety

Restless Norm al Norm al

H er am ount o f speech was 
very little, m ost o f  the 
answ er she gave by one or 
tw o w ords

Very little Norm al N orm al

H er m ood was low and she 
felt restlessness

Low  and 
restlessness

Low Low

87

Dhaka University Institutional Repository



B. Objective rating of Mrs. A-4:

Scores o f  AS, D S and D U O CS are displayed at Table no-2.4.5.

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

A nxiety  Score D epression  S corc O C D  S core
P re -assessm en t 97 (Profound) 134 (Severe) 68 (Profound)
M id-assessm en t 62 (M oderate) 101 (M ild) 42 (Severe)
P ost-assessm cn t 54 (M ild) 80 (M inim al) 32 (M oderate)
I** Follow - up 32 (M ild) 72 (M inim al) 30 (M oderate)
2"*̂  Follow - up 28 (M ild) 70 (M inim al) 20 (M ild)

Follow - up 27 (M ild) 59 (M inim al) 19 (M ild)

C. Subjective rating of Mrs. A-4:

Ratings o f  the verbal scale are displayed at Table no-2.4.6.

Table n o - 2 .4.6: General trend o f  subjective rating o f Mrs. A-4

C lie n t’s S ub jec tive  R a tin g  Score
P re -assessm en t 9
M id-assessm en t 7.5
P ost-assessm en t 6
1®' Follow - up 3
2"**̂  Follow - up 4
3 ’̂'* Follow - up 2,5
(N ote; The care giver did not attend the sessions.)

Prognostic criteria;

There were som e prognostic criteria, due to which som e changes in the client m ental 

health. Those w ere as follows-

1. The client w as com pliant, m otivated and co-operative to her therapy session; so 

that she attended regularly in the therapy session.

2. She was very m uch com m itted to the treatm ent process and practiced the skills 

she learnt from  the session to rcduce her sym ptom s.

3. A fter one m onth she cam e back to have follow-up session.

4. Her care giver, husband and her father w ere m ore co-operative.

5. The client lived far away from  hospital but she cam e tim e for session. For this 

reason it w as easy for the therapist to run the therapy sm oothly.
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Therapist’s comment:

M rs. A-4 w as referred by a psychiatrist private cham ber for providing CBT. She was 

extrem ely anxious and depressed during the initial sessions and it w as d ifficult for the 

researcher to stm cture the session at that time. Her assessm ent w as com pleted w ithin the 

first 4 sessions. She attended 19 sessions including three follow -up sessions and she was 

com plying the therapy by her own. She gave her infonned consent very w illingly and 

started participating in the session. She agreed with the researcher’s form ulation 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 learned 

in the session while facing any difficult situation relapse may occur. So, the long term 

prognosis depends on the c lien t’s internalization. The client cam c after long tim e for 

psychological m anagem ent, although she had referred early tim e by the psychiatrist. For 

this reason, her problem  increased and had a long term history. Her im provem ent also 

delayed for the sam e reason.

Responsible Psychiatrist’s comments:

At the last and follow-up session the responsible psychiatrist talked to Mrs. A-4. 

A ccording to the psychiatrist evaluation/ rem arks, on the entry o f  the session, she was 

very much obsessed along with the rituals. She was severely depressed also. N ow  the 

intensity o f  obsessive thoughts and rituals is m oderate to mild and still a bit depressed 

and anxious. Finally, the responsible psychiatrist reported 65-70%  as im provem ent rating 

feedback.

Case: A-5

Mr, A-5, 20 years old, unm arried, m uslim  m ale client from upper m iddle class status was 

referred from  psychiatry out-patient departm ent o f  DM CH. He was diagnosed as having 

OCD by referring agency and he was selected as a participant o f  the present study 

according to the inclusion criteria.
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Duration of the problems;

The client w as suffering from his problem s for five years and took m edicine for two 

years.

Current medicine status:

The c lien t’s current m edicine status is displayed in Table no-2 .5 .1 .

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

Nam e o f  mcdicine G ro u p  of m edicinc Dose
Clofranil Tri-cyclic Anti D epressant 25m g
Prodep SSRl 20m g

History of present illness;

The client was 20 years old and was an intelligent, high am bitious and good student from 

early age. H is parents had a dictatorship attitude. In childhood, he was over protected 

child. He had a religious m inded fam ily and he wanted to do everything in a right and 

perfect way. W hen he was a student o f  class ten, vice principal o f  his school gave fear 

every student o f  his class. He said that if  anyone who failed pre-test exam  will not be 

able to attended board exam. A t that lim e the client exam  was good and he had passed 

the exam with very high m arks but m axim um  students o f his class had failed that exam. 

But from  that tim e exam s phobia started in him due to lack o f  his conndence and low 

se lf esteem. H is recurrent intrusive thought started about has to face exams.

Family and Personal history;

Family history: According to the client, his parents were alive, aged 65 and 55 

respectively. H is father was a businessm an and m other was a house wife. Their 

educational level w as M. Ed and S.S.C. He had three elder sisters, aged 35, 28 and 23 

respectively and their educational levels were M S, M BA and BBA. His one sister was 

m arried and lived separately.

Birth history: T he client had no birth com plication.
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Schooling and education: The client was an intelligent, h igh am bitious 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 G olden A+, N ow  he was a 1®' year 

com puter science and engineering student o f  a private U niversity.

Past medical history: The client had appendicitis w hen he was student o f  class 

three. A fter appendicitis operation he took lot o f  medicine.

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

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

Family history of mental illness: The clien t’s grandfather had mental problem  but 

he did not take any psychiatric m edicine.

91

Dhaka University Institutional Repository



Formulation

From  the in-depth interview  and exploration o f  his thought it revealed that he was 
suffering from  obsessive com pulsive disorder. After obtain ing inform ation on different 
areas o f  c lien t’s problem , the therapist fom iulated his problem  on the basis o f  the 
follow ing cognitive case conceptualization diagram -

in tru s iv e  th o u g h ts , im ages, u rg e  d o u b ts
“ I m u s t  d o  the  w o r k  in certa in  n u m b e r  o f  t im e ,  i f  1 ca n  not  d o  that b ad  t h in g s  w i l l  h a p p e n ” ; 

“ A d v e r t i s e m e n t  an d  m u s i c  w a s  r u n n in g  a l o n g  m y  h ea d  all  the  t im e ” , “ 1 w i l l  fail  in m y  e x a m s ”

N e u tra liz in g  ac tions
I

A tten tio n  & reaso n in g  biases
S e l e c t i v e  n e g a t i v e  fo c u s ;  r e p e t i t iv e  t h o u g h t

M is in te rp re ta tio n s  o f sign ificance o f in tru s io n s
- R e s p o n s ib i l i t y  for a c t io n  

R e p e a t e d  b a th in g  b e c a u s e  o f  rep eated  tho u g h t ;  I h a v e  a  bad p r o b le m

Counterproductive safety  
strategies

T r y  to  s t o p  n e g a t i v e  th o u g h t

M ood  changes
A n x i o u s ;  d e p r e s s e d ;  p a lp i ta t ion

F igure-3 .5 : Problem  form ulation o f  the client using case conceptualization m odel for 
obsessive com pulsive d isorder developed by Salkovskis, Forrester and R ichards (1998).
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Most distressing thoughts list of the client:

M ost distressing thoughts hst o f  the client are displayed at Table no-2.5.2. 

Table no-2.5.2: Most distressing thoughts list of Mr. A-5

No. M ost d istress ing  th ough ts
1. I can not success my life
2. Lack o f  concentration very m uch
3. 1 m ust do the w ork for certain num bers, if  I can not do that bad things w ill happen
4. A dvertisem ent and music was running along m y head all the tim e

Intervention and result: 

Intervention goal:

In the initial three sessions and before the intervention started, assessm ent o f  the 

problem s and level o f  functioning o f  different areas were done. A fter assessing the 

problem s goals o f  intervention w ere set collaboratively with M r.A -5, w hich w ere as 

follows:

1. To rem ove his obsessional thoughts

2. To reduce physical sym ptom s

3. To reduce behavioural problem s

4. To increase problem  solving skills

. T . .  , V. .  4487 4 55. fo  reduce em otional disturbance 

Treatment plan:

A treatm ent plan was prepared for each o f  the problem s or sym ptom s by the therapist. 

On the basis o f  full consent o f the client, treatm ent strategies which were applied are 

given in Table no-2.5.3.

No. T re a tm e n t G oals T re a tm e n t tech n iq u es
1. To rem ove his obsessional 

thoughts
Thought stopping, habituation training, 
thought challenge, distraction, cognitive 
restructuring, dow nw ard arrow  technique, 
pros and cons

2. To reduce physical sym ptom s Relaxation, cognitive restructuring
3. To reduce behavioural problem s Relaxation, scheduling activities, m onitoring 

activities
4. To increase problem  solving skills Problem  solving skills , relaxation
5. To reduce em otional disturbance Problem  solving skills , psycho education, 

relaxation, m onitoring activities, graded task
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Intervention:

The following cognitive and behavioural techniques w ere used in the treatm ent o f  the 

client:

1. Enipathetic listening: The therapist listened em pathetically  to the distressful 

thoughts about the past o f  the client.

2. Psycho-education: Psycho-education was given to the client about his disorder 

(O C D ),Psycho-education is crucial in starting to generate a different way o f  m aking 

sense o f  the problem  and it was provided about the nature o f the therapy to socialize the 

client in the therapeutic  principles and process o f  CBT. A s a psycho-education; the 

present therapist provided definition o f  OCD, types/characteristics o f OCD, treatm ent 

and prognosis o f  OCD.

3. Relaxation: Relaxation technique was applied to reduce clien t’s anxiety sym ptom s. 

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

and anxiety related other symptom s.

4. Thought challenge: H e was helped to challenge his negative thoughts prim arily 

only through finding aUernative. The present therapist used Dysfunctional Thought 

Record Sheet (D TR ) for fighting client iuational, intrusive and unw anted negative 

thoughts. The client was asked to practice this technique as hom ew ork assignm ent and 

this technique helped him  to increase self-confidence.

5. Distraction: D istraction technique was used to reduce his m ost distressing 

thoughts. The client w as very m uch distressed about his life,

6. Habituation technique: This technique was used to reduce his unw anted 

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

using this technique.

7. Downward arrow technique: This teclinique was used for revealing the 

underlying ‘co re ’ m eaning o f  the negative interpretation o f  the client.

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

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

em otional disturbance the present therapist taught him about problem  solving skills.

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

A. Findings based on Interview and Observation:

Mr. A -5’s problem s in different areas (C ognitive, em otional, physiological, behavioural, 

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

Table no-2.5.4: Problem s m entioned in pre-assessm ent and reductiony im provem ent/ 

increase o f problem s found during mid, post and follow -up assessm ent.

Category Problem s found during  
Pre-assessment

Reduction/  
improvement/  
increase of the 

problem in 
M id­

assessment

Reduction/  
improvem ent/  
increase of the 

problem in 
Po.st- 

assessment

Reduction/  
improvem ent/  
increase o f  the 

problem in 
Follow-up  
assessment

Cognitive I m ust do m y work for 
certain  num ber o f time, if I 
can not do this bad thing will 
happen (80% )

Reduced up to 
50%

Reduced up to 
80%

Reduced up to 
95%

A dvertisem ent and music 
was running along my head 
all the tim e

Reduced up to 
55%

Reduced up to 
85%

Reduced up to 
100%

He felt lack o f  concentration 
(60% ) and his decision 
m aking capacity  was low and 
felt hopeless (50%)

Increased up to 
60%

Increased up to 
80%

Increased up to 
80%

Emotional He felt hopeless, sad, 
w orthless, distressed, 
restless, confused and 
vulnerable (50% ) and he had 
crying spell

Reduced up to 
50%

Reduced up to 
75%

Reduced up to 
85%

Physiological Palpitation (70% ), w eakness 
and headache

Reduced up to 
50%

Reduced up to 
80%

Reduced up to 
80%

Sleep d ifficuhies Reduced up to 
50%

Reduced up lo 
75%

Reduced up to 
80%

Lack o f  appetite Increased up to 
50%

Increased up to 
60%

Increased up to 
60%

Behavioural D ecreased activity level Increased up to 
50%

Increased up to 
80%

Increased up to 
85%

D oing certain  activities in a 
particular num ber o f tim es 
(70% )

R educed up to 
50%

Reduced up to 
80%

Reduced up to 
80%
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Social D ism pted  social interaction 
(40% )

Increased a 
little bit

Increased up to 
55%

Increased up to 
65%

D ecreased relationship with 
neighbors and relatives 
(50% )

Increased up to 
35%

Increased up to 
55%

Increased up to 
65%

Occupational R elationship with friends 
decreased significantly

Increased up to 
20%

Increased up to 
40%

Increased up to 
50%

His attention span, 
concentration and interest 
about class task reduced 
(70% )

Increased up to 
45%

Increased up to 
65%

Increased up to 
85%

Obsei-vation The clicnt cam e with a 
religious dress up and his 
appearance and behaviour 
appeared to be culturally 
appropriate

C am e...................
. appropriate

C am e...................
. appropriate

C am e...................
. appropriate

His sufferings seem ed to 
reflect in the first assessm ent 
session

Less than 
before

N orm al and 
sm iley

He had m inim um  eye contact Norm al Norm al N orm al
His body posture and body 
m ovem ent was quite normal

Norm al N orm al Norm al

His am ount o f  speeches were 
norm al

Norm al N onnal Norm al

His m ood was sad Low Fresh F’resh

B. Objective rating of Mr. A-5:

Scores o f  AS, DS and D U OCS are displayed at Table no-2,5.5.

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

Anxiety Score D epression  S core OCD Score
Pre-assessment 55 (M oderate) 78 (M inim al) 43 (Severe)
M id-assessment 38 (M ild) 60 (M inim al) 28 (M oderate)
Post-asscssment 18 (M ild) 38 (M inim al) 17 (Cut o ff score)

l"  Follow- up 16 (M ild) 34 (M inim al) 08 (Below  cut o ff 
score)

2"'’ Follow- up 0 30 (M inim al) 02 (Below  cut o ff  
score)

3'̂ *’ Follow- up 10 (M ild) 34 (M inim al) 02 (Below  cut o ff  
score)
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C. Subjective rating of Mr. A-5:

Ratings o f  the verbal scale are displayed at Table no-2.5.6.

Table no-2.5.6: General trend of subjective rating o f Mr. A-5

Client’s Subjective Rating Score
Pre-assessment 7
M id-assessm ent 3
Post-assessment 2
1** Follow- up i.5
2"*“ Follow- up 0
3'̂ “ Follow- up 1
(N ote: The care giver did not attend the sessions,)

Prognostic criteria:

There were som e prognostic criteria, due to which some changes were found in the client 

mental health. T hose were as follow s-

1. The client was highly com pliant, m otivated, co-operative and psychological 

m inded to his therapy session; he attended regularly in the therapy session.

2. He was very much devoted to the treatm ent process and practiced the skills he 

learnt from  the session to reduce his symptoms.

3. A fter one m onth  he cam e back to have follow-up session.

4. The duty psychiatrist referred the client from out door im m ediately w hen he did 

not fm d any result o f  m edicine.

Therapist’s comment:

The client term inated the session after attending 13 sessions and he was anxious during 

the pre-assessm ent sessions. He was com plying the therapy by his own and he gave his 

inform ed consent very willingly and started participating in the session. He agreed w ith 

the researcher’s form ulation and provided feedback. After total 13 sessions, his anxiety, 

depression and O CD  score was low. His short term prognosis is good but i f  he does not 

practice the techniques learned in the session while facing any difficult situation relapse 

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

A t the last and follow -up session the responsible psychiatrist talked with the client. 

A ccording to the responsible psychiatrist evaluation/ rem arks, he is alright and has full 

control over his m ind. There is no unw anted thinking with was prevailing in the past. 

The patient was em otionally stable and can resum e his daily activities norm ally. Finally, 

the responsible psychiatrist reported 90% as im provem ent rating feedback.

Case: A-6

M r.A '6 , 21 years old, unm arried, m uslim  m ale client from  low er m iddle class status was 

referred from  psychiatry out-patient departm ent o f  DM CIL Pie was diagnosed as having 

OCD by referring agency and he was selected as a participant o f  the present study 

according to the inclusion criteria.

Duration of the problem:

The client was suffering from his problem s for seven years and look m edicine for six 

years.

Current medicine status:

The client’s current m edicine status is displayed in Table no-2 ,6 .1 .

Table no-2.6.1: Current medicine status o f Mr, A-6

Name o f  M edicine Group of medicine Dose
Oleanz Atypical Anti Psychotics lOmg

A m afranil TCA 2 5 m g
A m it/A niilin TCA 2 5 m g

Prodep SSRI 20m g
Lozicum Hypnotic Im g

History of present illness;

The client w as 21 years old. hi 2003, he was reading in class nine and at that tim e 

suddenly he was thinking that he was going thin and his body colour was turning into 

black. He had jaund ice  at that tim e and one village doctor prescribes him  to taking 

enough w ater and co ld  food. To reduce this problem  he was bathing into a pond and 

dive 200 tim es a t a  tim e. W hen he was finishing his bathing, he w as feeling headache in 

the left side and feeling hot flushes in the head. His m axim um  problem s were developed
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at that time. But at that tim e his food habit was norm al. The clicnt was irritated nature 

from  early age. So that his m ood was always low and his was behaviour was destructive 

in nature. One day his m other and his brother in law m ade quarrel and at that tim e his 

test exam  w as near. He said them  do not m ake quarrel but his father m isbehaves with 

him. His father said him  that he has m any problem s and he will not recover forever. The 

clicnt had a bad experience about his fam ily from early age. He had a religious family 

background and his father was very much conservative. He did not like quarrel and 

alw ays avoid quarrel, gathering and fighting but his fam ily m em bers w ere alw ays made 

quarrel. For the above reason the client problem s started.

Family and Personal history:

Family history; A ccording to the client, his parents, aged 65 and 56 were still alive. 

His m other was a house wife and her educational level was class four and his father was 

a fanner and his educational level was class five. He 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 o f  his brothers were eight pass and 

another one’s educational level w'as class five.

Birth history: The client had no birth com plication.

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 problem s from early age. 

He could not w ake up in the early m orning.

Occupational history; The client was an electrician. He has been w orking in a shop 

as an electrician but he did not get any salary in this job  because o f  the shop belonged to 

his sister in law.

Past medical history: For this problem  he took m edicine six years ago. He had 

jaundice and now  he is cured by treatm ent.

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

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

problem s.

Family history of mental illness: There was no fam ily h istory o f  m ental illness.
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Formulation

From  the in-depth interview  and exploration o f his thought it revealed that he was 
suffering from  obsessive com pulsivc disorder. After obtaining inform ation on different 
areas o f  c lien t’s problem , the therapist form ulated his problem  on the basis o f the 
follow ing cognitive case conceptualization diagram -

F igure-3 .6 : Problem  form ulation o f  the client using case conceptualization m odel for 
obsessive com pulsive disorder developed by Salkovskis, Forrester and R ichards (1998).
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Most distressing thoughts list of the client:

M ost distressing thoughts list o f  the client are displayed at Table no-2.6.2. 

Table no-2.6.2; Most distressing thoughts list o f  Mr. A-6

No. M ost d istressing  th o u g h ts
1. I have no satisfaction when sleeping
2. 1 have no brain
3. I have a skin disease due to using soap

Intervention and result: 

Intervention goal:

In the initial three assessm ent sessions and before the intervention started, assessm ent o f  

the problem s and level o f functioning o f  different areas were done. A fter assessing the 

problem s goals o f  intervention w ere set collaboratively with M r.A -6, which w ere as 

follows:

1. To ventilate the suppressed feelings

2. To rem ove his obsessional thoughts

3. To regain his daily activities and confidence

1. To reduce physical sym ptom s

2. To reduce behavioural problem s

3. To reduce sleep difficulties

4. To reduce em otional disturbance

5. To increase com m unication skill

Treatment plan;

A treatm ent plan w as prepared for each o f  the problem s or sym ptom s by the therapist. 

On the basis o f  full consent o f  the client, treatm ent strategies w hich were applied are 

given in Table no-2.6.3.

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

No. Treatm ent Goals Treatment techniques
1. To ventilate the suppressed feelings Psycho-education, em pathetic listening, 

breathing relaxation
2. To rem ove his obsessional thoughts H abituation training, thought 

challenge, distraction, dow nw ard arrow
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To regain his daily activities and 
confidence

technique_____________________________
Scheduling activities, m onitoring 
activities

JL
5.

To reduce physical sym ptom s R elaxation
To reduce behavioural problem s R elaxation, exposure and response 

prevention, analogical evidence,
m odeling, habituation training,
m onitoring activities__________________

A
7.

To reduce sleep difficulties Relaxation, distraction
To reduce em otional disturbance Problem solving skills , cognitive 

restructuring, psycho education, 
relaxation, m onitoring activities, 
graded task___________________________

8 . To increase com m unication skill Social skill training, relaxation

Intervention:

The follow ing cognitive and behavioural techniques w ere used in the treatm ent o f  the 

client:

1. Empathetic listening: The therapist listened em pathetically  about the past 

distressful thoughts o f the client. The empathetic therapeutic atm osphere helped him  to 

release his pent-up emotion.

2. PsychO'cducation; Psycho-education was given the client about his disorder 

(O C D ).Psycho-education is crucial in starting to generate a different way o f  m aking 

sense o f  the problem  and it was provided about the nature o f  the therapy to socialize the 

client in the therapeutic principles and process o f  CBT. As a psycho-education; the 

present therapist provided definition o f  OCD, types/characteristics o f  OCD, treatm ent 

and prognosis o f  OCD.

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

dysftm ctional thinking pattern. It also helped the client evaluate the m eaning o f  his 

thoughts from an objective perspective and with great re lie f  he realized for the first tim e 

that he was not responsible for having the intrusive thoughts.

4. Relaxation: R elaxation technique was applied to reduce c lien t’s anxiety sym ptom s. 

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

and anxiety related  other sym ptom s.
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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 D ysfunctional Thought Record Sheet (DTR) for fighting 

client irrational, intrusive and unwanted negative thoughts. Tlie client was asked to 

practice this teclm ique as hom ew ork assignm ent and this technique helped him  to 

increase self-confidence and self-esteem .

6. Distraction: D istraction technique was used to reduce his m ost distressing 

thoughts. The client w as very m uch distress about his life.

7. Downward arrow technique: To reveal his underlying m ore ‘core’ m eaning o f 

the negative interpretation and expose a more fundam ental underlying assum ption, this 

technique w as used.

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

and these records can increase activity levels o f the client.

Pre, mid and post- assessment result of the problems

A. Findings based on Interview and Observation:

Mr. A -6’s problem s in different areas (Cognitive, em otional, physiological, behavioural, 

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

Table no-2.6.4: Problem s m entioned in pre-assessm ent and reduction/im provem eniy 

increase o f  problem s found during mid and post-assessm ent.

Categor>' Problems found during Prc-assessrncnt Reduction/ 
improvem ent/  
increase of the 

problem in 
M id­

assessment

Reduction/ 
im provem ent/  
increase o f  the  

problem in 
Post- 

asscssment

Cognitive I have no rest and satisfaction in my brain N ot reduced 
significantly

N ot reduced 
significantly

I have no brain, this d isease will be running life 
long

R educed up to 
15%

R educed up to 
30%

I have a skin disease due to use o f  soap, I will die 
soon

Reduced up to 
50%

R educed up to 
40%

N obody understands his pain and his life is 
m eaningless, finished and his future is dark.

Reduced up to 
25%

Reduced up to 
50%

He felt lack o f  concentration, difficulty in m aking Increased a Increased up to
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decision and low se lf esteem little bit 30%
He had a suicidal ideation but he did not attem pt 
to suicide

Reduced R educed up to 
100%

E m otiona l He felt fear, hopeless, sad, w orthless, distressed, 
restless, guilt feeling, iiTitated, confused and 
vulnerable

Reduced up to 
40%

Reduced up to 
40%

Physiological Jerking all over the body, palpitation, sw eating 
and sleep difficulties very much

Reduced up to 
30%

R educed up to 
40%

Low appetite Increased a 
little bit

Increased up to 
50%

Dryness o f  throat Reduced up to 
40%

Reduccd up to 
45%

H eadache (Left side) N ot reduccd Reduccd a little 
bit

Hot and pain in abdom en and dehydrations 
problem

Reduced up to 
20%

Reduced up to 
40%

Felt w eakness in leg Reduced up to 
60%

Reduced up to 
60%

Loss o f  energy Increased a 
little bit

Increased up to 
40%

R ehav iou ra l A ctivity level decreased Increased a 
little bit

Increased a 
little bit

W ithdraw al from social activity and non assertive W ithdraw  from 
social activity 
now  days and 
he had 
assertiveness 
problem s also

W ithdraw  from  
social activity 
now  days and 
he had 
assertiveness 
problem s also

Repeated show ering or bathing due lo hot Hushes N ot reduced Reduced up to 
20%

Checking locks over and over, preoccupation 
with sym m etry, exactness or order and doing 
certain activities in a particular num ber o f tim es

Reduced up to 
10%

Reduced up to 
30%

Social D isrupted social interaction N ot increased 
significantly

Increased up to 
20%

D ecreased relationship with neighbors, relatives, 
family m em bers, custom ers and friends

Increased a 
little bit

Increased up to 
20%

O ccu p a tio n a l Poor business perform ance and decreased 
relationship w ith colleagues

Increased a 
little bit

Increased a 
little b it

Lack o f  concentration about business task, 
decreased level o f  interest, reduced attention span 
and body strength

N ot im proved Increased a 
little bit

O b serv a tio n The client cam e w ith a dirty cloth but his 
appearance and behaviour appeared to be 
culturally appropriate

Cam e
............... apD

Cam e

ropriate appropriate
In the first assessm ent session seemed to reflect 
his sufferings, very m uch anxious and depressed 
and w ants im m ediate solution for his problem

Less than 
before

Less than 
before
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H e could not m ake eye contact norm ally and he 
w as looking very sad

Norm al Norm al

His body posture was normal but body m ovem ent 
w as restless w hich expressed his anxiety

N orm al Norm al

His am ount o f  speech was very little, m ost o f the 
answ er he gave by one or two words

Q uite norm al N orm al

H is m ood was low and he felt restlessness Low and 
restlessness

Low and 
restlessness

B. Objective rating of Mr. A-6:

Scores o f  AS, DS and D U O C S are displayed at Table no-2.6,5.

Table no-2.6.5; General trend o f  objective score o f Mr. A-6

P re-assessm en t
jM id-assessm eiit
P ost-assessm cn t

Anxiety Score
84 (Profound)

69 (Severe)
67(Severe)

D epression  Score
123 (M oderate)

114 (M ild)
] 15 (M oderate)

O C D  S core
64 (Profound)
50 (Profound)
50 (Profound)

C. Subjective rating of Mr. A-6:

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

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

C lie n t’s S ub jective  R a tin g  Score
P re -a ssessm en t 9
M id -assessm en t 7
P ost-assessm en t 6
(N ote: The care giver did not attend the sessions.)

Prognostic criteria:

There w ere som e prognostic criteria, due to which som e changes occurred in the c lien t’s 

m ental health. Those w'ere as follows-

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

cam e in tim e for session

2. A lthough he had acute financial crisis but he continued 11 session

3. Som e behavioural change was also observed by the therapist later in the session

4. He practiced the skills he learnt from  the session to reduce his sym ptom s

5. The duty psychiatrist referred the client from out door im m ediately w hen he did 

not fm d any result o f  m edicine.
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Therapist’s comment:

The client was non-com pliant and his m otivation level w as low  and he term inated the 

session after attending 11 sessions. He was not co-operative to his therapy session. He 

was not devoted to the treatm ent process and he was anxious and depressed during the 

pre-assessm ent sessions but he gave his inform ed consent w illingly and started 

participating in the session. H e agreed with the researcher’s form ulation and provided 

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

Case: A-7

M iss,A-7, 20 years old, unm arried, muslim  female client from m iddle class status was 

referred from psychiatry in-patient (W ard no-37, Bed no-04) departm ent o f DM CH. He 

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

o f  the present study according to the inclusion criteria.

Duration of the problem:

The client was suffering from her problem s for 5 years and took m edicine for 5 years. 

Current medicine status:

The clien t’s current m edicine status is displayed in Table n o -2 .7 .1.

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

N am e of M edicine G ro u p  of M edicinc Dose
hij. Clopixol Depot Long A cting Anti Psychotic 200m g

Perkinil Anti Parkinson’s drugs 5mg
Relafin SSRI 50m g

Sedil Benzodiazepine 5m g
Lopez A typical Anti Psychotic lOmg
Gepin Ranitidine ( Anti ulcerant) 150mg

Indever Anxiolytic lOmg
Laxxena Laxative

Vitam in B Com plex 1 PC

History of present illness:

From  early age, the client was aggressive nature and she did not like to m ix w ith other 

people, relatives, neighbors and friends. She had preferred to live alone. She was the 

only daughter o f  her parents and they love her very m uch but in childhood, the client

106

Dhaka University Institutional Repository



com plains that she was not caring child. She did not prefer to read and go to school from 

early age. I le r  school perform ance was not satisfactory. But when she was a student o f  

class-V III, suddenly her m other felt sick. Due to her sickness the client father’s adm itted 

her m other in a hospital and her m other diagnosed as a cancer patient and this type o f  

news was very unfortunate for the client. A fter that news she felt very sick and her all 

problem s started. She m entioned that her father was very m uch careless about her 

m other’s treatm ent and their relationships were not good. They alw ays quarrel w ith each 

other. Due to lack o f  treatm ent and her father’s irresponsible behaviours, her m other 

died. For this reason, she did not forgive her father. She alw ays com plained about her 

father’s attitude. She added that her father did not love her and he alw ays loves his sisters 

and their fam ily m em bers.

Family and Personal history:

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

m other died 6 years ago. H er m other was a G ovenim enl scrvice holder and her 

educational level w as class three. Her father was also a G overnm ent service holder and 

his educational level was S.S.C, The client was the only daughter o f  her parents.

Birth histoiy: The client was a seizure baby but she had no birth com plication.

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 

problem s from  early  age.

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

Relationship among family members: Relationship am ong fam ily m em bers was 

not good. She had no relationships w ith her relatives because o f  her problem s.

Family history of mental illness: There was no fam ily history o f  m ental illness.
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Formulation

From  the in-depth interview  and exploration o f  her thought it revealed that she w as 
suffering from  obsessive com pulsive disorder. A fter obtaining inform ation on different 
areas o f client’s problem , the therapist fom iulated her problem  on the basis o f  the 
following cognitive case conceptualization diagram-

E a r l y  E x p e r i e n c e s

P e r so n a l i ty  traits; h a v i n g  in tr u s iv e  th o u g h t s  w ith  s o c i a l l y  u n d e s ir a b le  c o n te n t ;  m o t h e r ’s death;  

f a th e r ’s  c a r e l e s s n e s s  a b o u l  her m o t h e r ’s t r e a tm e n t

Early experiences
A c t iv a t io n

C r i t i c a l  i n c i d e n t s  

M o t h e r ’s s i c k n e s s  an d  su d d e n  death

A ssu

F a th e r  d id  n o t lo v e  m e  a n d  he lo v es  m y  s is te rs  an d  th e ir  fa

n ip l io n s ,  g e n e r a l  b e lie fs

m ily  m e m b e rs ; 1 am  g o in g  to  d ie ; i f  1 w ill re c o v e r  from  m y  illn ess , m y  fa th e rs  

w ill be rem a rr ia g e

In tru s iv e  th o u g h ts , im ages, u rge  d o u b ts
U rge to  c o l lc c l u se le ss  ti lin g s ; p re o c c u p a tio n  w ith  sy m m e try , CN aclness and o rd e r , e .'icc ss ive  c o n c e rn  w ith  a l ig n in g  p a p e rs , b o o k s , 
c lo th s , bag, (oy.s, s liow  p ic ie s ,  h o u s e h o ld  m a te r ia ls  and  o th e r  item s a cc rta in  p e rfcc i w ay; p re o c c u p a tio n  an d  e x c e ss iv e , illo g ica l 

fea r o f  h a rm in g  se lf , h a rm in g  fa th e rs ; d o in g  s o m e ih in g  e m b a rra s s in g : vsorry a b o u t lo s in g  th m g s; w o rry  a b o u t  fa th e r 's

Neutralizing actions
A t te n d in g  to  r i tu a l i s t ic  b e h a v io u r

Attention & rca.soning biases
S e l e c t i v e  n e e a t i v e  f o c u s ,  tu n n e l  v i s io n

M is in te rp re ta tio n s  o f sign ificance o f  in tru s io n s
- R e s p o n s ib i l i t y  for a c t io n  

1 h a v e  a bad  hab it;  1 a in  g o i n g  to  d ie  an d  n o b o d y  u n d e r s ta n d s  m y  p a in  an d  did n o t  lo v e  m e

Counterproductive safety M ood changes
strategies Mot t e m p e r e d ,  fear ,  h o p e l e s s ,  sad ,  w o r th le s s ,

T r y in g  to  s to p  th o u g h t s d is t r e s se d ,  r e s t l e s s ,  irritated, c o n f u s e d

F igure-3 .7 : Problem  form ulation o f  the client using case conceptualization  m odel for 
obsessive com pulsive disorder developed by Salkovskis, Forrester and R ichards (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 o f  Miss. A-7

No. Most distressing thoughts
1. Father did not love me and he loves tny sisters and other fam ily m em bers
2. I will die
3. I f  I recover from  my illness, my father will m arry again
4. Doing certain activities in a particular num ber o f  tim es, i f  I can not do, bad

things will happen

Intervention and result: 

Intervention goal:

In the initial three assessm ent sessions and before the intervention started, assessm ent o f 

the problem s and level o f  functioning o f different areas w ere done. A fter assessing the 

problem s goals o f intervention were set collaboratively w ith M iss,A -7, which were as 

follows:

1. To ventilate the suppressed feelings

2. To rem ove her obsessional thoughts

3. To rcduce physical sym ptom s

4. To rcduce behavioural problem s

5. To reduce sleep difficulties

6. To reduce em otional disturbance

7. To increase concentration on study

8. To increase social interaction

Treatment plan:

A treatm ent plan w as prepared for each o f  the problem s or sym ptom s by the therapist. 

On the basis o f  full consent o f  the client, treatm ent strategies w hich w ere applied are 

given in Table no-2,7.3.

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

No. Treatm ent Goals Treatm ent techniques
1. To ventilate the suppressed feelings Psycho-education, em pathetic listening, 

breathing relaxation
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To rem ove her obsessional thoughts H abituation train ing, thought 
challenge, distraction, downw ard arrow 
technique_____________________________

4.
To reduce physical sym ptom s Relaxation
To reduce behavioural problem s R elaxation, exposure and response 

prevention, analogical evidence,
m odeling, habituation  training,
m onitoring activities

T .

To reduce sleep difficulties Relaxation, distraction, 
control, sleep hygiene

stim ulus

7.
8.

To reduce em otional disturbance Problem  solving skills , cognitive 
restructuring, psycho education, 
relaxation, m onitoring activities,_____

To increase concentration on study Relaxation, Problem  solving skills
To increase social interaction Assertiveness training, relaxation

Intervention:

The follow ing cognitive and behavioural techniques were used in the treatm ent o f  the 

client:

1. Empathetic listening: The therapist heard all her problem s w ith full attention and 

reflection. The em pathetic therapeutic atm osphere helped her to release her pent-up 

em otion.

2. Psycho-education: Psycho-education was given to the clicnt about her disorder 

(O C D ).Psycho-education is crucial in starting to generate a different way o f  m aking 

sense o f  the problem  and it was provided about the nature o f  the therapy to socialize the 

client in the thcrapcutic principles and process o f CBT. As a psycho-education; the 

present therapist provided definition o f  OCD, types/characteristics o f  O CD , treatm ent 

and prognosis o f  OCD.

3. Relaxation: Relaxation technique was applied to reduce clicnt anxiety sym ptom s. 

Breathing and im aginal relaxation has practiced in the session by m odeling and was 

suggested to practice regularly for release o f  her tension; stress and anxiety related other 

symptom s.

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

alternatively as negative autom atic thoughts. The present therapist used D ysfunctional 

Thought Record Sheet (D'FR) for fighting client irrational, intrusive and unwanted
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negative thoughts. The client was asked to practice this techiiique as hom ew ork 

assignm ent and this teclm ique helped her to increase self-confidence and self-esteem .

5. Distraction: D istraction technique was used to reduce her m ost distressing 

thoughts. The client w as very m uch distressed about her life.

6. Exposure with response prevention (ERP): ERP was adm inistered for the 

client to provoke the com pulsive urge and to refrain from engaging in her usual 

com pulsive behaviour. Before starting the ERP session, the present therapist explained 

the rationale and the client agreed for imaginal exposure first, M odeling was done by the 

therapist before the client practiced ERP and the therapist asked to practice ERP for the 

client as a hom ew ork assignm ent,

7. Habituation technique: This technique was used to reduce her unw anted 

recurrent intrusive thoughts and the client practiced. She fell com fort for using this 

technique.

8. Downward arrow technique: This technique was used for revealing the 

underlying ‘co re’ m eaning o f  the negative interpretation o f  the client.

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

and these records can increase activity levels o f the client,

10. Assertiveness training: To im prove 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 stim ulus control and sleep hygiene. The goal o f stim ulus 

control is to re-associate the bed and bedroom with successful sleep attem pts. Stim ulus 

control achieves this by curtailing sleep-incom patiblc activities in the bed and bedroom  

and by establishing a consistent sleep-w ake schedule. In practice, the therapist said the 

client to go to bed only w hen sleepy, establish a standard w'ake-up tim e, get out o f  bed 

w henever awake for m ore than 15-20 m inutes, avoid reading, w atching TV, eating, 

worrying and other sleep-incom patible behaviours in the bed and bedroom , elim inate 

caffeine and other stim ulants, refrain from  daytim e napping, ensure an adequate sleep 

environm ent.
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12. Analogical evidence; This technique w as used for helping the client change her 

dysfunctional th inking pattern. It also helped the client evaluate the m eaning o f her 

thoughts from  an objective perspective and w ith great re lief she realized for the first tim e 

that she was not responsible for having the intrusive thouglits.

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

A. Findings based on Interview and Observation:

M iss. A -7’s problem s in different areas (Cognitive, em otional, physiological, 

behavioural, social and occupational) are presented in Table no-2.7.4.

T ab le  no-2.7.4: Problem s m entioned in pre-assessm ent and reduction/im provem ent/ 

increase o f  problem s found during m id, post and follow -up assessm ent.

C atcgo rj' P ro b le m s fo u n d  d u r in g  P re ­
assessm en t

R ed u c tio n / 
im p ro v em en t/ 
increase  o f the 

p rob lem  in 
M id- 

iissessnicnt

R e d u c tio n / 
im p ro v e m e n t/ 
in c re ase  o f the 

p ro b lem  in 
P o st­

assessm en t

R e d u c tio n / 
im p ro v e m e n t/ 
in crease  o f the  

p ro b lem  in 
Fo llow -up  
assessm ent

C ognitive Urge to collect useless things 
(100% )

Reduced up to 
40%

Reduced up to 
65%

Reduced up to 
75%

Preoccupation with sym m etry, 
exactness and order; excessive 
concern w ith aligning papers, 
books, cloths, bag, toys, show 
pieces, household m aterials 
and other item s a certain 
perfect w ay (100% )

Reduced up to 
20%

R educed up to 
60%

Reduced up to 
90%

Preoccupation and excessive, 
illogical fear o f  harm ing self, 
harm ing fathers (90% )

Reduced up to 
50%

R educed up to 
80%

Reduced up to 
100%

D oing som ething 
em barrassing (90% ); worry 
about losing things and worry 
about father’s rem arriage 
(100% )

N ot reduced R educed up to 
80%

Reduced up to 
90%

Life is m eaningless and future 
is dark (100% )

Reduced up to 
10%

R educed up to 
50%

Reduced up to 
65%

She felt lack o f  concentration, 
difficulty in m aking decision 
and low  se lf esteem  (90% )

Increased up to 
10%

Increased a 
little bit

Increased up to 
50%

She alw ays thought that she is 
going to die and she has also 
fear to die (80%)

Reduced up to 
40%

R educed up to 
80%

Reduced up to 
90%
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Emotional She felt hot tem pered, fear, 
hopeless, sad, w orthless, 
distressed, restless, irritated, 
confused and vulnerable 
(90% )

Reduced up to 
20%

Reduced up to 
60%

Reduced up to 
80%

Physiological B urning sensation and hot 
flushes all over the body 
(100% )

N ot decreased D ecreased up to 
50%

D ecreased up to 
80%

Palpitation, sw eating and sleep 
difficulties (90% )

Reduced up to 
10%

Rcduced up to 
40%

Reduced up to 
70%

Low  appetite Increased up to 
45%

Increased up to 
85%

Increased up to 
85%

D ryness o f  throat Reduced up to 
30%

Reduccd up to 
50%

Rcduced up to 
60%

H eadache (90% ) Reduced up to 
10%

Reduced up to 
55%

Reduced up to 
75%

W eakness N ot reduced Rcduced up to 
50%

Reduced up to 
60%

Loss o f  energy (90%) N ot improved Increased a 
little bit

Increased up to 
50%

Behavioural Excessive, illogical and 
uncontrollable w ashing 
household m aterials, often 
perform ed in a ritualistic way 
(100% ) but she can not 
bathing through a m onth; she 
cleans objects and household 
items by using with special 
cleansers and cleaning 
techniques (100%)

N ot reduced R educed up to 
50%

Reduced up to 
80%

She avoidances objects which 
are considered contam inated 
(100% )

Reduced up to 
20%

Reduced up to 
50%

Reduced up to 
70%

She checks over and over 
physical surroundings such as 
locks, stoves and w indow s 
(100% ); she does certain 
activities in a particular 
num ber o f  tim es (100% )

Reduccd up to 
30%

Reduced up to
70%

Reduced up to 
70%

Her activity level decreased 
(100% )

N ot increased 
significantly

Increased a 
little bit

Increased up to 
45%

She w ithdraw  from  social 
activity (100% )

W ithdraw from 
social activity 
now  days

W ithdraw  from  
social activity 
now  a day

Increased now  a 
day

She had assertiveness 
problem s (100% ) and she 
crying spell (90%)

N ot rem oved Reduced up to
20%

Reduced up to 
35%

Social D isrupted social interaction. Increased a Increased up to Increased up to

113

Dhaka University Institutional Repository



decreased relationship with 
neighbors, relatives, fathers 
and friends (100% )

little bit 40% 55%

She alw ays annoyed with her 
fathers (90% )

A nnoyed w'ith 
her fathers 
(50%)

Annoyed with 
her fathers 
(10%)

Reduced

Occupational Poor perform ance about study 
(100% ) and lack o f  
concentration about study

N ot increased Increased up to 
20%

Increased up to 
50%

D ecreased relationship with 
class m ates and teachers 
(100% )

Not increased Increased a 
little bit

Increased up to
50%

R educed attention span and 
body strength  (100% ) and loss 
o f  m em ory (95%)

Increased up to 
20%

Increased up to 
30%

Increased up to 
65%

Obscfvation The client cam e witli a dirty 
dress up w ith her fathei' and 
her appearance and behaviour 
appeared to be culturally 
appropriate

C am e..................

appropriate

C am e..................

appropriate appropriate

In the first assessm ent session 
seem ed to reflect her 
sufferings, very much anxious 
and depressed

Less than 
before

Less than 
before

Less than before

She could not m ake eye 
contact norm ally and she was 
looking very sad and anxious

Quite normal N orm al Norm al

H er body posture and 
m ovem ent was restless which 
expressed her anxiety and 
tiredness about her life

Norm al Norm al Norm al

She could not speak clearly. 
She had a stuttering problem  
and her am ount o f  speech was 
very little which indicates that 
she was very m uch depressed

Not im proved Not improved N ot im proved

Her m ood w as low and she felt 
restlessness

Low and 
restlessness

Better than 
before

Better than 
before

B. Objective rating of Miss. A-7:

Scores o f  AS, DS and D U O C S are displayed at Table no-2.7.5.

Table no-2.7.5: General trend o f  objective score o f  Miss. A-7

Anxiety Score Depression Score O CD Score
Pre-assessment 101 (Profound) 125 (Severe) 48 (Severe)
Mid-assessment 82 (Profound) 114 (M ild) 41 (Severe)
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P ost-assessm en t 69 (Severe) 80 (M inim al) 23 (M ild)
1®* Foliow - up 56 (M oderate) 62 (M inim al) 20 (M ild)
2"“ Follow - up 42 (M ild) 48 (M inim al) 14 (Below  cut o ff  

score)
3'̂ '̂  Follow - up 32 (M ild) 36 (M inim al) 08 (Below  cut o ff  

score)

C. Subjective rating of Miss. A-7;

Ratings o f  the verbal scale are displayed at Table no-2,7.6.

Tabic no-2.7.6; General trend o f subjcclive rating o f  Miss. A-7

C lie n t’s S ub jective  R a tin g  
Scorc

C iire  g iv e r’s S ub jec tive  R a tin g  
Score

P re -assessm en t
M id -assessm en t
P ost-assessm en t

Follow - up
2" Follow - u p
3 ^  Follow - up
(N ote: The care giver did not attend the mid, 1̂ ‘ and 2" follow-up sessions.)

Prognostic criteria;

There were som e prognostic criteria, due to which som e changes in the client mental 

health. Those were as follows-

1. The client w as com pliant, m otivated and co-operative to her therapy session; so 

that she attended regularly in the therapy session.

2. She was veiy  m uch com m itted to the treatm ent process and practiced the skills 

she learnt from  the session to reduce her symptoms.

3. A fter one m onth  she cam e back to have follow-up session.

4. Her care giver was m ore co-operative.

Therapist’s comment:

M iss. A-7 was extrem ely anxious and depressed during the initial sessions and it was 

difficult for the researcher to structure the session at that tim e. H er assessm ent was 

com pleted w ithin the first 4 sessions, She attends 17 sessions including three follow-up 

sessions and she w as com plying the therapy by her own. She gave her inform ed consent
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very w illingly and started participating in the session. She agreed with the researcher’s 

fonnulation  and provided feedback. A fter total 17 sessions, her anxiety, depression and 

OCD score w as low. Her short term  prognosis is good but i f  she does not practice the 

techniques learned in the session while facing any difficuh situation relapse m ay occur. 

So, the long term  prognosis depends on the c lien t’s internalization.

Responsible Psychiatrist’s comments:

At the last and follow -up session the responsible psychiatrist talked to M iss. A-7. 

A ccording to the psychiatrist evaluation/ rem arks, on starting o f  the session, she was 

severely obsessed w ith intrusive rituals. N ow , she is m uch better and stable regarding her 

em otional status, rum inations and rituals has become m ild in intensively. Finally, the 

responsible psychiatrist reported 65-70%  as im provem ent rating feedback.

Group-B (Control Group)

Case: B-1
(
Mr. B-1, 38 years old, unm arried, m uslim  male chent from low er m iddle class status was 

referred from psychiatry out-patient departm ent o f  DM CH. He w as diagnosed as having 

OCD by referring agency and he was selected as a participant o f  the present study 

according to the inclusion criteria.

Duration of the problems:

The client was suffering from his problem s for eighteen years.

Current medicine status; The c lien t’s current m cdicine status is displayed in Table 

no-2.8T .

Table no-2.8.1: Cuijent medicine status of Mr. B-1

Nam e of medicine Group of medicinc Dose
Clofranil TCA 25mg
Citapram SSRI lOmg
Sizodon Atypical Anti Psychotics 4mg
Perkinii Anti Parkinson’s drugs 5mg
Zolium 0.5mg
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History of present illness:

The client was no t a  good student from  the very early age. In 1998, his problem s were 

started due to h is four tim es failure in H.S.C exam. From  early age the client noticed that 

his fam ily m em bers were not supportive to him. l ie  had a conllicting  and distorted 

fam ily from  the very beginning. He seeked help from lier elder sister for m athem atics but 

she refused and becam e very angry with him  and looked at him  furiously. As a result the 

c lien t’s feelings w ere fear and anger. I 'he  client reported that day ’s scenery was 

m em orable for him; he could not forget that scenery. For that reason, his anxiety 

sym ptom s developed gradually. His fear feelings were also about table and chair. He 

thought that table and chair will beat him. He was always afraid o f  his fam ily m em bers, 

especially his younger sister. Once, one o f  his uncles cam e to his house but he did not 

love the client. At that tim e his uncle and his two sisters beat him  w ith a scale without 

any reason. The client added that they always laughed at him. He m entioned that nobody 

m ixed with him  and he had no friend from early age, I ’he client suffered from  a chronic 

dehydrations problem  when he was nine m onths old. As a result he thought that he had 

no brain in his head and an im portant material was gone from his head due to 

dehydrations. Besides before his H .S.C  exam  a road accident occurred and he was fallen 

under a tam pu car. Due to the accident, he was adm itted in a Hospital in Dhaka city and 

his w ashing rituals started after two m onths treatm ent. Furtherm ore, his physical 

problem s developed gradually. For his m ental disorder he could not continue his job. In 

2002, his father died and he felt very pressure from his distorted fam ily m em bers after 

his father’s death. His problem s developed rapidly at that time.

Family and Personal history:

Family history: A ccording to the client, his father died in 2002, aged 60 and he was a 

banker and his educational level was H .S.C. His m other was still alive, aged 53 and she 

w as a house wife and her educational level was class ten. Fie had three sisters aged 35, 

32 and 18 respectively who were unm arried and lived together. His three sister’s 

educational level w as M S, BA and H .S.C.
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Birth history: T he client had no birth com plication but after few  days o f  his birth, he 

had pneum onia fever. B ut his m other was com pletely ok.

Schooling and education: In 1992, the client failed S.S.C  exam  and in 1993, he 

passed S.S.C exam  w ith  second division. But he failed H .S.C  exam  four tim es 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 lip in ttie early  m orning 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 problem s were severe at that time. So he was 

reigned the job.

Past medical history: For this problem  he look m edicine ten years ago. The client 

suffered a chronic dehydrations problem  when he was nine m onths old. He could not 

enjoy anything. He thought that he had a big diseases and he becam e a mental patient. 

Always his concentration had gone to negative way and he could not stop this kind o f 

thought.

Relationship among family members; He was the eldest son o f  his parents but 

from early age his parents did not love him. His relationships am ong fam ily m em bers 

were not good.

Family history of mental illness: There was no fam ily h istory o f  m ental illness.

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

A. Findings based on Interview and Observation:

Mr. B-1 ’s problem s in different areas (Cognitive, em otional, physiological, behavioural, 

social and occupational) are presented in Table no-2.8.2.
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Table no-2,8.2: Problem s m entioned in pre-assessm ent and reduction/im provem ent/ 

increase o f  problem s found during m id, post and follow -up assessm ent.

Category Problem s found during  
Pre-assessm ent

Reduction/ 
improvem ent/  
increase of the 

problem in 
M id ­

assessment

Reduction/ 
improvem ent/  
increase of the 

problem in 
Post- 

assessment

Reduction/ 
improvement/ 
increase o f  the 

problem in 
Follow-up  
assessment

Cognitive C ontam inated with dirt and 
germ s, touching  anim als and 
insects; becam e ill from 
contam inated; excessive fear 
and preoccupation with 
avoiding dirt and germ s, 
insects, m osquito; easily 
bothered by certain sounds; 
intrusive nonsense sounds

N ot reduced N ot reduced Not reduced

N obody understands his pain 
and nobody loves him ; life is 
m eaningless and w orthless, 
w orld is dusty, Hfe is 
fm ished and future is dark

N ot reduced at 
all

N ot reduced at 
all

Not reduced at 
all

Felt lack o f  concentration, 
difficulty  in m aking decision 
and low  se lf  esteem

N ot increased N ot increased N ot increased

He Can not speak well, 
people th ings bad about him

N ot reduced N ot reduced N ot reduced

Had an intellectual disability N ot reduced N ot reduced N ot reduced
Emotional Pelt lack o f  confidence, no 

m otivation and interest to do 
anything

Not increased N ot increased N ot increased

Felt fear, hopeless, sad, 
w orthless, distressed, 
restless, guilt feeling, 
irritated, confused and 
vulnerable

N ot reduced N ot reduced N ot reduced

Physiological D row siness and palpitation N ot reduced 
significantly

N ot rcduced 
significantly

Reduced up to 
40%

Excessive sw eating Reduced up to 
5%

Reduced up to 
15%

Reduced up to 
30%

Sleep difficulties N ot reduced Rcduced up to 
5%

Reduced up to 
5%

Low  appetite Increased up to 
5%

Increased up to 
15%

Increased up to 
50%

D ryness o f  throat, burning 
sensation all over the body

N ot reduced Reduced up to 
10%

Reduced up to 
10%

H eadache Reduced up to Reduced up to Reduced up  to
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5% 25% 25%
H and and leg trem or Reduced up to 

10%
R educed up to 
30%

Reduced up  to 
30%

Hot flushes in head, 
w eakness

N ot reduced N ot reduced R educed up to 
10%

V om iting tendency Reduced up to 
10%

Reduced up to 
40%

R educed up to 
30%

Loss o f  energy N ot increased N ot increased N ot increased
B ehav iou ra l Excessive, illogical and 

uncontrollable repealed 
w ashing, often perform ed in 
a ritualistic way

N ot reduced N ot reduced N ot reduced

Show ering or bathing, often 
perform ed in a ritualistic w^ay

Not reduced N ot reduced N ot reduced

A voiding places feared for 
possible contam ination

N ot reduced N ot reduced N ot reduced

D ecreased activity level N ot increased N ot increased N ot increased
W ithdraw al from social 
activity

N ot im proved N ot im proved N ot im proved

Rereading things and doing 
certain activities in a 
particular num ber o f  tim es

N ot reduccd N ot reduced Reduced up to 
10%

Social D isrupted social interaction N ot im proved at 
all

N ot im proved at 
all

N ot im proved at 
all

Decreased relationship with 
neighbors, relatives and 
fam ily m em bers

N ot im proved at 
all

N ot im proved at 
all

N ot im proved at 
all

He Can not talk and m ix witli 
o ther people

Now a days N ow  a days N ow  a days

O ccu p a tio n a l Job loses for this problem Now jobless N ow  jobless N ow  job less
N ot in terest about his jo b  and 
his attention span and body 
strength was reduced 
significantly

N ot increased N ot increased N ot increased

O b serv a tio n He cam e w ith his m other in a 
well dress up and his 
appearance and behaviour 
appeared to be culturally 
appropriate

C am e......
appropriate

Cam e
appropriate

Cam e
appropriate

He Could not m ake eye 
contact norm ally

N ot normal Poor M inim um

His body posture and body 
m ovem ent was restless 
w hich expressed his anxiety

Restless Restless Restless

A m ount o f  speech was low 
in the first session, m ost o f  
the answ er he gave by one or 
two w ords and w ith fear and

Fear and 
rigidity

Fear and 
rigidity

Fear and 
rigidity
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rigidity
► M ood w as low Low and felt 

restlessness
Low  and felt 
restlessness

Low  and felt 
restlessness

>

B. Objective rating of Mr. B-1:

Anxiety scale (AS); (D eeba, F. and Begum , R. 2004), D epression scale (DS); (Uddin, Z. 

and Rahm an, M. 2005) and D haka U niversity Obsessive C om pulsive Scale (DUO CS) 

(M ozum der, K. and B egum , R. 2005) were applied to get an objective m easure o f  the 

severity o f  the c lien t’s anxiety, depression and OCD. Scores o f  the above m entioned 

scales are displayed at Table no-2 .8,3.

Table no-2.8.3: General trend of objective score o f Mr. B-1

Anxiety Score Depression Score OCD Score
Pre-assessment 108 (Profound) 126 (Severe) 66 (Profound)
M id-assessment 103 (Profound) 131 (Severe) 77 (Profound)
Post-assessmcnt 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 m other rated his overall problem  in ( 0-10) 11 point rating verbal 

scale, where ‘0 ’ indicates no problem  at all and ‘ 10’ indicates highest level o f problem . 

Ratings o f  the verbal scale are displayed at Table no-2.8.4.

Table no-2.8.4: General trend o f subjective rating o f Mr. B-1

Client’s Subjective Rating  
Score

Care g iver’s Subjective Rating  
Score

Pre-assessment 10 10
Mid-assessment 10 10
Post-assessment 10 10
r ‘ 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 M r. B-1. 

According to the psychiatrist evaluation/ rem arks, the patient did not im prove in his
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disease process or sym ptom s. O ccasional im provem ent is poorly sustained w hich made 

him  frustrated. He did not m aintain his daily activities properly and in tim e. Finally, the 

responsible psychiatrist reported 20%  as im provem ent rating feedback.

Case: B-2

Mr. B-2, 28 years old, unm arried, m uslim  m ale client from  low er m iddle class status was 

referred from  psychiatry out-patient departm ent o f  DM CH. He was diagnosed as having 

OCD by referring agency and he was selected as a participant o f  the present study 

according to the inclusion criteria.

Duration of the problems:

The client was suffering from  his problem s for 3 years and took m edicine from 2 years. 

Current medicine status:

The clien t’s current m edicine status is displayed in Table no-2 .9 ,1 .

Table no-2.9.1: Current medicine status o f Mr. B-2

N am e o f m ed ic ine G ro u p  of m edicine Oose
Clofranil TCA 25m g

Epilim  Chrono A ntiepileptic/ M ood 
stabilizer

500mg

Olanep Atypical antipsychotic 1 Omg

History of present illness:

Mr. B-2 was 28 years old m uslim  client. He was religious m inded from the very 

beginning. He w as a M adrasha student but was not a good student and did not go to 

M adrasha regularly from  early life. Also his parents were not educated and had lower 

m iddle class status. From  early age he had some behavioural problem s. He did not like to 

mix with others. He preferred to live alone all the tim e. W hen he was a student o f  

M adrasha, he had no friend. In 2005, one o f  his colleagues show ed him blue film and 

after that his sexual thoughts w ere developed. He could not forget that scenery and his 

sleep and appetite problem s started then. In 1999, the client m ade an affair but his affair 

broke after tw o years because o f  his poverty. Furtherm ore, the client lived in a village at 

that tim e and his girl friend’s father refused him. He loved her very m uch and he could
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not forget that girl. H e becam e very much anxious and depressed after that event and his 

all obsessional problem s started gradually.

Famity and Personal history:

Family history: A ccording to the clicnt, his parents were still alive and both o f  them  

were illiterate. His father was a businessm an, aged 60 and his m other was a house wife, 

aged 55. He had tw o sisters and three brothers, aged 35, 34, 30, 22 and 20 respectively. 

His two sisters and a brother were married. One o f  his brother w'as H .S.C pass and 

another tw o’s educational level were class seven and class eight. O ne o f  his sisters read 

up to class seven and another one read up to class eight,

Birth history: The clicnt was a seizure baby.

Schooling and education: The client was a M adrasha student and he was not a 

good student from  early age. He had no interest to read and go to M adrasha regularly. 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 m edicine 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 m ental problem s and these m ental problem s w ould not cure.

Relationship among family members: He was the youngest son o f his parents 

and all o f  his fam ily m em bers were well behaved with him. His relationships am ong 

family m em bers w ere good.

Family history of mental illness: There was no fam ily h istory o f m ental 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 problem s in different areas (Cognitive, em otional, physiological, behavioural, 

social and occupational) are presented in Table no-2.9,2.

T ab le  no-2.9.2: Problem s m entioned in pre-assessm ent and reduction/ im provem ent/ 

increase o f  problem s found during m id and post-assessm ent.

C atego ry P ro b le m s  found  d u r in g  P rc -asscssn ien t R ed u c tio n / 
im p ro v e m e n t/ 
in c rease  of the 

p ro b lem  in M id ­
assessm en t

R ed u c tio n / 
im p ro v em en t/ 
in crease  o f the  

p rob lem  in 
P ost­

assessm ent
C ognitive Contam inated w ith dirt and germ s Reduced a little 

bit up to 10%
Reduccd a little 
bit up to 10%

E xcessive fear and preoccupation with 
avoiding dirt and germ s

Reduced a little 
bit up to 10%

Reduced a little 
bit up to 10%i

U nw anted, w m risom e and intrusive 
sexual thoughts and im pulses

N ot reduced N ot rcduced

Thoughts about being or becom ing a 
hom osexual

Not reduced N ot reduced

Felt lack o f  concentration at w'ork Increased a little 
bit

Increased a 
little bit

D ecision mai<ing capacity reduccd up to 
80%  '

Not improved N ot im proved

Low  se lf  esteem Not increased N ot increased
He can not speak w ell, life is bore and did 
not do well his life and day by day his life 
goes to danger

Reduced up to 
20%

Reduced up to 
30%

E m otiona l Felt lack o f  confidence N ot im proved Im proved a 
little bit

Fear, hopeless, sad, w orthless, restless, 
guilt feeling and irritated

Reduced a little 
bit

Reduced a little 
b it up to 5%

Physiological Palpitation Rcduced up to 
20%

Reduced up to 
20%

Sw eating R educed a little 
bit

Reduced a little 
bit

Sleep difficulties Increased a little 
bit

Increased a 
little bit

Low  appetite N ot increased Increased a 
little bit

H eadache and hot flushes in head N ot reduced N ot reduced
W eakness N ot reduced N ot reduced
Loss o f  energy N ot increased Increased a 

little bit
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Behavioural Excessive, illogical and im conliollablc 
repeated show ering or bathing, often 
perform ed in a ritualistic way

Reduced a little 
bit

Reduced up to 
10%

A voiding  places feared for possible 
contam ination

Reduced a little 
bit

Reduced up to 
10%

D ecreased activity level Increased a little 
bit

Increased up to 
20%

W ithdraw al from social activity N ow  a day N ow  a day
N on assertive N ot improved N ot im proved
Checking lap, locks and fan switches 
again and again

Not reduced N ot reduced

D oing ce ita in  activities in a particular 
num ber o f  tim es

N ot reduced N ot reduccd

Social D isrupted social interaction Im proved a little 
bit

Im proved a 
little bit up to 
10%

D isrupted relationship with neighbors, 
relatives and fam ily m em bers

Im proved a little 
bit

Im proved a 
little bit up to 
10%

He can not mix easily with other people N ot im proved N ot im proved
Occupational N ot interest about his jo b  and his attention 

span and body strength was reduced 
significantly

Not increased 
significantly

N o t increased 
significantly

O bsen atio ii He cam e w ith a religious dress up and his 
appearance and behaviour appeared to be 
culturally  appropriate

C am e.,..
appropriate

C am e....
appropriate

He could m ake eye contact poorly Norm al Norm al
His body posture and body m ovem ent was 
restless which expressed his anxiety

Restless R estless

A m ount o f  speeches were not normal Norm al Norm al
M ood was low Low Low

B. Objective rating of Mr. li-2;

Scores o f  A S ’ DS and DUOCS are displayed at Table no-2.9.3, 

Table no-2.9.3: General trend o f objec1.ivc score of Mr. B-2

Anxiety Scorc D epression  Scorc O C D  S core
Pre-assessment 95 (Profound) 110 (M ild) 43 (Severe)
M id-assessment 87 (Profound) 112 (M ild) 41 (Severe)
Post-assessmcnt 85 (Profound) 113 (M ild) 41 (Severe)
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C. Subjective rating of Mr. B-2:

Ratings o f  the verbal scale are displayed at Table no-2.9.4.

Table no~2.9.4: General trend o f  subjective rating o f  Mr. B-2

C lie n t’s S ub jective  R a tin g  S core
P re -assessm en t 9.5
M id -assessm en t 7
Post-ass cssm ent 7
(N ote: The client d id not attend the follow -up sessions.)

Case: B-3

Mr. B-3, 20 years old, unm arried, m uslim  m ale client from  m iddle class status was 

referred from  psychiatry out-patient departm ent o f  DM CH. He was diagnosed as having 

OCD by referring agency and he was selected as a participant o f  the present study 

according to the inclusion criteria.

Duration of the problems:

The client was suffering from his problem s for five years and took m cdicinc from tlu'ee 

years ago.

Current medicine status:

The clien t’s current m edicine status is displayed in Table n o -2 ,10.1.

Table no-2.10.1: Cun ent medicine status o f Mr. B-3

N am e o f m ed ic inc G ro u p  of m cdicine Dose
Clofranil TCA 25m g

History of present illness;

The client was very sincere about his study and he was very high am bitious student in his

early age. W hen he was a student o f  class four, at first he felt headachc. Once in a rainy

season he felt back side headachc. His father took him to a doctor for this problem  but

doctor said that he had no problem . The client reported that his problem s w ere started at

that time. In 2007, during his II.S .C  final exam  he m entioned that his botany exam  was

not good and he believed that he would fail in  H.S.C exam. He alvvays w anted to read in

a reputed m edical college and his aim  in life was to be a doctor. D ue to his aim , his

tension increased before H .S.C  exam  result and to reduce his tension he w ent 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 adm itted in a coaching center for adm ission in medical 

college or university but he did not got chance in any m edical college, D haka university 

and Jahangim agar university. For this reason, he was adm itted in Jagannath U niversity 

but he had no satisfaction there and his unwanted recurrent intriisive thoughts developed 

gradually. He thought that he was not a qualified student and he had no quality. 

Furtherm ore, he was a religious family background and from early age he used to pray 

regularly. His m other alw ays wished him to be a M aoiana and she w anted him to read in 

a M adrasha line. At the client’s perception, the above factors contributed to develop this 

present condition.

Family and Personal history:

Family history: A ccording to the client, his parents w'cre still alive. His father was a 

retired prim ary school teacher, aged 67 and his educational level w as M S. His m other 

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 w ere m arried. One o f  his sisters was m entally retarded and she had no 

educational qualification. Three o f  his sisters passed S.S.C and another one’s educational 

level was H .S.C. One o f  his bro ther’s educational levels w'as RA and another one was 

H.S.C.

Birth history: The client had no birth com plication.

Schooling and education: The client was good student from early life. In 2005, he 

passed S.S.C exam  w ith GPA-5 and in 2007, he passed H.S.C exam  with GPA-5. He had 

interest to read and used to go to school regularly but lie had sleep problem  from  the very 

begimiing. He had no friends at school and he did not like to mix w ith other.
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Past medical history: For this problem  he took m edicine tluec  years ago. W hen he 

was student o f  class one, suddenly his right leg was broken. Due to his treatm ent he was 

adm itted in a M edical Hospital. His leg was recovered after tliree m onths.

Relationship among family members: He was the youngest son o f  his parents 

and from early age his parents loved him  very much. His relationships am ong fam ily 

m em bers were good.

Family history of mental illness: The client m entioned that his elder sister was 

m entally retarded. His m other had chi'onic headache and his m others and family 

m em bers o f  his father have m ental problem s. One o f  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 problem s in different areas (Cognitive, cm olional, physiological, behavioural, 

social and occupational) are presented in Table no-2.10.2.

T a b le  no-2.10.2: Problem s m entioned in pre-assessm ent and reduction/ im provem ent/ 

increase o f problem s found during mid, post and follow-up assessm ent.

C ategory P rob lem s found  d u r in g  
P re -assessm en t

Red uclio ii/ 
im p ro v em en t/ 
increase  o f the  

p rob lem  in 
M id- 

assessm ent

R e d u c tio n / 
im p ro v e m e n t/ 
in c re ase  o f th e  

p ro b le m  in 
P o s t­

assessm en t

R ed u c tio n / 
im p ro v em en t/ 
increase  o f th e  

p ro b lem  in 
Follow -up 
assessm en t

C ognitive I am not a good student; 1 
will not be successful in my 
life

Reduced a little 
bit

Reduced up to 
10%

Reduced up to 
15%

Excessive fear, w orry and 
preoccupation: having 
blasphem ous thoughts; being 
punished for blasphem ous 
thoughts

N ot reduced N ot reduced N ot reduced

He thought that his 
room m ates did not 
understand his pain

N ow  a day N ow  a day N ow  a day
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Life is m eaningless, 
w orthless and future is dark

Reduced a little 
bit

Reduced a little 
bit

Reduced up to
20%o

Lack o f  concentration at all N ot increased Increased up to 
15%

Increased up to 
25%

D ecision m aking capacity 
w as extrem ely  rcduced

Not increased Increased up to 
15%.

Increased up to 
25%>

Low  se lf  esteem Not increased N ot increased N ot increased
Emotional Felt lack o f  confidence N ot increased Not increased Increased a 

little bit
Fear and hopeless, sad, 
w orthless, distressed, 
restless, guilt feeling, 
irritated and vulnerable

Not reduced Reduced up to 
10%

Reduced up to 
10%

He had no m otivation and 
in terest to reading

N ot increased Increased a 
little bit

Increased a 
little bit

Physiological D row siness Reduced up to 
20%

Reduced up to 
20%

Reduced up to 
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 N ot im proved Not im proved
Low  appetite Increased up to 

20%
Increased up to 
25%

Increased up to 
35%

D ryness o f  throat Reduced a little 
bit

Reduced a little 
bit

Reduced a little 
bit

H eadache, pain and burning 
sensation in the scalp

Reduced up to 
10%

Reduced up to 
10%

Reduced up to 
20%

B urning sensation all over 
the body

Reduced up to 
30%

Rcduced up to 
30%

Reduced up to 
35%

V om iting tendency, 
w eakness and hot flushes in 
head

N ot reduced N ot reduced N ot rcduced

W eight loss Not improved Not im proved N ot im proved
l.o ss o f energy Increased a 

little bit
Increased a 
little bit

Increased a 
tittle bit

Uehavioural Excessive, illogical and 
uncontrollable repeated 
checking locks, pen, adm it 
card and file again and again 
and doing certain activities in 
a particular num ber o f  tim es

N ot reduced Rcduced a little 
bit

Reduced a little 
bit

D ecreased activity level Increased a 
little bit

Increased up to 
15%>

Increased up to 
25%

W ithdraw al from  social 
activity

N ow  a day N ow  a day N ow  a day

N on assertive N ot improved Not im proved N ot im proved
A lw ays avoids social N ow  a day up N ow  a day up N ow  a day up
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ealberine to 80% to 80% to 80%

Social D isrupted social interaction N ot increased N ot increased 
significantly

N ot increased 
significantly

D ecreased relationship with 
neighbors, relatives and 
room  mates

N ot im proved N ot im proved N ot im proved

Did not prefer to mix with 
other people

N ow  a day N ow  a day N ow  a day

Occupational Not interest about his study 
and his attention span and 
body strength was rcduced 
significantly

Increased a 
little bit now a 
day

Increased a 
little bit now  a 
day

Increased up to 
15% now  a day

O b sen a t io n
__^ ^ “——-----------
He came with a usual dress 
up and his appearance and 
behaviour appeared to be 
culturally appropriate

Came appr 
opriatc opriate

Cam e ...appr 
opriate

He could m ake eye contact 
poorly

Normal Norm al Normal

 ̂ ---£------ -------------------------
His body posture and body 
m ovem ent were normal

Normal Norm al Norm al

Am ount o f  speeches was 
very m uch

Enough Norm al Normal

M ood was low and he felt 
restlessness

low and 
restlessness

low and 
restlessness

Low and 
restlessness

B. Objective rating of Mr. B-3:

Scores o f  AS, DS and DUOCS are displayed at 'I’able no-2.10.3.

Table no-2.10.3; General trend of objective score o f  Mr, B-3

Anxiety Score Depression Score OCD Score

Pre-assessment 102 (Profound) 113 (M ild) 44 (Severe)

Mid-assessment 75 (Severe) 93 (M inim al) 41 (Severe)

Post-asscssniciit 74 (Severe) 90 (M inimal) 40 (M oderate)

Follow- up 76 (Severe) 101 (M ild) 41 (Severe)

2"'’ Follow- up 73 (Severe) 98 (M inimal) 40 (M oderate)

3 ’̂“ Follow- up 74 (Severe) 91 (M inimal) 40 (M oderate)

C. Subjective rating of Mr. B-3;

Ratings o f  the verbal scale are displayed at Table no-2,10.4.

Table no-2.10,4; General trend o f subjective rating o f  Mr. B-3

Client’s Subjective Rating Score
Pre-assessment 8 .
M id-assessment 7.5
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Post-assessment 7,5
1̂ * Follow- up
2" Follow- up
Wr63 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/ rem arks, previously patient represented with 

obsessive rum inations along w'ith som e physical com plains. At present his somatic 

com plaints subsided but obsessional features are persisting, em otionally also a bit 

depressed. Finally, the responsible psychiatrist reported 35 % as im provem ent rating 

feedback.

Case; B-4

Mr. B-4, 20 years old, unm arried, muslim  m ale client from  upper m iddle class status was 

referred from  psychiatry in-patient departm ent o f  BSM M U. He was diagnosed as having 

OCD by referring agency and he was selected as a participant o f the present study 

according to the inclusion criteria.

Duration of the problems:

7'he clieiit was suffering from his problem s for four years and took m edicine from three 

years ago.

Current medicine status:

The client’s current m edicine status is displayed in Table n o -2 .11,1.

Table no-2.11.1: Current medicine status o f Mr. B-4

Nam e o f  medicine Group o f  mcdicitie Dose
Prodep SSRl 20m g
Epiclon Benzodiazepine O.Smg

History of present illness:

The client had grow n up in an upper m iddle class family and from  his early life he had 

no problem . W hen he w as 7 years old, his father discovered that he did not touch the 

calling bell. H is problem s developed gradually. The client had gone to “T ablig” after his

131

Dhaka University Institutional Repository



JL

S.S.C exam  and there he m ixed with different types o f  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 discom fort. For that reason his problem s were triggered. The client and his fam ily 

m em bers were alw ays in tension about these problem s. The clien t’s m other had a 

w asliing rituals and she could not control her problem s.

Family and Personal history:

Family histoi*y: A ccording to the client, his parents were still alive. His father was an 

audit and accounts officer, aged 45 and his educational level was M A LLB. His m other 

was a G overnm ent 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 tliree.

Birth historj'; The client had no birth com plication and he was a norm al bom  child.

Schooling and education: In 2006, the client passed S.S.C exam  with A (-) and in 

2008, he passed H .S.C exam  w ith B grade. He was a m edium  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 m edicine three years ago. The client 

suffered from  a fever convulsion when he was three years old and he took one year 

treatm ent to solve his problem s,

Relationship among family members: He was the eldest son o f  his parents and 

their parents loved him very m uch. His relationships am ong fam ily m em bers were good.

Family history of mental illness: There was no fam ily history o f  m ental illness.
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a

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

A. Findings based on Interview and Observation:

Mr. B -4’s problem s in different areas (Cognitive, em otional, physiological, behavioural, 

social and occupational) are presented in 1 able n o -2 .11.2.

Table no-2.11.2: Problem s m entioned in pre-assessm ent and reduction/ im provem ent/ 

increase o f problem s found during m id, post and tollow -up assessm ent.

Category Problems found during
Pre-assessment

Reduction/ 
improvenicnf/ 
increase of the 

problem in 
M id­

assessment

Reduction/  
im provem ent/  
increase o f  the 

problem in 
Post­

assessment

Reduction/  
im provem ent/  
increase o f  the 

problem in 
Follow-up  
assessment

Cognitive 1 am contam inated vv̂ ith dirt 
and germ s, touching dustbin, 
poor people, tree leafs, 
handshake with other and 
touching football; becam c ill 
from contam inated; 
excessive fear and 
preoccupation with avoiding 
dirt and germ s (100% )

N ot reduced at 
all

N ot reduced at 
all

N ot reduced at 
all

L ife is m eaningless and 
w orthless, world is dusty,

, world is polluted, life is 
finished and future is dark 
(100% )

Not reduced N ot reduced N ot reduced

No concentration at all Not increased N ot increased N ot increased
D ecision m aking capacity 
was extrem ely reduced and 
se lf esteem  was low

N ot increased N ot increased N ot increased

Suicidal ideation and two 
tim es attem pted to suicide 
with sleeping pill

Reduced up to 
100%

Reduced up to 
100%

Reduced up to 
100%

He thought that bad things 
will happen as bad as doing 
so (90% )

Not reduced N o t reduced N o t reduced

Emotional He felt lack o f  confidence 
(95% )

N ot increased N ot increased N o t increased

Fear, hopeless, sad, 
w orthless, distressed, 
restless, irritated, confused 
and vulnerable (100%)

N ot reduced N ot reduced N ot reduced

No m otivation and interest to N ot increased N ot increased N o t increased
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do anything
Crying spell N ot reduced N ot reduced N ot reduced

Physiological Palpitation (100%), 
sw eating, sleep difficulties, 
dryness o f  throat, headache, 
burning sensation all over the 
body and hot flushes in head 
(85% )

Reduced a little 
bit up to 20% ;

Reduced a little 
bit up to 20% ;

Reduced a little 
bit up to  30% ;

Low appetite Increased a 
little bit

Increased up to 
20%

Increased up to 
30%

Behavioural Excessive, illogical and 
uncontrollable repeated 
cloth, doors, w indows, 
balcony, lone, sandal, 
m obile, bag, m oney bag, tap 
etc. w ashing  and cleaning, 
often perform ed in a 
ritualistic w ay (100%)

N ot reduced at 
all

N ot reduced at 
all

N ot reduced at 
all

Show ering or bathing, often 
perform ed in a ritualistic way 
(100% )

N ot reduced at 
all

N ot reduced at 
all

N ot reduced at 
all

A voiding places such as 
toilet, dustbin, shoe self, 
others house, drain etc. 
feared for possible 
contam ination (100% )

N ot reduced at 
all

Not reduced at 
all

Not reduced at 
all

D ecreased activity level 
(95% )

Increased a 
little bit

Increased a 
little bit

Increased a 
little bit

W ithdraw al from social 
activity (100% ) and non 
assertive (90% )

N ot increased N ot increased Not increased

Social D isrupted social interaction 
(95% )

Not increased 
significantly

N ot increased 
significantly

N ot increased 
significantly

D ecreased relationship with 
neighbors, relatives and 
fam ily m em bers and friends 
(95% )

N ot increased 
significantly

N ot increased 
significantly

N ot increased 
significantly

Occupational Not interest about his study 
and his attention span and 
body strength  were reduced 
significantly

Increased up to 
10%

Increased up to 
15%

Increased up to 
25%

Observation H e cam e w ith his father by 
w'earing a usual dress up and 
appearance and behaviour 
appeared to  be culturally 
appropriate

C am e........
appropriate

C am e........
appropriate

C am e........
appropriate

He could  m ake eye contact 
norm ally but he was looking

Norm al N orm al N onnal
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very sad and anxious
His body posture was normal 
but body m ovem ent was 
restless w hich  expressed his 
anxiety

Normal N orm al Norm al

A m ount o f  speeches were 
alm ost norm al

Normal N orm al N orm al

M ood w as low  and he felt Low and Low  and Low  and
restlessness restlessness restlessness restlessness

B. Objective rating of Mr. B-4:

Scores o f AS, DS and D U OCS are displayed at Table no -2 .11.3.

Table no-2.11.3: General trend o f objective score o f  Mr. B-4

Anxiety Score Depression Score O CD Score
Pre-assessment 129 (Profound) 134 (Severe) 71 (Profound)
Mid-assessment 19 (Profound) 125 (Severe) 70 (Profound)
Post-asscssment 18 (Profound) 125 (Severe) 70 (Profound)

Follow- up 111 (Profound) 122 (M oderate) 68 (Profound)
2" Follow- up 16 (Profound) 124 (Severe) 70 (Profound)
3*̂  Follow- up 128 (Profound) 1 34 (Severe) 71 (Profound)

C. Subjective rating of Mr. B-4:

Ratings o f  the verbal scale are displayed at Table no -2J 1.4.

Table no-2.11.4: General trend o f subjective rating o f  Mr. B-4

Client’s Subjective Rating 
Score

Care giver’s Subjective Rating  
Score

Pre-assessment 10 5
M id-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:

A t the last and follow -up session the responsible psychiatrist talked to M r. B-4. 

A ccording to the psychiatrist evaluation/ rem arks, patient had no significant 

improvem ent. Finally, the responsible psychiatrist reported 5%  as im provem ent rating 

feedback.
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Case: B-5

Mrs. B-5, 40 years old, m arried, m usliin fem ale client from m iddle class status was 

referred from  psychiatry out-patient departm ent o f  DM CH. She was diagnosed as having 

OCD by referring agency and she was selected as a participant o f  the present study 

according to the inclusion criteria.

Duration of the problems:

The client was suffering from  her problem s for five years and she took m edicine from 

five years ago.

Current medicine status:

The clien t’s current m cdicine status is displayed in Table no-2.12.1.

Table no-2.12.1: Current medicine status o f Mrs. B-5

N am e o f  m ed ic ine G ro u p  of m edicine Oosc
Clofranil TCA 25nig

Ticlon H ypnotics 2m g
A luctin Flurazepam 30m g

N apa extra

History of present illness:

The client was grow n up in a restricted m uslim  family. In her childhood, she w as over 

protected and not caring. She had headache problem  and she w anted to do everything 

perfectly. She had no son but four daughters. Her problem s were started after her 

daughter’s birth, especially after her first daughter’s m arriage. Her eldest daughters in 

laws were problem atic. Furtherm ore, her second daughter Vv'as divorced and she alw ays 

felt tension about her daughters because she could not m anage them  properly. H er m ood 

was always irritable and did not like anybody. All o f  her daughters did not abide by their 

m other and her younger daughter m isbehaved w ith her very m uch. In a w ord, she had 

conflicting relationships w ith her daughters. For all the above m entioned  reasons, her 

problem s w ere developed gradually.
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Family and Personal history:

Family history: A ccording to the client, her husband was still alive. He was a 

G overnm ent service holder, aged 47 and his education was prim ary level. I 'h e  client 

reported that she w as a house wife and her educational level w as class nine. She had no 

son but she had four daughters, aged 24, 21, 14 and 13 respectively and their educational 

level was class IV, V, V ll and class IX, Her two sisters were married.

Birth history: 'I'he client had no birth com plication and she was a norm al born child.

Schoohng and education: The client was not a good student from eai'ly age. She 

was an average category student. She was interest to read but her parents had given her 

m arriage because o f  their poverty. For that reason slic did not attend S.S.C exam. She 

said that she was sleep problem  from early age and siie can not w ake up in the early 

morning.

Marital history: In 1984, when she was 14 years old, her husband chose her for 

m arriage and the client got m arried at that time. She had a very happy fam ily with her 

husband and her husband was very helpful.

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

Relationship among family members: Mer husband was very much co-operative 

but her daughters w ere not helpful. They were alw ays angry w ith their m other and her 

relationships am ong all fam ily m em bers were not good.

Family history of mental illness: There was no fam ily history o f  m ental illness.
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Pre and mid-assessment result of the problems

A. Findings based on Interview and Observation:

M rs. B -5’s problem s in  different areas (Cognitive, em otional, physiological, behavioural, 

social and occupational) are presented in Table no-2.12,2.

T ab le  no-2.12.2: Problem s m entioned in pre-assessm ent and reductiony im provem ent/ 

increase o f  problem s found during m id-assessm ent.

C ategory P ro b lem s found d u r in g  P re ­
assessm ent

R c d u c tio n /im p ro v c m en t/ 
increase  o f the  p ro b lem  in M id ­

assessm en t
C ognitive I am  contam inated with dirt, becam e ill 

from  contam inated; excessive fear and 
preoccupation w ith avoiding dirf” 
(100% )

Not reduced

Life is w orthless, world is dusty, world 
is selfish, life is finished and future is 
dark (95% )

N ot reduced

Lack o f  concentration Not increased
Low  se lf  esteem Not increased
D ecision m aking capacity was 
extrem ely reduced

Not increased

She is going to die, she has a big 
disease, she is funny and doing 
som ething em bam issing (95%).

Reduced a little bit up to 20%

E m otiona l Lack o f  confidence (100%) Increased up to 10%
Felt fear, anger, hopeless, sad, 
w orthless, distressed, restless, irritated 
and vulnerable (90%)

Not reduced

Physiological D row siness and palpitation (95%) Reduced up to 10%
Sleep difficulties (100%) Reduced a little bit
E xcessive sweating Not reduced
A ppetite reduces significantly N ot increased significantly
D ryness o f  throat (95%); extrem e 
headache, burning sensation all over the 
body (100% ); hot flushes in head, 
w eakness, vom iting tendency (95% )

Reduced up to 5%

Loss o f energy (100%) Not increased
B eh av io u ra l Excessive, illogical and uncontrollable 

repeated washing, often perform ed in a 
ritualistic way; avoiding places feared 
for possible contam ination (100% )

Not reduced

D ecreased activity level (98%>) Increased a little  bit
W ithdraw al from  social activity (100% ) Not increased
N on assertive (100%) N ot reduced
C hecking stoves, tap, locks, fan and N ot reduced
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television switches, checking under 
door, bed, aim  Ira and m ids e lf again and 
again and doing certain activities in a 
particu lar num ber o f  tim es (95%)
She had also crying spell N ot reduced

Social D isrupted  social interaction (100%) Increased a little bit
A nnoyed fam ily m em bers (80%) N ot reduced
D ecreased relationship with neighbors, 
relatives and fam ily m em bers (85% )

N ot increased

O ccupationa l N o t interest about her household 
activ ities (100% ) and her attention span 
and body strength was reduced 
significantly

N ot increased

O bservation She cam e w ith her younger sister with a 
usual dress up and her appearance and 
behaviour appeared to be culturally 
appropriate

C am e..................appropriate

She could m ake eye contact normally 
but she was looking very sad and 
anxious

Normal

H er body posture and body movem ent, 
am ount o f  speeches and mood was 
normal

Normal

B. Objective rating of Mrs. B-5:

Scores o f AS, DS and DUOCS are displayed at Table no-2.! 2.3.

Table no-2.12.3: General trend of objeclive score o f  Mrs. B-5

A nxietj' Score D epression  Score O C D  Score

P re-assessm en t 116 (Profound) ] 20 (M oderate) 67 (Profound)
M id-assessm ent 118(Profound) 124 (Severe) 66(Profound)

C. Subjective rating of Mrs. B-5:

Ratings o f  the verbal scale are displayed at Table no-2.12.4,

Table no-2.12,4: General trend of subjective rating o f  Mrs. B-5

C lien t’s S ub jective  R a tin g C are  g iv e r’s S ub jective  R a tin g
Score Score

P re-assessm en t 8 8
M id-assessm en t 8 8
(Note: The client c id not attend the post and follow -up sessions.)
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Case: B-6

M iss. B-6, 21 years old, unm an'ied, m uslim  female client from m iddle class status was 

referred from  psychiatry out-patient departm ent o f DM CH. She was diagnosed as having 

OCD by referring agcncy and she was selected as a participant o f  the present study 

according to the inclusion criteria.

Duration of the problems;

The client was suffering from  her problem s for five years and she took m edicine from 

five years ago.

Current medicine status:

The clien t’s current m edicine status is displayed in Table no-2.13.1.

Table no-2.13.1: Current mcdicine status of Miss. B-6

Name of medicine G ro u p  o f m cdicinc Dose
Prodep SSRI 20m g
Xionil Anxiolytic 3 mg
A ripra Atypical antipsychotic lOmg

History of present illness;

The client was 21 years old, m uslim  and she was grown up in a restricted fam ily 

environm ent, hi her childhood, she was over protected. She had negative autom atic and 

recurrent intrusive thoughts and she had conflicting relationship w ith one o f her elder 

sister. Som etim es she took bath several hours a day. From her very early age, she saw 

conjugal problem s betw een her parents. As a result, she was very m uch anxious about 

her fam ily. W hen she was a student o f class seven she made an affair but her fam ily did 

not like that. D ue to her affair, her parents were tortured her very m uch. At the client’s 

perception, the above factors contributed to develop this present condition.

Family and Personal history:

Family history: A ccording to the client, her parents w'ere still alive. H er father was a 

businessm an, aged 62 and his educational level was S.S.C. H er m other w as 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 m arried and 

she was the youngest child  o f  her parents,

Birth history: T he client was born on 31 august, 1986 and she w as seizure baby o f  

her parents.

Schooling and education: The client was a m edium  category student from  the very 

beginning. In 2003, she passed S.S.C exam with second division. She had m any friends 

from early age.

Past medical history; For this problem  she took m edicine five years ago.

Relationship among family members: Her elder sister was very much co­

operative and her relationships am ong ail fam ily m em bers were good.

Family history of mental illness: There w'as no fam ily history o fm en ta l illness.

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

A. Findings based on Interview and Observation:

M iss. B -6’s problem s in different areas (Cognitive, em otional, physiological, 

behavioural, social and occupational) are presented in Table no-2,13,2.

Tabic no-2.13.2: Problem s m entioned in pre-assessm ent and reduction/ im provem ent/ 

increase o f  problem s found during m id, post and follow-up assessm ent.

Category Problem s found during  
Pre-assessment

Reduction/ 
improvement/  
increase of the 

problem in M id­
assessment

Reduction/  
improvement/ 
increase o f  the 

problem in 
Post­

assessment

Reduction/ 
improvement/  
increase o f  the 

problem in 
Follow-up  
assessment

C ognitive 1 am  contam inated w ith 
dirt and germ s, becam e ill 
from contam inated; 
excessive fear and

N ot reduced N ot reduced N ot reduced
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preoccupation with 
avoiding dirt (85% )
She thought that her life is 
w orthless and she is a sick 
person

Reduced up to 
20%

Reduced up to 
30%

Reduced up to 
30%

Lack o f  concentration N ot increased N ot increased N ot increased
Low  se lf  esteem N ot increased N ot increased N ot increased
D ecision m aking capacity 
was extrem ely reduced

N ot increased N ot increased N ot increased

Emotional Lack o f  confidence (90%) Not increased N ot increased N o t increased
Felt fear, anger, hopeless, 
sad, w orthless, distressed 
and restless (85% )

Reduced up to 
10%

Reduced up to 
15%

Reduced up to 
20%

Physiological Palpitation (95% ) and sleep 
difficulties (90%)

Reduced up to 
10% and 20%

Reduced up to 
10% and 20%

Reduced up to 
10% and 20%

Low appetite Increased a little Increased a 
little

Increased up to 
25%

W eakness N ot reduced N ot reduced N ot reduced
Pain sensation in leg Not reduced Reduced up to 

35%
Reduced up to 
55%

Loss o f  energy (90%) Not increased 
significantly

Not increased 
significantly

N ot increased 
significantly

Behavioural Excessive, illogical and 
uncontrollable repeated 
w ashing and bathing often 
perform ed in a ritualistic 
way, avoiding places 
feared for possible 
contam ination (100% )

Reduced up to 
15%

Rcduced up to 
25%

Reduced up to 
25%

D ecreased activity level 
(100% )

Not increased at 
all

Not increased at 
all

N ot increased at 
all

W ithdraw al from social 
activity (100% )

Not increased Not increased N ot increased

C hecking stoves, pot over 
and over and doing certain 
activities in a particular 
num ber o f  tim es (95% )

Not reduced Reduced up to 
10%,

Reduced up to 
10%

Social Social interaction was 
disrupted (95% )

Not increased 
significantly

Not increased 
significantly

N ot increased 
significantly

Occupational She m entioned that she had 
no interest about study and 
her attention span and body 
strength was reduced 
(80% )

N ot increased N ot increased N ot increased

Observation She cam e w ith her elder 
sister by w earing a well 
dress up  and her 
appearance and behaviour

C am e...........appro
priate

C am e...........app
ropriate

C am e.......... app
ropriate

142

Dhaka University Institutional Repository



appeared to  be culturally 
appropriate
She could  m ake eye 
contact norm ally but she 
w as looking  sad and 
anxious

Norm al N ornial Norm al

H er body posture and body 
m ovem ent and am ount o f  
speeches w ere norm al

N orm al Norm al N orm al

H er m ood was low Low Low Low

B. Objective rating of Miss. B-6:

Scores o f  AS, DS and D U OCS are displayed at Table no-2.13.3.

Table no-2.13.3: General trend o f objective score o f Miss. B-6

Anxiety Scorc Depression Scorc OCD Scorc
Pre-assessment 77 (Severe) 91 (M inim al) 48 (Severe)
M id-assessment 69 (Severe) 104 (M ild) 28 (M oderate)
Post-assessment 71 (Severe) 116 (M oderate) 30 (M oderate)

1®' Follow- up 77 (Severe) 115 (M oderate) 41 (Severe)

2"'’ Follow- up 73 (Severe) 108 (M ild) 30 (M oderate)

Follow - up 78 (Profound) 123 (N'loderatc) 47 (Severe)

C. Subjective rating of Miss. B-6:

Ratings o f the verbal scale are displayed at Table n o -2 .13.4.

Table no-2.13.4: General trend of subjective rating of Miss. B-6

Client’s Subjective Rating  
Score

Care g iver’s Subjective Rating  
Score

Pre-assessment 9 10
Mid-assessment 9 9
Post-assessment 8 9
l"  Follow- up 8 8

2"“ Follow- up 7 8

3"̂  ̂Follow- up 8 8

Responsible Psychiatrist’s comments:

At the last and follow -up session the responsible psychiatrist talked to M iss. B-6. 

A ccording to the psychiatrist evaluation/rem arks, she is still em otionally  unstable w ith
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im pulsive outburst. R ituals are a bit slow  but fluctuating. Finally, the responsible 

psychiatrist reported 40%  as im provem ent rating feedback.

Case; B-7

Mrs. B-7, 28 years old, m arried, m uslim  fem ale client from  m iddle class status was 

referred from  psychiatry out-patient departm ent o f DMCH. She w as diagnosed as having 

OCD by referring agency and she was selected as a participant o f  the present study 

according to  the inclusion criteria.

Duration of the problems:

The client was suffering from her problem s for eleven years and she took m edicine from 

seven years ago.

Current medicine status:

The clien t’s cun 'ent m edicine status is displayed in Table no -2 .14.1.

Table no-2.14.1: Cuixent medicine status of Mrs. B-7

N am e o f m ed ic inc C ro u p  of m edicinc Dose
Clofranil TCA 25 mg
Relafm SSRI 50 mg

Rispolux Atypical antipsychotic Im g
Lonazep Benzodiazepine .5 mg

History of present illness:

From  the very beginning, the client w'as anxious in nature and she w'as grown up in a

restricted fam ily. At that tim e, her m other had a dictatorship attitude. In her childhood,

she was not a caring child. Her problem s w ere started due to her m other’s negative

attitude and carelessness. She did not mix with others and avoided social relationships

and social interaction. She took bath several tim es and also took m ore tim es because o f

the fear o f  contam ination. The client had som e behavioural problem s such as pulling

ow n hair from  scalp, acts o f  self-dam age or self-m utilation-picking skin. Furtherm ore,

she got m arried w ithout inform ing her family, So that she had alw ays irritating m ood and

she was frustrated about her husband’s jo b  status. The client and her husband did not live

together and her husband did not give her enough time. But the  client was alw ays

m issing her husband very m uch. She also loved her husband very m uch. W hen she was
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feeling anxious about lier distorted fam ily attitude and her h usband ’s deprivation, the 

above problem s occuiTcd.

Family and Personal history:

Family history: A ccording to the client, her parents were still alive. Her father was a 

businessm an, aged 65 and his educational level was B.A. Mer m other 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 M S, S.S.C 

and class eight. Her elder sister was unm arried. The client’s husband was a m edical 

representative, aged 29 and he was a graduate.

Birth history: The client had no birth com plication and she w as a norm al born child.

Schooling and education: The client was a medium category student from early 

age. In 1998, she passed S.S.C exam  with llrst dix'ision and in 2000, she passed M.S.C 

exam with second division. In 2001. the chent was adm itted in honours course in 

biochem istry in a reputed College in Dhaka city but due to her m ental d isorder she had 

failed twice. As a result, her adm ission was cancelled. After that she was adm itted in 

private B.A course in a well known College. N ow  she had no concentration at all.

Marital history: In 2008, D ecem ber, the client got married but her she did not inform  

her fam ily about m arriage. But her in laws was inform ed about lier m arriage.

Past medical history: For this problem  she took m edicine seven years ago.

Relationship among family members: Her relationships am ong all family 

mem bers were not good. She did not talk  with other family m em bers for a long tim e ago. 

She said that Iier relationship am ong fam ily m em bers were not norm al.

145

Dhaka University Institutional Repository



Family history of mental illness: Her parents, sister and younger brothers had 

OCD problem s.

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

A. Findings based on Interview and Observation;

Mrs. B -7’s problem s in different areas (Cognitive, em otional, physiological, 

behavioural, social and occupational) are presented in Table no-2,14.2.

Table no-2.14,2: Problem s m entioned in pre-assessm enl and reduction/ im provem ent/ 

increase o f  problem s found during mid, post and follow-up assessm ent.

Category Problems found during  
Pre-assessment

Reduction/  
improvement/  
increase of the 

problem in 
Mid- 

assessmcnt

Reduction/  
im provem ent/  
increase of the 

problem in 
Post­

assessment

Reduction/ 
improvement/  
increase of the 

problem in 
Follow-up  
assessment

Cognitive 1 am contam inated with din 
and gem is, becam e ill from 
contam inated; excessive fear 
and preoccupation with 
avoiding dirt (100% )

Not reduced N ot reduced Not reduced

Life is w orthless and she is a 
sick person

Not reduced N ot reduccd N ot reduccd

Lack o f  concentration Not increased Increased a 
little bit

increased up to 
15%

Low se lf  esteem Not increased Not increased N ot increased
D ecision m aking capacity 
was extrem ely reduced

Not increased Not increased Not increased

Emotional Lack o f  confidence Not increased Increased up to 
5%

Increased up to 
5%

Felt, fear, anger, hopeless, 
sad, w orthless, distressed and 
restless (95% )

Reduced up to 
5%

Reduced up to 
10%

Rcduced up to 
10%

Physiological Chest pain (40% ), abdom en 
pain (100% ),

Reduced up to 
20%  and 50%

Reduccd up to 
25%  and 70%

Reduced up to 
35%  and 75%.

Palpitation, sleep difficulties Reduced up to 
5% and 10%

Reduced up to 
15% and 40%

Reduced up to 
25%  and 45%>

Appetite increased (100% ) Decreased 
(10%)

D ecreased
(10% )

Decreased
(10%)

W eakness, irritated and 
vulnerable

Not reduced Reduced a little 
bit

Reduced a little 
bit

Behavioural Excessive, illogical and 
uncontrollable repeated

Not reduced N ot reduced N ot reduced
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hand, plate, pot, floor, cloth 
w ashing (100% ) and bathing 
(60% ) often perform ed in a 
ritualistic way, avoiding 
places feared for possible 
contam ination
D ecreased activity level Not increased Not increased N ot increased
W ithdraw al from social 
activity

Not increased N ot increased N ot increased

N on assertive Not reduced N ot reduced N ot reduced
Pulling ow n hair from scalp 
(100% ), acts o f self-dam age 
or sclf-m utilation-picking 
skin (100% ), doing ccrtain 
activities in a particular 
num ber o f  tim es (100%)

Not reduced Reduced up to 
10%

Reduced up to 
10%

Social Social interaction was 
disrupted very m uch (100% ).

Not increased 
significantly

N ot increased 
sitinificantlv

N ot increased 
significantly

She can not m ix with 
relatives, neighbors, friends 
and class m ates

Not increased 
significantly

Not increased 
significantly

Not increased 
significantly

A nnoyed with family 
m em bers (100% )

Not reduced Reduced up to 
10%

R educed up to 
5%

Occupational N ot interest about her study 
and house hold activities 
(100% )

Not increased ' Increased up to 
10%

Increased up to 
10%

Her attention span and body 
strength was reduced 
significantly

Not increased Not increased 
significantly

N ot increased 
significantly

Observation She cam e with her younger 
brotlier by w earing a 
religious dress up and her 
appearance and behaviour 
appeared to be culturally 
appropriate

C am e......
appropriate

C am e ......
appropriate

C am e......
appropriate

H er m inim um  eye contact 
was present and she w^as 
looking very sad and anxious

M inimum Norm a! Norm al

Her body posture and body 
m ovem ent and am ount o f  
speeches were normal

Normal She was 
exchanging her 
body posture in 
front side and 
back side 
continuously

N orm al

H er m ood was low and she 
felt restlessness

Low and 
restlessness

Low  and 
restlessness

Low  and 
restlessness
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B. Objective rating of Mrs. B-7:

Scores o f  AS, DS and D U OCS are displayed at Table no-2.14.3.

Table no-2.14.3: General trend o f  objective score o f  Mrs. B-7

Anxiety Score i- Depression Score OCD Scorc
Pre-assessment 95 (Profound) 90 (M inimal) 58 (Profound)
Mid-assessment 52 (Mild) 102 (M ild) 49 (Severe)
Post-assessmcnt 90 (Profound) 126 (Severe) 51 (Profound)
1®‘ Follow- up 87 (Profound) 124 (Severe) 50 (Profound)
2"“ Follow- up 90 (Profound) 126 (Severe) 52 (Profound)
3'̂ '’ Follow- up 76 (Severe) 110 (M ild) 49 (Severe)

C. Subjective rating of Mrs, B-7:

Ratings o f  the verbal scale are displayed al Table no-2.14.4.

Table no-2.14.4: General trend o f subjective rating o f  Mrs. B-7

Client’s Subjective Ratinj; 
Score

Care g iver’s Suiijective Rating  
Score

Pre-asscssment 7 7
Mid-assessment 8
Post-assessmcnt 7 7
1*' Follow- up 7
2"“* Follow - up 7.5
3 “* Follow- up 8 8

Responsible Psychiatrist’s coninients:

At the last and follow-up session ihe responsible p.sychiatrist talked to Mrs. B-7. 

A ccording to the psychiatrist evalualioti/ rem arks, she is still passing through emotional 

instability, rituals are persisting with ups and down. T richotillom ania is m ostly 

controlled. Finally, the responsible ps; chiatrist reported 40-45%  as im provem ent rating 

feedback.
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Part-II: Presentation of findings in Tables and Graphs

Table no-2.15.1: Summary of Pre-assessment of group A & B
Category Group-A Group-B
Cognition I am  contam inated with dirt and 

germ s, touching animals; 
becam e ill from contam inated {4 
o f 7);

1 m ust do my work certain 
num bers, if  I can not bad things 
will happen (5 o f  7);

I am contam inated with dirt and 
germ s, touching anim als and 
insects; touching dustbin, poor 
people, tree leafs, handshake w'ith 
other and touching football; 
becom ing ill from contam inated; 
excessive fear and preoccupation 
with avoiding dirt and germs; life 
is m eaningless and W'orthless, 
world is dusty, life is finished and 
future is dark (6 o f  7);_____________

N obody understand my pain, 
life is m eaningless and 
w orthless, w orld is dusty, life is 
finished, fliture is dark (6 o f 7);
Lack o f  concentration, difficulty 
in m aking decision, low se lf 
esteem  (7 o f  7);

R eassurance seeking behaviour; 
speaks alone; had no quality; 
M y head has a bad thing; My 
head has another head (2 o f  7);

A voiding insects, m osquito; easily 
bothered by certain sounds; 
intrusive nonsense sounds; nobody 
understands pain and nobody loves 
him/her; unw anted, worrisom e and 
intrusive sexual thoughts and 
im pulses (95% ); thoughts about 
being or becom ing a hom osexual 
(95%); I am not a good student; I 
will not succcss my life; excessive 
fear, w orry and preoccupation: 
having blasphem ous thoughts; 
being punished for blasphem ous 
thoughts, had no m em ory and 
quality; not qualified student; had a 
suicidal ideation and two tim es 
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 
som ething em barrassing -95%  (1 
o f 7)^_____________________________
Lack o f concentration and decision 
m aking capacity  was extrem ely 
reduced and se lf  esteem  was low ( 
7 o f 7)^___________________________
W hen talks and play w ith other, 
will be contam inated; can not 
speak well; brain is going to be 
decrease slow'ly (2 o f ly ,_______
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If I go one step then I back two 
steps, I m ust getup the chair 
from  the same side, if  I can not 
do that danger will happen; 1 am 
concern with religious beliefs; 
hopeless about m arital life; soap 
w ater going to abdom en and 
becam e sick and burning 
sensation felt all abdomen; can 
not touch children, wardrobe, 
bed, sofa set, w indow, door etc 
because o f  insects poison; all 
tim e advertisem ent and music 
was running my head, 1 will fail 
my exam s; suicidal ideation; 
urge to collect useless things; 
preoccupation with symmetry, 
exactness and order; excessive 
concern w ith aligning papers, 
books, cloths, bag, toys, show­
pieces, household materials and 
other items a certain perfect 
way; preoccupation and 
excessive, illogical fear o f  
harm ing self, harm ing fathers; 
doing som ething embarrassing; 
worry about losing things; 
w orry about fathers remarriage
(1 o f7 );________________

Emotion Felt fear (6 o f  7); hopeless, sad, 
worthless, distressed, restless, 
confused and vulnerable (7 o f 
1)\__________

Felt lack o f confidence 90-100% ; 
fear, hopeless, sad. worthless, 
distressed, restless (7 o f  7);

Guilt feeling; no interest to do 
anything (2 o f  7); irritated (4 o f  
7); frustrated about life; crying 
spell; hot tem pered (1 o f  7);

Guilt feeling (3 o f  7); irritated (5 o f  
7); vulnerable; had no m otivation 
and interest to do anything (4 o f  7); 
crying spell, confused and anger (2 
o f7 );

Physiology D row siness, palpitation,
sweating, sleep difficulties, 
reduced appetite, dryness o f 
throat, headache and loss o f 
energy ( 7 o f  7);________________

D row siness and vom iting tendency 
(3 o f  7); palpitation, sleep 
difficulties, low appetite (7 o f  7);

Burning sensation all over the 
body ( 3 o f  7); weight gradually 
reduced ( 2 o f  7);

E xcessive sw eating, headache and 
loss o f  energy (5 o f  7);

Jerking all over the body, hot 
and pain in abdomen, 
dehydrations problem , felt

D ryness o f  throat, burning 
sensation all over the body and 
hot flushes in head (4 o f  7);_______
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Behavioural
response

w eak, hand and body trem or (1 
o f  7);

Hand and leg trem or, pain and 
burning sensation in the scalp 
(80%);

Pain sensation in leg, chest pain 
(40% ) and abdom en pain (1 o f 7); 
weakness (6 o f  7);

Repeated washing, often 
perform ed in a ritualistic wav ( 
4 o f  7);

Excessive, illogical and 
uncontrollable repeated cloth, 
doors, w indow s, balcony, lone, 
sandal, m obile, bag, money bag, 
tap, hand, plate, pot, floor etc. 
washing, often performed in a 
ritualistic w ay (5 o f  7);

Avoiding places feared for 
possible contam ination, repeated 
show ering or bathing ( 3 o f 7);

Show ering or bathing, often 
perform ed in a ritualistic w ay (4 o f  
7);

D ecreased activity level, 
w ithdraw al from  social activity, 
lowered activity, non assertive { 
7 o f  7); '■

A voiding places such as toilet, 
dustbin, shoe self, others house, 
drain etc. feared for possible 
contam ination (5 o f  7);

Repeating and rereading things ( 
2 o f 7 ) ;  ^

D ecreased activity level, 
w ithdraw al from  social activity, 
non assertive (7 o f  7);

Checking stoves, locks, food 
pot, fan sw itches, w indows over 
and over and doing certain 
activities in a particular num ber 
o f tim es { 6 o f 7);

Rereading things, crying spell, 
pulling o \\n  hair from scalp, acts 
o f self-dam age or self-m utilation- 
picking s k in -100%  (1 o f 7);

Counting tiles, no quality o f 
stage perform ance at all; writing 
often perform ed in a ritualistic 
way; bathing several time; can 
not bathing through a m onth; 
cleaning objects and household 
item s by using w ith special 
cleansers and cleaning 
techniques; avoidance o f  objects 
considered contam inated; 
preoccupation with sym m etry, 
exactness or order and doing 
certain activities in a particular 
num ber o f  tim es (1 o f 7);

D oing certain activities in a 
particular nuntber o f  tim es (6 o f 7);

Excessive, illogical and 
uncontrollable repeated checking 
stoves, tap, locks, fan and 
television sw itches, checking 
under door, bed, ahnira, m idself, 
pen, pot, adm it card and file over 
and over (4 o f  7);
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Social
position

D isrupted social interaction 
decreased relationship w'ith 
neighbors, relatives and family 
m em bers (7 o f  7);

D isrupted social interaction 90­
100% (7 o f  7),

A nnoyed with family m em bers 
and decreased relationship with 
custom ers (1 o f  7);

D ecreased relationship w ith 
neighbors, relatives and fam ily 
m em bers (6 o f  7);
Can not talk  and mix with other 
people (5 o f  7);
Annoyed w ith fam ily m em bers (2 
o f  7 );'

Occupational
condition

Poor business and Job 
perform ance (4 o f 7);

Job loses (1 o f  7);

Decreased relationship with 
colleagues (5 o f  7);

Had no interest about job  and 
attention span and body strength 
reduced significantly (7 o f  7);

Lack o f  concentration about 
business task, lack o f  interest, 
decreased level o f interest, 
reduced attention span and 
reduced body strength (7 o f  7);

Had no interest about household 
activities (2 o f  7);

Can not do any household 
activities (2 o f  7);
D ecreased relationship with 
class m ates and teachcrs; lack o f 
concentration about study and 
loss o f  mem ory (1 o f 7 );

Table no-2.15.1 show s the m ajor sym ptom s that were found in the pre-assessm ent in 

different categories. T he content that was frequently reported by the client was kept 

under each category. From the cognition, it was seen that alm ost all of the clients 

perceived their life as contam inated, polluted, dusty, m eaningless, worthless, dark and 

finished. In the em otional sym ptom s, al! o f the clients o f  both groups had negative 

emotion. A nxious m ood wa.s prom inent to all o f  the both groups o f  client. They also felt 

depressed, hopelessness, fear, w orthlessness, irritated, guilt feeling, distressed, 

vulnerable and restlessness. In the physical reaction, all o f  clients o f both groups had 

com m on com plaints as palpitation, sw'eating, sleep difficulties, reduced appetite, dryness 

o f throat and headache. They also have some com plaints such as hot flushes and burning 

sensation all over the body, hand trem or and loss o f  energy. In the behavioural response 

categories, alm ost all o f  the clients o f both groups had behavioural problem  as repeated
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washing, avoiding places feared for possible contam ination, cry ing  spell, decreased 

activity level, w ithdraw al from social activity, lowered activity, non assertive, seeking 

reassurance, repeated show ering or bathing, repeating and rereading things, checking 

som e aspects over and over, doing certain activities in a particular num ber o f tim es, 

cleaning o f  the house in a ritualistic way. In the social position categories, all o f  the 

client’s social position had changed such as disrupted social in teraction, decreased 

relationship w ith  neighbors, relatives, family m em bers and friends. In the occupational 

condition categories, all o f  the clients had some problem  as poor jo b  performance, 

decreased relationship  w ith colleagues, lack o f  interest, decreased level o f  interest, 

reduced attention span and reduced body strength.

Table no-2.15.2: Summary of Mid-assessment of group A B
Category Group-A G roup“B
Cognition I am contam inated with dirt and 

germ s, touching anim als; becom ing 
ill from contam inated (4 o f  7) 
reduced up to 20 to 50%;

I am contam inated with dirt and 
germ s, touching anim als and 
insects; touching dustbin, poor 
people, tree leafs, handshake 
with other and touching football; 
becoming ill from  contam inated; 
excessive fear and preoccupation 
with avoiding dirt and germ s; life 
is m eaningless and worthless, 
world is dusty, life is finished 
and future is dark (6 o f  7) 
reduced a little bit up to 10%;

I m ust do the work certain num bers, 
if  I can not bad things will happen 
(5 o f  7) reduced up to 10 to 70%;

Avoiding insects, mosquito; 
easily bothered by certain 
sounds; intrusive nonsense 
sounds not reduced (100% );

N obody understand my pain, life is 
m eaningless and worthless, w orld is 
dusty, life is finished, future is dark 
(6 o f  7) reduced up to 10 to 50%;

Nobody understands pain and 
nobody loves h im /her now a day;

Concentration level, decision 
m aking capacity and se lf  esteem  (7 
o f  7) increased up to 10 to 60% ,

Unwanted, w orrisom e and 
intrusive sexual thoughts and 
impulses; thoughts about being or 
becoming a  hom osexual not 
reduced;

Reassurance seeking behaviour (2 o f  
7) reduced up to 10%;

I am not a good student; I will not 
success m y life rcduced 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 o f  7) reduced up to 
70% ;

preoccupation: having 
blasphem ous thoughts; being 
punished for blasphem ous 
thoughts w ere not reduced;

“I f  I go one step then I back two 
steps, I m ust getup the chair from 
the sam e side, i f  I cant do the 
danger will happen” reduced up to 
70%;

H opeless about m arital life reduccd 
a little bit;

Had no m em ory and quality; not 
qualified student not reduced;

She can touch children, wardrobe, 
bed, sofa set, w indow, door ctc 
som etim es; all tim e advertisem ent 
and m usic was running my head 
reduced up to 55% ;

Suicidal ideation reduced and he 
did not suicidal attem pt now  a 
day; bad things will happen as 
bad as doing so (90% ) not 
reduced; going to die, has a big 
disease and doing som ething 
em barrassing -95%  (1 o f  7) were 
reduced a little bit up to 20%.

N ow  a day he had no suicidal 
ideation; urge to collect useless 
th ings reduced up to 40%;

C oncentration level and decision 
m aking capacity were not 
im proved significantly and his 
self esteem  was low also ( 7 o f  7);

>
Preoccupation with symmetry, 
exactness and order; excessive 
concern with aligning papers, books, 
cloths, bag, toys, show pieces, 
household  m aterials and other items 
a certain  perfect w'ay reduced up to 
20% ;

Wlicn talks and play with other, 
will be contam inated; can not 
speak w'ell not reduced; brain is 
going to be decrease slow ly (2 o f  
7) reduccd a little bit;

Preoccupation and excessive, 
illogical fear o f  harm ing self, 
harm ing fathers reduced up to 50%;
D oing som ething em barrassing 
reduced a little bit; worry about 
losing things; worry about fathers 
rem arriage not reduced;
She is going to die and fear to die 
reduced up to 40% ; her feelings o f 
senseless and loss o f  m em ory 
reduced up to 10%; “ I am a bad 
looking person, everybody laughed 
to seem  m e” reduced up to 60%; ‘'I 
have a bad disease” , “ I w ish I will 
d ie” reduced up to 5%; “I have no 
rest, no satisfaction and seen many 
scenery in my brain w hen sleeping 
not reduced significantly; his incom e 
related thought w ere reduced up to
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10% but he believe that he had a 
poor brain, his d isease and m edicine 
related thoughts w ere reduced up to 
15%, I have a skin disease due to 
using soap reduced up to 20% ;

Emotion Felt fear (6 o f  7) hopeless, sad, 
Vv'orthless, distressed, restless, 
confused and vulnerable (7 o f  7); 
irritated (4 o f  7) reduced up to 15 to 
50%;

Confidence level increased up to 
5 to 10%; fear, hopeless, sad, 
worthless, d istressed, restless (7 
o f 7) were reduced a little bit;

Guilt feeling; no interest to do 
anything (2 o f 7) now  days; 
frustrated about life; crying spell; 
hot tem pered (1 o f  7) reduced a little 
bit;

Guilt feeling (3 o f  7); irritated (5 
o f  7); vulnerable w ere not 
reduced; m otivation level and 
interest to do anything (4 o f 7) not 
increased significantly; crying 
spell also, confused and anger (2 
o f  7) not reduced;

Physiology D row siness, palpitation, sweating, 
sleep difficulties, dryness o f  throat 
and headache (7 o f  1) reduced up 
to 10 to 50%;

D row siness reduced up to 5 to 
10% and vom iting tendency (3 o f 
7) reduced up to 5%;

A ppetite pattern and energy level (7 
o f  7) increased up to 10 to 50%;

Palpitation, sleep difficulties, low 
appetite (7 o f  7) reduced up to 5 
to 20% ;

Burning sensation all over the body 
(3 o f 7) reduced up to 10 to 40%;

Excessive sw eating reduced a 
little bit up to 20% , headache 
reduced up to 5 to 20%  and 
energy level (5 o f  7) increased a 
little bit;

Jerking all over the body reduced up 
to 30%;

Dryness o f  throat reduced up to 
20% , burning sensation all over 
the body and hot flushes in head 
(4 o f 7) reduced up to 30% ;

Hot and pain in abdom en, 
dehydrations problem  reduced up to 
20%;

Hand and leg trem or; pain and 
burning sensation in the scalp 
reduced up to  10%;
Pain sensation in leg not reduced; 
chest pain reduced up to 15 to 
20%; and abdom en pain (1 o f  7) 
reduced up 50% ; w eakness (6 o f 
7) not reduced;

Behaviour 
al response

Repeated w ashing, often perform ed 
in a ritualistic way ( 4 o f 7) reduced 
up to 15 to 80%;

Excessive, illogical and 
uncontrollable repeated cloth, 
doors, w indow s, balcony, lone, 
sandal, m obile, bag, m oney bag, 
tap, hand, p late , pot, floor etc. 
washing, often perform ed in a 
ritualistic w ay (5 o f  7) not 
reduced siRjiificantly;
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A voiding places feared for possible 
contam ination ( 3 o f 7) reduced up 
to 5 to 55% ,

Show ering or bathing, often 
perform ed in a ritualistic way (4 
o f  7) not reduced;

R epeated show ering or bathing ( 3 
o f  7) reduced up to 25 to 40%;

A voiding places such as toilet, 
dustbin, shoe self, others house, 
drain etc. feared for possible 
contam ination (5 o f 7) not 
reduced;

A ctivity level ( 7 o f  7) increased up 
to  5 to  50% ;

Activity level not increased at all; 
w ithdraw  from  social activity now  
a day (100% ); assertiveness 
problem s (7 o f  7) not reduced;

R epeating and rereading things ( 2 
o f  7 ) reduced up to 15 to 40%;

Rereading things, crying spell, 
pulling own hair from scalp, acts 
o f self-dam age or self-m utilation- 
picking skin (1 o f 7) not reduced;

Checking stoves, locks, food pot, fan 
sw itches, w indow s over and over 
and doing certain activities in a 
particular num ber o f  times ( 6 o f  7) 
reduced up to 10 to 50%;

D oing certain activities in a 
particular num ber o f tim es (6 o f  
7) not reduced;

>

C ounting tiles reduced up to 80%; Excessive, illogical and 
uncontrollable repeated checking 
stoves, tap, locks, fan and 
television switches, checking 
under door, bed, alm ira, m idself, 
pen, pot, adm it card and file over 
and over (4 o f  7) not reduced 
significantly;

Stage perform ance not im proved; 
w riting often perform ed in a 
ritualistic way now  a day; she can 
bathing once a day; cleaning objects 
and household item s by using with 
special cleansers and cleaning 
techniques not reduced; avoidance 
o f  objects considered contam inated 
reduced up to 20% ;

Avoids social gathering now a 
day up to 80%;

Preoccupation with sym m etry, 
exactness or order (1 o f  7) reduced 
up to 40% ;
W ithdraw  from  social activity (7 o f  
7) now  days; assertiveness problem s 
(7 o f  7) not rem oved;

W- Social
position

Social interaction increased a little 
bit; relationship with neighbors, 
relatives and fam ily m em bers (7 o f  
7) increased up to  10 to 50%;

Social interaction (7 o f  7) not 
increased significantly;

N ow  a day she annoyed with her R elationship with neighbors,
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Occupatio
nal
condition

father 50%  and increased 
relationship w ith custom ers (1 o f  7) 
a little bit;

Business and jo b  perform ance (4 o f  
7) increased up to 15%;

Relationship with colleagues (5 o f  7) 
increased up to 20 to 30%;
C oncentration about business task 
not increased, attention span and 
body strength (7 o f  7) increased up 
to 20% ;
Can do som e household activities (2 
o f  7); relationship with class m ates 
and teachers also not increased; lack 
o f  concentration about study (1 o f  7) 
increased up to 45%;_______________

relatives and fam ily m em bers (6 
o f 7) w ere not im proved; can not 
talk and m ix w ith  other people (5 
o f  7) now  days; annoyed with 
fam ily m em bers (2 o f  7) now a 
day;_____________________________
Job loses (] o f  7); had no interest 
about jo b  now  a day but attention 
span and body strength (7 o f  7) 
increased up to 10%; had no 
interest about household activities 
(2 o f  7) now  a day;_______________

Table no-2.15.2 contains the significant content o f the both groups o f  client in their m id­

assessment session and the content o f the both groups o f clients has been changed 

compared to the pre-assessm ent.

Tabic no-2.15.3: Summary of Post-assessment of group A & B
Category Group-A Group-B
Cognition 1 am contam inated with dirt and 

germs, touching animals; 
becom ing ill from contam inated 
(4 o f  7) reduced up to 50 to 
100%;

1 am contam inated with dirt and 
germs, touching anim als and 
insects; touching dustbin, poor 
people, tree leafs, handshake 
with other and touching football; 
becom ing ill from contam inated; 
excessive fear and preoccupation 
with avoiding dirt and germ s; life 
is m eaningless and worthless, 
world is dusty, life is finished 
and future is dark (6 o f  7) 
reduced a little bit up to 10%;

I must do the work certain 
num bers, if  1 can not bad things 
will happen (5 o f 7) reduced up to 
80 to 100%;

Avoiding insects, m osquito; 
easily bothered by certain 
sounds; intrusive nonsense 
sounds not reduced (100%);

N obody understand my pain, life 
is m eaningless and worthless.

N obody understands pain and 
nobody loves him /lier now a day;
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-4-

w orld is dusty, life is finished, 
fu ture is dark (6 o f  7) reduced up 
to 50 to 70%;
Concentration level, decision 
m aking  capacity and se lf esteem  
(7 o f  7) increased up lo 30 to 
90% ;

U nw anted, w on'isom e and 
intrusive sexual thoughts and 
im pulses; thoughts about being 
or becom ing a hom osexual not 
reduced;

Reassurance seeking beliaviour (2 
o f  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; M y 
head has a bad thing; M y head 
has another head (2 o f 7) reduced 
up to 70%;

Excessive fear, worry and 
preoccupation: having 
blasphem ous thoughts; being 
punished for blasphem ous 
thoughts w ere not reduced;

“ If  1 go one step then I back two 
steps, I m ust getup the chair from 
the sam e side, if I cant do the 
danger will happen” reduced up 
to 99% ;

Had no m em ory and quality; not 
qualified student not reduced;

Hopeful about m arital life; Suicidal ideation reduced and he 
did not suicidal attem pt now  a 
day; bad things will happen as 
bad as doing so (90% ) not 
reduced; going to die, has a big 
disease and doing som ething 
em b arra ss in g -95%  (1 o f  7) were 
rcduced a little bit up to 20%o.

She can touches children, 
w ardrobe, bed, sofa set, w indow, 
door etc som etim es 50%; all tim e 
advertisem ent and m usic was 
running my head reduccd up to 
85%);

W hen talks and play w ith other, 
will be contam inated; can not 
speak well not reduced; brain is 
going to be decrease slow ly (2 o f  
7) rcduced a little bit;

Suicidal ideation reduced up to 
100%;

Concentration level not increased 
significantly  and decision m aking 
capacity  was increased a little bit 
and his se lf  esteem  was low also 
( 7 o f 7 ) ;

U rge to collect useless things 
reduced up to 65%i;
Preoccupation with sym m etry, 
exactness and order; excessive 
concern  w ith aligning papers, 
books, cloths, bag, toys, show 
pieces, household m aterials and 
other items a certain perfect way 
reduced up to 60% ;
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Emotion

Physiology

Preoccupation and excessive, 
illogical fear o f  harm ing self, 
harm ing fathers reduced up to 
80%;________________
D oing som ething em barrassing 
reduced up to 50%; worry about 
losing things; worry about fathers 
rem arriage reduced up to 80%;
She is going to die and fear to die 
reduced up to 50%  to 80%; “I am 
a bad looking person, everybody 
laughed to seem m e” reduced up 
to 70% ; “ I have a bad disease” ,
“1 w ish  I will die” reduced up to 
50%; “ I have no rest, no 
satisfaction and seen many 
scenery in m y brain when 
sleeping not reduced 
significantly; his incom e 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%;_________
Felt fear (6 o f 7) hopeless, sad, 
w orthless, distressed, restless, 
confused and vulnerable (7 o f  7); 
irritated (4 o f  7) reduced up to 25 
to 100%;
Guilt feeling now days; interest to 
do som ething (2 o f  7) now  days; 
now she cooks food and take care 
for her family; frustrated about 
life reduced; crying spell; hot 
tem pered (1 o f  7) reduced up to 
60% ;

Confidence level increased up to 
5 to 10%; fear, hopeless, sad, 
worthless, distressed, restless (7 
o f  7) were reduced up to 5 
to 10%; _________

D row siness, palpitation, sw'cating, 
sleep difficulties, dryness o f 
throat and headache (7 o f  7) 
reduced up to 40 to 90%;reduced up to 4U to yUvo',_________
A ppetite pattern and energy level 
(7 o f  7) increased up to 50 to 
100%;___________________________
Burning sensation all over the 
body (3 o f  7) reduced up to 50 to 
75%;

Guilt feeling (3 o f  7); irritated (5 
o f  7); vulnerable were up to 5 
to l 0%; had a little bit m otivation 
and interest to reading (4 o f 7) 
now  a day; crying spell also, 
confused and anger (2 o f  7) not 
reduced; ___________
D row siness reduced up to up to 
20%  and vom iting  tendency (3 o f 
7) reduced up to  50%o;

Palpitation, sleep difficulties, low  
appetite (7 o f  7) reduced up to 
20 to 40% ;______________________
Excessive sw eating reduced a 
little bit up to 20% , headache 
reduced up 20%  and energy level 
(5 o f  7) increased a little bit;

159

Dhaka University Institutional Repository



Jerking all over the body reduced 
up to 40% ;

H ot and pain in abdom en, 
dehydrations problem  reduced up 
to  40% ; ____________________

Behavioural
response

Repeated washing, often 
perform ed in a ritualistic way ( 4 
o f  7) reduced up to 50 to 100%;

D ryness o f  throat reduced up to 
20% , burning sensation all over 
the body and hot flushes in  head 
(4 o f  7) reduced up to 30% ;
Hand and leg trem or; pain and 
burnhig sensation in the scalp 
reduced up to 30% ;______________
Pain sensation in leg reduced up 
to 35% ; chest pain reduced up to 
25%; and abdom en pain (1 o f  7) 
rcduced up 70%; w eakness (6 o f  
7) reduced a little bit;____________

Avoiding places feared for 
possible contam ination ( 3 o f  7) 
reduced up to 50 to 7Q%o;_________
Repeated show ering or bathing ( 
3 o f  7) reduced up to 20 to 100%;

A ctivity level ( 7 o f 7) increased 
up to 20 to 80%>;

Excessive, illogical and 
uncontrollable repeated cloth, 
doors, w indow s, balcony, lone, 
sandal, m obile, bag, m oney bag, 
tap, hand, plate, pot, floor etc. 
washing, often perform ed in a 
ritualistic way (5 o f  7) not 
reduced significantly;
Show ering or bathing, often 
perform ed in a ritualistic way (4 
o f  7) not reduced;_______________
A voiding places such as toilet, 
dustbin, shoe self, o thers house, 
drain etc, feared for possible 
contam ination (5 o f  7) reduced a 
little bit up to 10%>;
Increased activity level up to 15 
to 20%  but w ithdraw  from  social 
activity now' a day; assertiveness 
problem s (7 o f  7) were not 
reduced;

R epeating and rereading things (
2 o f  7 ) reduced up to 100%;

Checking stoves, locks, food pot, 
fan switches, w indow s over and 
over and doing certain activities 
in  a particular num ber o f tim es ( 6 
o f  7) reduced up to 50 to 100%; 
Counting tiles reduced up to 100%;

Rereading things, crying spell, 
pulling ow n hair from scalp, acts 
o f  self-dam age or self-m ulilation- 
picking skin (1 o f  7) not 
red u c e d ;_________________ ______
Doing certain activities in  a 
particular num ber o f  tim es (6 o f  
7) 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 over and over (4 o f 7) 
reduced up to 10%;_____________ __
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Social position

Occupational
condition

Stage perfonnance 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; asseiliveness problems 
(7 o f 7) not removed significantly;
Social interaction increased up to 40 
to 60%; relationship with neighbors, 
relatives and family members (7 of 
7) increased up to 55 to 100%:
Now a day she annoyed with her 
father 10% and increased 
relationship with customers {1 of 7) 
up to 50%;

Business and job perfonnance (4 of 
7) increased up to 55%;

Relationship with colleagues, friends 
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 
o f 7); relationship with class mates 
and teachers also increased a little 
bit; lack of concentration about study 
(1 o f 7) increased up to 45%;_______

Avoids social gathering now a day 
up to 80%;

Social interaction (7 o f 7) was 
improved a little bit up to 10%;

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 o f 7) now a day
Now jobless for his problem (1 of 
7); had no interest about job now a 
day but attention span and body 
strength (7 o f 7) increased up to 
15%; had no interest about 
household activities (2 of 7) now a 
day;_____________________________

Table no-2.15.3 contains the significant content o f  the both groups o f  client in their post­

assessm ent session and the content o f  the both groups o f  clients has been changed 

com pared to the m id-assessm ent.
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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  contam inated with dirt and 

germ s, touching anim als; 
becom ing ill from contam inated 
(4 o f  7) reduced up to 80 to 
100%;

I am contam inated w ith dirt and 
germ s, touching anim als and 
insects; touching dustbin, poor 
people, tree leafs, handshake w ith 
other and touching football; 
becom ing ill from contam inated; 
excessive fear and preoccupation 
with avoiding dirt and germ s; life 
is m eaningless and w orthless, 
w orld is dusty, life is finished and 
future is dark (6 o f 7) reduced a 
little bit up to 10%;_______________

I m ust do the work certain 
num bers, if I can not bad things 
w ill happen (5 o f  7) reduced up 
to 80 to 100%;

A voiding insects, m osquito; easily 
bothered by certain sounds; 
intrusive nonsense sounds not 
reduced (100% );__________________

N obody understand my pain, 
life is m eaningless and 
w orthless, w'orkl is dusty', life is 
finished, future is dark (6 o f 7) 
reduced up to 75 to 85% ;_______
Concentration level increased up 
to 50 to 85%; decision m aking 
capacity  increased up to 60 to 
70% ; and se lf esteem (7 o f 7) 
increased up to 50 to 90%;______

N obody understands pain and 
nobody loves him /her now  a day;

R eassurance seeking behaviour 
(2 o f  7) reduced up to 70%  to 
80% ;__________________________
Speaks alone; had no quality; 
M y head has a bad thing; My 
head has another head (2 o f 7) 
reduced up to 75 to 90%;

“ I f  I go one step then I back two 
steps, I m ust getup the chair 
from  the same side, if  I cant do 
the danger will happen” reduced 
up to 99%;
H opeful about marital life;

Unw'anted, w'orrisome and 
intrusive sexual thoughts and 
im pulses; thoughts about being or 
becom ing a hom osexual not
reduced; _________________
1 am not a good student; 1 w ill not 
success m y life reduced up to 15%i;

Excessive fear, w orry and 
preoccupation: having
blasphem ous thoughts; being 
punished for blasphem ous thoughts 
were not reduced; ______________
Had no m em ory and quality; not 
qualified student not reduced;

Suicidal ideation reduced and he 
did not suicidal attem pt now  a day; 
bad th ings will happen as bad as 
doing so (90% ) not reduced; going 
to die, has a big disease and doing 
som ething em barrassing -95%  (1 
o f  7) w ere reduced a little bit up to 
20%.; _______________________

162

Dhaka University Institutional Repository



She can touches children, 
w ardrobe, bed, sofa set, 
w indow, door etc som etim es 
50%; all tim e advertisem ent and 
m usic was running my head 
reduced up to 100%;
Suicidal ideation reduced up to 
100%;

C oncentration level increased up to 
25%  and decision m aking capacity 
increased a h ttle  b it up to 15%  and 
his se lf esteem  was low also ( 7 o f
7);

Urge to collect useless things 
reduced up to 75%;_____________
Preoccupation with symmetry, 
exactness and order; excessive 
concern with aligning papers, 
books, cloths, bag, toys, show 
pieces, household m aterials and 
other item s a certain perfect way 
reduced up to 90%;
Preoccupation and excessive, 
illogical fear o f  harm ing self, 
harm ing fathers reduced up to 
100%;1 / VJ,_____________________________________________

Doing som ething em barrassing 
reduced up to 80%; worry about 
losing things; worry about 
fathers rem arriage reduced up to 
90%;

Emotion

W hen talks and play w ith other, 
will be contam inated; can not 
speak w ell not reduced; brain is 
going to be  decrease slow ly (2 o f  
7) reduced a little bit;_____________

She is going to die and fear lo 
die reduced up to 90%; ‘‘1 am a 
bad looking person, everybody 
laughed to seem m e” reduced up 
to 80%; “ I have a bad disease” , 
“ I w ish I will die” reduced up to 
90%; “I have no rest, no 
satisfaction and seen many 
scenery in m y brain when 
sleeping not reduced 
significantly; his income related 
thought w ere reduced up to 
30% ; he believe that he had a 
brain but not good brain than 
other people, his disease and 
m edicine related thoughts were 
reduced up to 30%; I have a skin 
disease due to using soap 
reduced up to 40%.
Felt fear (6 o f  7) reduced up to Confidence level increased up to 5
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60 to 95% ; hopeless, sad, 
w orthless, distressed, restless, 
confused and vulnerable (7 o f  
7); irritated (4 o f  7) reduced up 
to 25 to 100%;

to 10%; fear, hopeless, sad, 
w orthless, distressed, restless (7 o f  
7) w ere reduced up to 5 to 10%;

G uilt feeling reduced now  days; 
in terest to do som ething (2 o f  7) 
now  days; now  she cooks food 
and take care for her family; 
frustrated about life reduced; 
crying spell; hot tem pered (1 o f  
7') reduced up to 80%;

G uilt feeling (3 o f  7); irritated (5 o f  
7); vulnerable w ere up to 5 to  10%; 
had a little b it m otivation and 
interest to reading  (4 o f 7) now  a 
day; cry ing  spell also, confused 
and anger (2 o f  7) not reduced;

Physiology D row siness, palpitation, 
sw eating, sleep diftlcuUies, 
dryness o f  throat and headache 
(7 o f  7) reduced up to 75 to 
80%;

D row siness reduced up to  up to 30 
to 40%  and vom iting tendency (3 
o f  7) reduced up to 70%;

A ppetite pattern and energy 
level (7 o f  7) increased up to 90 
to 100%;

Palpitation, sleep difficulties, low 
appetite (7 o f  7) reduced up to 20 
to 85%;

B urning sensation all over the 
body (3 o f 7) reduced up to 75 
to 80%;

Excessive sw eating reduced a little 
bit up to  30 to 40% ; headache 
reduced up 30%  and energy level 
(5 o f 7) increased a little bit;

Jerking all over the body 
reduced up to 80%;

D ryness o f  throat reduced up to 
20% , burn ing  sensation all over the 
body and hot flushes in head (4 o f  
7) reduced up to 30 to 35%;

H ot and pain in abdom en, 
dehydrations problem  reduced 
UP to  80%;

Hand and leg trem or; pain and 
burning sensation in the scalp 
reduced up to 30% ;
Pain sensation in leg reduced up to 
55%; chest pain reduced up to 
35%; and abdom en pain (1 o f 7) 
reduced up 75% ; w eakness (6 o f  7) 
reduced a little bit;

Behavioural
response

Repealed v/ashing, often 
perform ed in a ritualistic way ( 
4 o f  7) reduced up to 85 to 
100% ;

Excessive, illogical and 
uncontrollable repeated cloth, 
doors, wind-ows, balcony, lone, 
sandal, m obile, bag, m oney bag, 
tap, hand, plate, pot, floor etc. 
w ashing, often perform ed in a 
ritualistic w ay (5 o f  7) not reduced 
significantly;

A voiding places feared for 
possible contam ination ( 3  o f 7) 
reduced up to 60 to 90% ;

Show ering or bathing, often 
perform ed in a ritualistic w ay (4 o f  
7) not reduced;__________ —-________________ _____

Repeated show ering or bathing ( 
3 o f  7) reduced up to 85 to

A voiding places such as toilet, 
dustbin, shoe self, o thers house,
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Social
position

100%;

A ctivity level ( 7 o f  7) increased 
up to 45 to 85%;

Repeating and rereading things (
2 o f  7 ) reduced up to 100%;

drain etc. feared for possible 
contam ination (5 o f  7) reduced a 
little b it up to 10%;
Increased activ ity  level up to 15 to 
25%  but w ithdraw  from  social 
activity now  a day; assertiveness 
problem s (7 o f  7) were not 
reduced; ___________

Checking stoves, locks, food 
pot, fan sw itches, w indow s over 
and over and doing certain 
activities in a particular num ber 
o f  tim es ( 6 o f  7) reduced up to 
70 to 100%; ___________
Counting tiles reduced up to 
100%;

Rereading th ings, crying spell, 
pulling ow n hair from  scalp, acts 
o f  self-dam age or self-m utilation- 
picking skin (1 o f 7) reduced up to 
10%; _________________________
Doing certain  activities in a 
particular num ber o f  tim es (6 o f  7) 
not reduced;

Stage perform ance im proved; 
w riting often perform ed in a 
ritualistic way som etim es; she 
can bathing once a day; cleaning 
objects and household items by 
using with special cleansers and 
cleaning techniques reduced 
100%; avoidance o f  objects 
considered contam inated 
reduced up to 90%^____________

Excessive, illogical and 
uncontrollable repeated checking 
stoves, tap, locks, fan and 
television switches, checking 
under door, bed, alm ira, midself^ 
pen, pot, adm it card and file over 
and over (4 o f  7) reduced up to 
10%;
A voids social gathering now  a day 
up to 80% ;

Preoccupation with sym m etry, 
exactness or order (1 o f 7) 
reduced up to 70% ;

W ithdraw  from social activity (7 
o f  7) now days; assertiveness 
problem s (7 o f  7) reduced up to 
35%;
Social interaction increased up 
to 50 to 70%>; relationship with 
neighbors, relatives and fam ily 
m em bers (7 o f  7) increased up 
to 55 to 1 0 0 % ;________________

Social interaction (7 o f  7) was 
im proved a little bit up to 10%>;
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Occupational 
condition

N ow  a day she aiinoyed with her 
father 10% and increased 
relationship with custom ers (1 
o f  7) up to 50%;

B usiness and job  perform ance 
(4 o f  7) increased up to 60 to 
75% ;

R elationship with colleagues, 
friends and family m em bers (5 
o f  7) increased up to 50 to 80%;
Concentration about business 
task increased up to 60%; 
attention span and body strength 
(7 o f  7) increased up to 70%;

R elationship  w ith neighbors, 
relatives and fam ily m em bers (6 o f 
7) w ere not im proved; can not talk 
and m ix  w ith other people (5 o f  7) 
now  days; had liked to live alone 
now  a day; annoyed w ith fam ily 
m em bers (2 o f  7) now a day ;

N ow  engaged and involved in 
household activities (2 o f 7); 
relationship w ith class m ates 
and teachers also increased up to 
50% ; lack o f  concentration 
about study (1 o f 7) increased 
up to 50%;_____________________

N ow  job less for his problem  (1 o f  
7); had no interest about jo b  now a 
day but attention span and body 
strength (7 o f  7) increased up to 
25% ; had interest about study now 
a day but no interest about 
household activities (2 o f  7) now  a 
day;

Table no-2.15.4 contains the significant content o f  the both groups o f  client in their 

follow-up assessm ent session and the content o f  the both groups o f  clients has been 

changed com pared to the post-assessm ent.
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A

Comparison of pre, mid, post and follow-up assessment of group A & B

Table no-16: Total number o f  clients mentioned the problems in pre assessment and percentage o f reduction/ mcrease
Ui p iu u ic i
Group No

.13 HJUIJLVJ 111 llllUj .T ------------------
Total number of clients mentioned the problems in Pre­

assessment
Reduction/increas 

e in Mid­
assessment

Reduction/ 
increase in Post­

assessment

Reduction/ 
increase in 
Follow-up 
assessment

Group-A I am contaminated with diit and germs, touchmg animals; becamc ill 
from contaminated (4 out of 7)

Reduced up to 20 
to 50%

Reduced up to 50 
to 100%

Reduced up to 
80 to 100%

I must do the work certain numbers, if I can not bad tilings will 
happen (  ̂ out of 7)

Reduced up to 10 
to 70%

Reduced up to 80 
to 100%

Reduced up to 
80 to 100%

Nobody understand my pain, life is meaningless and worthless, 
world is dusty, life is fmished, 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 self esteem 
n  out of 7’)

Increased up to 10 
to 60%

Increased up to 30 
to 90%

Increased up to 
50 to 90%

\________ J,---------------------------------- -------------------------- -----------------
Rcassurancc seeking 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 
another head (2 out of 7)

Reduced up to 70% Reduced up to 70% Reduced up to 
75 to 90%

If 1 go one step then 1 back two steps, 1 must gctup the chair from the 
same side, if I can not do that danger will happen^ out of 7)

Reduccd up to 70% Reduced up to 99% Reduced up to 
99%

Hopeless about marital lifc(l out of 7) Reduced a little bit Hopeful about 
marital life

Hopeful about 
marital life

Can not touch children, wardrobe, bed, sofa set, window', door etc 
because of insects poison; all time advertisement and music w'as 
running my head( 1 out of 7)

Reduced up to 55% Reduced up to 85% Reduced up to 
100%

Suicidal ideation(l out of 7) Now a day he had 
no suicidal ideation

Reduced up to 
100%

Reduced up to 
100%

Urge to collect useless things(l out of 7) Reduced up to 40% Reduced up to 65% Reduced up to 
75%

167

Dhaka University Institutional Repository



V

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(l out of 7)

Reduced up to 20% Reduced up to 60% Reduced up to 
90%

Preoccupation and excessive, illogical fear of harmmg self, harming 
fflthp-rcM niiTnf7"l

Reduced up to 50% Reduced up to 80% Reduced up to 
100%

Doing something embarrassing; worry about losing things; worry 
ahotiT fjithcr !̂ rpmarriape fl out of 7)

Not reduced Reduced up to 50% 
and 80%

Reduced up to 
80% and 90%

She is going to die and fear to die(l out of 7) Reduced up to 40% Reduced up to 50% 
to 80%

Reduced up to 
90%

I 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%

“I have a bad disease”, “I wish 1 will die” (1 out of 7) Reduced up to 5% Reduced up to 50% Reduced up to 
90%

I have no rest, no satisfaction and seen many sceneiy in my brain 
<;lppnin<>n out of 7'j

Not reduced 
significantly

Not reduced 
significantly

Not reduced 
significantly

I 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 1 am contaminated with diit and germs, touching animals and 
insects; touching dustbin, poor people, tree leafs, handshake with 
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 
fntnr^' (fi Otlt of 7^

Reduced a little bit 
up to 10%

Reduced a little bit 
up to 10%

Reduced a little 
bit up to 10%

Avoiding insects, mosquito; easily bothered by certam sounds; 
intrusive nonsense sounds (i out of 7)

■Not reduced 
(!00%)

Not reduced 
(100%)

Not reduced
(100%)

Nobody understands pain and nobody loves him/her (1 out of 7) Nobody
Luiderstands pain 
and nobody loves 
him/her now a day

Nobody
understands pain 
and nobody loves 
him/her now a day

Nobody
understands pain 
and nobody 
loves him/her 
now a day

Unw'anted, 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; I will not success my life (1 out of 7) Reduccd a little bit; Reduced up to 

10%;
Reduced up to 
15%;

Excessive fear, worry and preoccupation: having blaspheinous 
thoughts' Hp.inp punished for blasphemous thoughts (1 out of 7)

Not reduced Not reduced Not reduced

r . J 1
Had no memory and quality; not qualified student (1 out ot /) Not reduced 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)

Suicidal ideation 
reduced and he did 
not suicidal attempt 
now' a day; bad 
things will happen 
as bad as doing so 
(90%) not reduced

Not reduced Not reduced

Going to die, has a serious disease and doing something 
f\ o ii l  o f  7 )

Reduced a little bit
up to 20%

Reduced a little bit 
up to 20%

Reduced a little 
bit up to 20%

Lack of concentration and decision making capacity was extremely 
reduccd and self esteem was low ( 7 out of 7)

Concentration level 
and decision 
making capacity 
were not improved 
significantly and 
his self esteem was 
low also

Concentration level 
not increased 
significantly and 
decision making 
capacity was 
increased a little bit 
and his self esteem 
was low also

Concentration 
level increased 
up to 25% and 
decision making 
capacity
increased a little 
bit up to 15%o 
and his self 
esteem was low 
also
n J J  ̂ 11 1A

When talks and play with other, will be contaminated; can not speak 
__ 1 1 . I___ <vlrvwlv T2 Olll o f  V')

Reduced a little bit Reduced a iittle bit Reduced a little 
bit

weUj u iciiii i:y X.---------T----- ----------------------- ------------------------ -------------------------
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Table no-17: Total number of clients mentioned the problems in pre assessment and percentage o f  reduction/ mcrease
. .  ^ 1 *  • !  _____ rtr-i7Qr-ot>-ij=knt f  iT i t i^ n “n c : r> f  P m o t l  o n s . !  r ^ s o o n s ^ s ' )problems

Group
No

touna m mia, posx a n u  i u n u w - u f j  -  

Total num ber of clients m entioned the problem s in Pre­
assessm ent

Reduction/ 
increase in M id­

assessm ent

Reduction/ 
increase in 

Post­
assessm ent

R eduction/inc  
rease in 

Follow-up  
assessm ent

Group-A Felt fear (6 out o f 7); hopeless, sad, worthless, distressed, 
restless, confused and vulnerable (7 out o f 7)

Reduced up to 15 to
50%

Reduced up to 
25 to 100%

Reduced up to 
25 to 100%

Guilt feeling; no interest to do anything (2 out o f 7); irntated 
(4 out o f  7); frustrated about life; crying spell; hot tem pered (1 
out o f  7^

Reduced a little bit Reduced up to 
60%

Reduced up to 
80%

T J  i

Group-B
VJi 1 J  ______________________ ___________________________________

Felt lack o f confidence QO-100%  (7 out of 7) Increased up to 5 to 
10%

Increased up to 
5 to 10%

Increased up to 
5 to 10%

Fear, hopeless, sad, worthless, distressed, restless (7 out ot 7) Reduced a little bit Reduced up to 5 
to 10%

Reduced up to 
5 to 10%

Guilt feeling (3 out o f 7); irritated (5 out ol 7); vuhierableC4 
out o f  7)

Not reduced Reduced up to 5 
to 10%

Reduced up to 
5 to 10%

No m otivation and interest to do anything (4 out o f  7) 

Crying spell, confused and anger (2 out o f 7)

N ot increased 
significantly

Not reduced

A little bit 
m otivation and 
interest to 
reading (4 o f 7) 
now a day;
N ot reduced

A little bit 
m otivation and 
interest to 
reading (4 o f 7) 
now a day;
N ot reduced
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4 4 V I V

Table no-18: Total number o f clients mentioned the problems in pre assessment and percentage o f reduction /mcrease

protDiems
Group

No

louna m  m iu , posL iiuu  iu iu jw -u jj  r  
Total num ber of clients m entioned the problem s in Pre­

assessm ent
Reduction/ 
increase in 

M id­
assessm ent

Reduction/ 
increase in 

Post­
assessm ent

Reduction/ 
increase in 
Follow-up  
assessm ent

G roup-A Drowsiness, palpitation, sweating, sleep difflcultfes, dryness o f 
throat and hcadache ( 7 out o f  7)

Reduced up 
to l0 to 5 0 %

Reduced up to 
40 to 90%

Reduced up to 
75 to 80%

Reduced appetite and loss o f energy ( 7 out oi 7) Increased up 
to 10 to 50%

Increased up to 
50 to 100%

Increased up to 
90 to 100%

Bum ing sensation all ovei' the body ( 3 out o f  7); weight gradually 
reduced ( 2 out of 7)

Reduced up to 
10 to 40%

Reduced up to 
50 to 75%

Reduced up to 
75 to 80“/o

Jerking all over the body (1 out o f  7) Reduced up to 
30%

Reduced up to 
40%

Reduced up to 
80%

Hot and pam in abdom en, dehydrations problem , leU weak, hand 
and hnHv trem or H out o f 7')

Reduced up to 
20%

Reduced up to 
40%

Reduced up to 
80%

Group-B Drowsiness and vom iting tendency (3 out o f 7) Drowsiness 
reduced up to 5 
to 10% and 
vom iting 
tendency 
reduced up to 
5%

Reduced up to 
up to 20%  and 
50%

Drowsiness 
reduced up to 
30 to 40%  and 
vom iting 
tendency 
reduced up to 
70%

Palpitation, sleep difficulties and low appetite (7 out o f  7) Reduced up to 5 
to 20%

Reduced up to 
20 to 40%

Reduced up to 
20 to 85%

Excessive sweating (5 out o f 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 o f 7) Reduced up to 5 
to 20%

Reduced up 
20%

Reduced up 
30%

Loss o f  energy (5 out o f  7) Increased a 
little bit

Increased a 
little bit

Increased a 
little bit

Dryness o f  tliroat (4 out o f 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 
o f  7) '

Reduced up to 
30%

Reduced up to 
30%

Reduced up to 
30 to 35%

Hand and leg trem or, pain and burning sensation in the scalp -80% 
(4 out o f 7)

Reduced up to 
10%-

Reduced up to 
30%

Reduced up to 
30%

Pain sensation in leg, chest pain -40% (1 out o f 7) Reduced up to 
! 5 to 20%  '

Reduced up to 
35% and 25%

Reduced up to 
55% and 35%

Abdom en pain (1 out o f 7) Reduced up 
50%

Reduced up 
70%

Reduced up 
75%

W eakness (6 out o f  7) Nol reduccd Reduced a little 
bit

Reduced a little 
bit
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Table no-19; Total number o f clients mentioned the problems in pre assessment and percentage o f reduction /increase 
problems found in mid, post and follow-up assessment (in terms o f behavioural response)

Group No Total number of clients mentioned the problems in Pre­
assessment

Reduction/ 
increase in 

Mid-assessment

Reduction/ 
increase in 
Post-assessment

Reduction/ 
increase in 
FoUow-up 
assessment

Group-A Repeated washing, often performed in a ritualistic way { 4 out o f 7) Reduced up to 
i 5 to 80%

Reduced up to 
50 to 100%

Reduced up to 
85 to ] 00%,

Avoiding places feared for possible contaminatiori( 3 out o f 7) Reduced up to 5 
to 55%

Reduced up to 
50 to 70%

Reduced up to 
60 to 90%

Repeated showering or bathing ( 3 out of7) Reduccd up to 
25 to 40%

Reduccd up to 
20 to 100%

Reduced up to 
85 to i00%

Decreased activity level( 7 out of 7) Increased up to 5 
to 50%

Increased up to 
20 to 80%

Increased up to 
45 to 85%

Repeating and rereading things { 2 out o f 7 ) Reduced up to 
15 to 40%

Reduced up to 
100%

Reduccd up to 
100%

Checking stoves, locks, food pot, fan switches, windows over and 
over and doing certain activities in a particular number o f 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(l out o f 7) Rcduced up to 
80%

Reduced up to 
100%

Reduced up to 
100%

Quality o f 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 o f objects considered 
contaminated (1 otit o f 7)

Reduced up to 
20%

Reduced up to 
60%

Reduced up to 
90%
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i

Preoccupation with symmetry, exactness or order (1 out o f? ) Reduced up to 
40%

Reduced up to 
30%

Reduced up to 
70%

Withdrawal from social activity, lowered activity, non assertive (7 
nut of 7) ------------

Not removed Not removed 
significantly

Reduced up to 
35%

j . J  ̂ J
Group-B 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
out of 7)

Mot reduced 
significantly

Not reduced 
significantly

Not reduced 
significantly

Showering or bathing, often perlormed in a ritualistic way {4 out o(

7)

Not reduced Not reduced Not reduced

Avoiding places such as toilet, dustbin, shoe self, others house, 
Hrnin pfr feFiird f^r contamination C5 out oi 7)

Not reduced Reduced a little 
bit up to 10%

Reduced a little 
bit up to 10%

Decreased activity level(7 out of 7) Not increased at 
ail

Increased up to 
15 to 20%

Increased up to 
15 to 25%

Withdrawal from social activity, non assertive {1 out o f 7) Withdraw from 
social activity 
now a day 
(100%); 
assertiveness 
problems not 
reduced

Withdraw from 
social activity 
now a day 
(100%); 
assertiveness 
problems not 
reduced

Withdraw from 
social activity 
now a day 
(100%); 
assertiveness 
problems not 
reduced

Rereading things, crying spell, pulling own hair from scalp, acis ol 
=;elf-dama<^e or self-mutilation-picking skin -100% (lout o f 7)

________^-----------  . , , Pi" /r  ^ \ n\

Not reduced Not reduced 

Tvfnt rpHiirpH

Reduced up to 
10%
Not reducedDoinf’ certain activities in a particular number ot times(6 out ol !] 

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 ot 
l \

INOI reQUCCQ
Not reduced 
significantly

Reduced up to 
10%

Reduced up to 
10%

) ------------------------- ------------------ -------------- -
Avoids social gathering (2 out o f 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
or proDier 

Group 
No

IS lo u n u  111 IIUU, jJUbL a u u  
Total num ber o f  clients 
mentioned the problems 

in Pre-assessm ent

Reduction /increase in 
M id-assessm ent

Reduction /increase in 
Post-assessm ent

Reduction /increase in 
Follow-up assessm ent

Group-A Disrupted social 
interaction(7 out o f 7)

Increased up to 10 to 50% Increased up to 40 to 60% Increased up to 50 to 70%

Decreased relationship 
with neighbors, relatives 
and family members (7 out 
o f  7}

Increased up to 10 to 50% increased up to 55 to 100% Increased up to 55 to 100%

Annoyed with family 
m em bers -100%  (1 out o f

Reduced up to 50% Reduced up to 90% Reduced up to 90%

n  --------
Decreased relationship 
with customers (1 o f  7)

Increased a little bit Increased up to 50% Increased up to 50%

Group-B Disrupted social interaction 
90-100%  (7 out o f 7)

Not increased significantly Improved a little bit up to 
10%

Im proved a little bit up to
10%

Decreased relationship 
with neighbors, relatives 
and family m em bers (6 out 
o f  7) '

Not improved Not improved N ot improved

Can not talk and mix w'ith 
other people (5 out o f  7) 
Annoyed with family 
m em bers (2 out o f 7)

Can not talk and mix with 
other people itow days; 
annoyed with family 
members now a day

Can not talk and mix with 
other people now days; 
annoyed with family 
m em bers now' a day

Can not talk and mix with 
other people now days; had 
liked to live alone now a day; 
annoyed with family members 
now  a day
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T a b le  n o -2 1 :  Total number o f clients mentioned the problems in pre assessment and percentage o f reduction /increase

Group
No

Total num ber of clients 
m entioned the problems in 

Pre-assessm ent

Reduction /increase in 
M id-assessm ent

Reduction /increase in 
Post-assessm ent

Reduction /increase in 
Foliow-up assessm ent

Group-A Poor business and job  
performance (4 out o f  7)

Increased up to 15% Increased up to 55% Increased up to 60 to 75%>

Decreased relationship with 
colleagues (5 out o f 7)

Increased up to 20 to 30% Increased up to 40 to 70% Increased up to 50 to 80%

Lack o f  concentration about 
business task, lack oi 
interest, decreased level o f 
interest, reduced attention 
span and reduced body 
strength (7 out o f 7)

Increased up to 20% Concentration about 
business task increased up 
to 50 to 65%; attention 
span and body strength 
increased up to 60%

Increased up to 60% and 
70%

Can not do any household 
activities (2 out o f 7), 
decreased relationship with 
class mates and teachers; 
lack o f concentration about 
study and loss o f memory (1 
out o f 7)

Increased up to 45% Increased up to 45% Increased up to 50%

Group-B Job loses (1 out o f 7) Novv jobless for his problem N ow  jobless for his 
problem

Now jobless for his problem

N ot interested about job  and 
attention span and body 
strengtli reduced 
significantly (7 out o f 7)

Increased up to 10% Increased up to 15% Increased up to 25%

N ot interested about 
household activities (2 out o f
7)

Not interested about 
household activities now a 
day

Not interested about 
household activities now a 
day

N ot interested about 
household activities now a 
day
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Im provem ent/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 o f each client of group-A oti different 
aspects
No. of 
client

Content/category Clients mentioned the problem s (in 
percentage) in pre assessment

Percentage of reduction/ 
im provem ent of problem s 
found in the last assessment

A-1 Cognitive 60 to 100% Reduced up to 40 to 100%
Emotional 70 to 100% Rcduced up to 25 to 100%>
Physiological 50 to 100% Rcduced up to 75 to 100%o
Behavioural 40 to 100% Rcduced 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 80 to 100% Reduced up to 70 to 90%,
Emotional 90 to 100% Reduced up to 75%
Physiological 75 to 100%

------- -------- J____
Reduced up to 60 to 80%

Behavioural 70 to 100% Reduced up to 50 to 85%
Social 80 to 100%

--------------- r
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%

Em otional 50% --------------- 1__ _
Reduced up to 15%

Physiological 50 to 90% Reduced up to 70 to 80%
Bchaviou ral 70 to 100% Reduced up to 60 to 95%
Social 60 to 100% Improved up to 60%
Occupational 80 to 90%

-----1---------- J
Improved up to 75%

A-4 Cognitive 50 to 90% Reduced up to 60 to 90%>
Em otional 90 to 100% Reduced up to 60 to 80%
Physiological 50 to 70% Rcduced up to 75 to 80%
Behavioural 80 to 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% Rcduced up to 80 to 85% •
Social 40 to 50%o Improved up to 65%
Occupational 70% Improved up to 50 to 85%

A-6 Cognitive 80 to 100% Reduccd uj) to 30 to 100%
Em otional 70 to 100% Reduced up to 40%
Physiological 70 to 100% Reduced up to 40 to 60%
Behavioural 50 to 100% Reduced up to 20 to 30%
Social 50 to 100% Improved up to 20%
O ccupational 80 to 90% Improved a little bit

A-1 Cognitive 80 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 to 80%>
Social 90 to 100% Improved up to 55%
O ccupational 95 to 100% Improved up to 50 to 65%
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T able No- 23: Improvement/reduction o f  symptoms o f  each client o f  group-B on different

No. of 
client

Content/category Clients mentioned the problem s (in 
perceiitiige) in pro assessment

Percentage of reduction/ 
im provem ent of problem s 
found in the last assessment

B 1 Cognitive 90 to 100% N ot reduced
Emotional 80 to 100% N ot reduced
Physiological 80 to 100% Reduced up to 5 to 50%
Behavioural 90 to 100% N ot reduced
Social 100% N ot innproved at all
Occupational 100% N ot 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% N ot improved significantly

B-3 Cognitive 70 to 100% Reduced up to 15 to 25%
Emotional 50% Reduced up to 10%
Physiological 70 to 90% Reduced up to 20 to 40%
Behavioural 70 to 90% Reduccd up to 25%
Social 50 to 80% Not improved signitlcantly
Occupational 80 to 90% Improved up to 15% now  a day

B 4 Cognitive 90 to 100% N ot rcduced
Emotional 95 to 100% N ot reduced
Physiological 85 10 100% Reduced up to 30%
Behavioural 90 to 100% N ot reduced at all
Social 95% Not improved significantly
Occupational 90% Improved up to 25%

B-5 Cognitive 95 to 100% Reduccd a little bit up to 20%
Emotional 90 to 100% Not reduced
Physiological 95 to 70% Reduced up to 5 to 10%
Behavioural 95 to 100% Not reduccd
Social 80 to 100% Not improved
O ccupational 100% Not improved '

B-6 Cognitive 85% Reduced up to 30%
Emotional 85 to 90% Reduced up to 20%
Physiological 70 to 100% Rcduced up to 10 to 55%
Behavioural 95 to 100% Reduccd up to 10 to 25%
Social 95% N ot improved significantly
Occupational 80% N ot improved

B-7 Cognitive 100% Reduced up to 15%
Emotional 93% Reduced up to 5 to 10%
Physiological 40 to 100% Reduced up to 25 to 75%
Behavioural 60 to 100% Rcduced up to 10%
Social 100% N ot improved significantly
Occupational 100% N ot improved significantly
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Now these and other findings are also presented in graphs-
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Figure- 4: Outcome o f  the Psychological Intervention; Scores o f  Anxiety Scale in 

different phases o f  Group-A

Figure-4 illustrates the scores o f  Anxiety scale (A S) 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 o f  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 o f  the Psychological Intervention: Scores o f  Anxiety Scale in 

different phases o f  Group-B

Figure-5 illustrates the scores o f  Anxiety scale (AS) in the pre-assessment session, in the 

mid-assessment session, in the pt>st-assessment session and in the three follow-up  

sessions, which indicates change or progress in the level o f  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 o f  the Psychological Intervention: Scores o f  Depression Scale in 

different phases o f  Group-A

Figure-6 illustrates the scores o f  Depression scale (D S) 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 o f  depression in dilTerent 

phases. (Severe=124-150, moderate^! 15-123, m ild=101-l 14, m inim al=30-100 and the 

cut-off point is 94)

(Wote: Case A-6 did not attend the follow-up sessions)
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Figure-7: Outcome o f  the Psychological Intervention: Scores o f  Depression Scale in 

different phases o f  Group-B

Figure-7 illustrates the scores o f  Depression scale (D S) 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 o f  depression in different 

phases. (Severe=124-150, moderate=l 15-123, m ild = l01-l 14, m inim al=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 fbllow-up sessions)
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Figure-8: Outcome o f  the Psychological Intervention: Scores o f  Dhaka University 

O bsessive com pulsive Scale in different phases o f  Group-A

Figure-8 illustrates the scores o f  Dhaka University Obsessive compulsive Scale 

(DUO CS) 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 o f  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 o f  the Psychological Intervention: Scores o f  Dhaka University 

O bsessive com pulsive Scale in different phases o f  Group-B

Figure-9 illustrates the scores o f  Dhaka University Obsessive com pulsive Scale 

(DUOCS) in the pre-assessment session, in the mid-assessment session, in the post­

assessment session and in the three follow-up sessions, v^hich indicates change or 

progress in the level o f  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 o f  the Psychological Intervention: Scores o f  Subjective rating o f  

the clients on problem severity in different phases o f  Group-A

Figure-10 illustrates the scores o f  subjective rating o f  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 o f  problem, ‘5 ’ indicates moderate level o f  problem and ‘ 10’ 

indicates highest level o f  problem.

(Note: Case A-6 did not attend the follow-up sessions)
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Figure-11; Outcome o f  the Psychological Intervention; Scores o f  Subjective rating o f  

the care giver on problem severity in different phases o f  Group-A

Figure-11 illustrates the scores o f  subjective rating o f  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, 

‘r  indicates lowest level o f  problem, ‘5 ’ indicates moderate level o f  problem and ‘ 10’ 

indicates highest level o f  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 o f  the Psychological Intervention: Scores o f  Subjective rating o f  

the clients on problem severity in different phases o f  Group-B

Figure-12 illustrates the scores o f  subjective rating o f  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, 

‘ r  indicates lowest level o f  problem, ‘5 ’ indicates moderate level o f  problem and ‘10’ 

indicates highest level o f  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: Outcome o f  the Psychological Intervention; Scores o f  Subjective rating o f  

the care giver on problem severity in different phases o f  Group-B

Figure-13 illustrates the scores o f  subjective rating o f  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, 

‘ r  indicates lowest level o f  problem, ‘5 ’ indicates moderate level o f  problem and ‘10’ 

indicates highest level o f  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 2"̂  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 sum m ary o f the 

m ain findings w as presented and in the second section im plications o f  the research 

findings in the context o f Bangladesh w ere discussed, hi the third section the difficulties 

faced by the researcher were m entioned and in the fourth section lim itations o f  the 

current research were focused.

Scction-1:

4.1: Discussion on major findings:

The present study was conducted to see the effectiveness o f  cognitive behaviour therapy 

on patients w ith obsessive com pulsive disorder. For the fulfillm ent o f  the objective 14 

OCD clients were selected by m aintaining the inclusion and exclusion criterion. Am ong 

them, 7 clients were selected random ly for Group-A  (Experinicntal Group). The rest o f 7 

clients were included in Group-D Control Group). G roup- A received structured 

cognitive-behaviour therapy whereas; Group-B did not receive CB T but after three 

follow up sessions these 7 clients were referred for receiving CBT. All o f  the clients 

from both groups were assessed follow ing the sam e structure. P re-assessm ent measures 

were done for both groups with three sem i-structured interview  sessions and m id­

assessm ent sessions were also done for both groups with one interview  session. After 

com pleting the baseline m easurem ent, interventions were applied on group-A  for about 

7-10 sessions (7-10 weeks). The pre, mid, post and follow-up assessm ents were done 

through in-depth interview, psyclw m etric scale application, 11-point subjective rating 

scale, observation, c lien t’s and care g iver’s rating and responsible psychiatrist’s 

evaluation. The findings o f the study evaluated the two groups o f  clients by com paring 

their pre, m id, post and follow-up assessm ent findings. All o f  their presenting problem s 

were categorized under the follow ing headings-

• Cognitive

• Em otional

• Physiological

• Behavioural

• Social and
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• Occupational

The changes reported were from their cognitive level w hich w as included in their 

cognitive reaction. Therefore, the discussion on the effectiveness o f  CBT, was m ade in 

four ways-

• First-the effectiveness o f  CBT on pharm acologically treatm ent resistant OCD 

patients

• Second-com pare the functional level changes o f  the clients o f  non responders to 

m edication before, m id and after receiving CB T treatm ent

• Third-com pare the functional level changes o f  the clients o f  non responders to 

m edication (who did not receive CBT) betw een before, m id and after m easure

• Pourth-com pare the functional level changes betw een the clients o f  

nonresponders to m edication who received CBT and the non responders who did 

not receive CBT

In case o f  cognitive changes, it was seen from the findings (Table no-2.15.1) that in the 

initial assessm ent, clients from group-A  and B show ed m any types o f  OCD symptom s. 

From the m id, post and follow-up assessm ent session it was seen that changcs occurred 

in the content. For exam ple, in group-A , 57%  (4 out o f  7) clients stated that they were 

contam inated with dirt and germ s, touching anim als; became ill from  contam inated but 

in the follow-up session, their recurrent intrusive thought reduced up to 80 to 100% .7i%  

(5 out o f 7) stated that “1 m ust do the w'ork certain num bers, if  I can not do bad things 

wiil happen” . All clients o f  group-A reported lack o f  concentration, difficulty in m aking 

decision, low se lf  esteem  in the initial sessions but in the follow -up sessions their 

concentration level, decision m aking capacity and self-esteem  increased up to 50 to 90%, 

In group-B , 86%  (6 out o f  7} clients stated that they were contam inated with dirt and 

genns, touching anim als and insects; touching dustbin, poor people, tree leafs, handshake 

w ith other and touching football; becom ing ill from contam ination; excessive fear and 

preoccupation with avoiding dirt and germ s; life is m eaningless and w orthless, w orld 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 o f  group-B said that lack o f  

concentration, difficulty in m aking decision, low se lf esteem  but in the follow-up 

sessions, their concentration level increased up to 25%  and decision m aking capacity 

increased a little bit up to 15% and se lf  esteem  was low, 14% (1 out o f  7) clients

m entioned sym ptom s like avoiding insects, m osquito; easily bothered by certain sounds;
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intrusive nonsense sounds; nobody understands pain and nobody loves him /her; 

unwanted, w orrisom e and intrusive sexual thoughts and im pulses (95% ); thoughts about 

being or becom ing a hom osexual (95% ); excessive fear, w orry and preoccupation: 

having blasphem ous thoughts; being punished for blasphem ous thoughts, had a suicidal 

ideation and two tim es attem pted to suicide with sleeping pill; bad things will happen as 

bad as doing so (90% ); going to die, has a big disease and doing som ething em barrassing 

-95% but in the follow -up session, their thoughts reduced a little bit.

In case o f  em otional reaction, all o f  the clients from group-A and B reported they felt 

fear, hopeless, sad, w orthless, distressed and restless. In the follow -up sessions, it was 

seen that in group-A , 86%  (6 out o f  7) clients reported their fear feeling reduced up to 60 

to 95%. All clients o f  group-A  stated that their hopeless, sad, w orthless, 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 to 10%.

All o f  the clients from group-A  and B reported drow siness, palpitation, sleep difficulties 

and low appetite in the pre-assessm ent session but in the follow -up m easure it was seen 

that, in group-A , all o f  the clients m entioned their drow siness, palpitation, sweating, 

sleep difficulties, dryness o f  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 o f  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 abdom en and dehydrations problem  reduced up to 

80%. In group-B, all o f  the clients reported that their palpitation and sleep difficulties 

reduced up to 20 to 85% ; 43%  o f them  stated that their drow siness reduced up to 30 to 

40%  and vom iting tendency reduced up to 70%. 71% o f  them  m entioned that their 

excessive sw eating reduced a little bit up to 30 to 40% ; headache reduced up 30%  and 

energy level increased a little bit. 57%  o f  them  added that their dryness o f  throat reduced 

up to 20% , burning sensation all over the body and hot flushes in head reduccd up to 30 

to 35%; hand and leg trem or; pain and burning sensation in the scalp reduced up to 30%o. 

14% (1 out o f 7) clients stated that their pain sensation in leg reduced up to 55% ; chest 

pain reduced up to  35%  and abdom en pain reduced up 75%.
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In case o f  behavioural response, in group-A , 57%  (4 out o f  7) clients stated w ashing 

rituals; 43%  (3 out o f  7) m entioned that avoiding places feared for possible 

contam ination, repeated show ering or bathing. 28%  o f  them  stated that repeating and 

rereading things and 86%  o f  them added that checking com pulsion. 14% (I out o f  7) 

clients reported that counting tiles, no quality o f  stage perform ance at all; writing often 

performed in a ritualistic way; bathing several time; can not bath through a m onth; 

cleaning rituals; avoidance o f objects considered contam inated; preoccupation with 

symm etry, exactness or order and doing certain activities in a particular num ber o f  tim es. 

But in the follow -up sessions, their behavioural problem s 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 m entioned that their repeating and rereading things reduccd up to 100%; 

checking com pulsion reduced up to 70 to 100%; counting tiles reduced up to 100% and 

their stage perform ance im proved satisfactory level; cleaning rituals reduced 100% and 

preoccupation w ith sym m etry, exactness or order reduced up to 70%. In group-B, 71% 

(5 out o f  7) clients m entioned that their washing rituals and contam ination 

obsession. 14% o f  them  m entioned that rereading things, pulling own hair from scalp, 

acts o f self-dam age or self-m utiiation-picking skin -100%  and 57%  o f  them m entioned 

checking com pulsion. In the follow-up session, they m entioned that their w ashing rituals 

and contam ination obsession not reduced significantly. 14% o f  them  stated that their 

rereading things, pulling  own hair from  scalp, acts o f self-dam age or self-m utilation- 

picking skin reduced up to 10%; and 57%  o f  them m entioned checking com pulsion 

reduced up to i 0%.

In case o f social position, all o f  the c lien t’s social interaction was disrupted and their 

relationship with neighbors, relatives and fam ily m em bers decreased. But in the follow- 

up session, in group-A , 7 o f  them m entioned that their social interaction increased up to 

50 to 70®/o and relationship  with neighbors, relatives and fam ily m em bers increased up to 

55 to 100%. In group-B , social interaction was improved a little bit up to 10% and their 

relationship with neighbors, relatives and family m em bers were not im proved.

Sim ilar feature was found in occupational condition. Both groups o f  clients m entioned 

that their occupational condition was dam aged in the initial session. But in the follow-up
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sessions, in group-A , their occupational condition im proved up to 80% . In group-B , their 

occupational condition did not im prove significantly.

4.1.1: Rating scale scores:

Clients and their care givers can give the m ost appropriate feedback  about any treatm ent. 

In this study, feedback about treatm ent effectiveness was collected from  clients and their 

care givers. The feedback was collected by the use o f  an 11-point rating scale. From their 

report, the degree o f  severity decreased gradually in both groups and effectiveness o f  the 

psychological treatm ent was evident. In the first session, ratings o f  their psychological 

sym ptom s were severe (10). But in the last session and follow -up sessions, the rating 

changed to the positive direction (1/2) (Fig-10 and I I ) . The results indicate that, ihcir 

OCD symptom s decreased substantially following treatm ent, as reported by the client’s 

and their care givers. Verbal report o f all these persons clearly pointed to the 

effectiveness o f psychotherapy, particularly cognitive behaviour therapy.

4.1.2: Anxiety scale scores:

It was interesting to fmd that at the initial stage o f  treatm ent m ost o f  the clients suffered 

from mild to profound level o f anxiety; but their anxiety level decreased significantly 

following psychological treatm ent ( l’ig-4). It was found that, in the initial level 71% (5 

out o f  7) o f  the clients with OCD suffered from profound level o f  anxiety. In the follow- 

up sessions anxiety scores o f all the seven clients o f  experim ental group were found to be 

mild.

Sim ilar feature was found in the responsible psychiatrist evaluation form at.

4.1,3: Depression scale scores:
It was observed that at the initial stage o f treatm ent m ost o f  the clients suffered from 

minimal to severe level o f  depression; but their depression level decreased significantly 

following psychological treatm ent (Fig-6). It was found that, in the initial level 28%  (2 

out o f 7) o f  the clients with OCE) suffered from severe level, 28%  suffered from 

m oderate level and 28%  suffered from  mild level o f  depression. In the follow-up 

sessions the depression levels o f  six clients o f  experim ental group were found to be 

minimal.
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4.1.4: DUOCD scale scores:

It was found that at the initial stage o f  treatm ent m ost o f  the clients suffered from severe 

to profound level o f  OCD sym ptom s; but their OCD sym ptom s decreased significantly 

following psychological treatm ent (Fig-8). It was found that, in the initial level 57%  (4 

out o f  7) o f  the clients suffered from  profound level and 43%  (3 out o f  7) clients 

suffered from severe level o f  OCD symptom s. In the follow -up sessions six clients o f  

experim ental group were found to have mild OCD sym ptom s.

4.1.5: Responsible psychiatrist’s evaluation;

In this study, feedback about treatm ent effectiveness was collected from responsible 

psychiatrist. Responsible psychiatrist’s stated that in group-A , im provem ent level 

reached up to 65-90%  and in group-B , im provem ent level was found up to 5-45%.

4.1.6: Observational reports:

It was also interesting to see the im provem ent in observational reports o f  the rcsearcher 

about appearance and behaviour, facial expression, eye contact, body posture and body 

movem ent, speech and m ood o f  the clients with respect to their presenting problem s, 

during the first session, during the last session o f psychological treatm ent (CBT) and 

during the follow-up session.

4.1.7: Applied treatment techniques and their description with research 

evidence:

From the defining criteria o f  CBT it reveals that CBT is stm ctured and directive therapy, 

brief and tim e-lim ited, a collaborative effort betw een the therapist and the client and it is 

aimed to make the client becom e a therapist. CRT is based on the idea that how  we think 

(cognition), how we feel (em otion) and how we act (behavior) all interact together. 

Specifically, our thoughts determ ine our feelings and our behavior. Therefore, negative 

thoughts can cause us distress and result in problem s.

OCD is a com plex condition that is difficult to treat. CBT seem s to be the most 

prom ising non-m edication-based treatm ent approach (Piacentini, Bergm an and Jacobs, 

2002). Cognitive treatm ent has been shown to be at least as effective as behavioural 

treatm ent (Van Oppen et al., 1995), and integrated cognitive behavioural treatm ent has
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been found to be effective in the treatm ent o f obsessional rum inations (Freeston et al., 

1997).

CBT is a type o f  psychotherapy that has been show n to be highly effective for OCD. The 

goal o f  CBT is tw o-fold; to change thoughts and behaviours. The cognitive portion 

involves the identification and analysis o f  unhelpful and unrealistic thoughts, which are 

then challenged. In behavioural portion, the therapist and client w ork  together to change 

the com pulsive behaviours. This typically includes techniques such as ERP, also called 

exposure and ritual prevention (EX /RP) and ERP arc two cornerstones in the treatm ent 

o f  OCD (Seligm an and R osenhan, 1995).

Over 40 years o f published research has led to the wide consensus am ong researchers 

and clinicians that CBT is an effective treatm ent for OCD. Exposure-based treatm ents 

have the largest evidence-base to support their use for OCD. EX R P which includes 

elem ents o f  CT appears to be m ost effective, with over 80%  o f  patients experiencing 

significant im provem ents with treatm ent. EXRP is recom m ended as the first-line 

treatm ent for OCD, with pure CT as a second choice alternative {W illiams, Powers and 

Foa, 2009).

There is extensive research show ing that the m ost effective treatm ent for OCD is a very 

specific set o f  CBT techniques (Tom  Corboy, 2009).

In both adults and children, the specific psychological technique m ost strongly 

associated with good outcom c in studies o f  CBT is exposure and response prevention, 

which has response rates o f  up to 85%  in patients w(io com plete the therapy (Foa and 

Goldstein, 1978).

A case study using only one patient suggested that CBT was effective in reducing 

sym ptom s (Rosenblatt, 1997). A second larger study using 12 people w ith OCD found 

that CBT produced a significant reduction in sym ptom s that was sim ilar to what would 

be expected with treatm ent 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 clien t’s care g ivers as a co-therapist 

w ith inform consent for reducing clien t’s problem s.
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From the OCD client group, it was seen that CBT w orks w ith in  a short period if  the 

^  client actively participate in the session. From  group-A , tw o young m ale and one fem ale

client reported significant changes in their sym ptom s only after m id assessm ent sessions. 

But another two m ale and female client m entioned that they did not notice significant 

changes in their sym ptom s only after m id assessm ent sessions. It was also seen that some 

o f  the clients needed m ore sessions to be involved in the C B T  sessions. One female 

client required 7 sessions to com plete form ulation for her problem  w here in the treatm ent 

plan, 3 sessions w ere for pre-assessm ent. For two clients the researcher could not 

m aintain the structure o f  the CBT sessions though it was h ighly  recom m ended by the 

CBT therapist.

In this study, it was found that there is a significant positive change in experim ental 

group and no significant positive change was found in control group, which m eans that 

the problem s that the experim ental group suffered decreased after psychotherapy. 

W hereas for the control group, their problem s did not decrease significantly. So, this 

fniding also suggests that, psychological intervention can bring som e positive changes in 

the sym ptom s o f  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 tim e o f  the psychotherapy 

being used is an im portant part o f an initial and ongoing treatm ent plan.

The present study developed a guideline for the CB T therapist for the treatm ent o f  OCD. 

From the results o f  the study it was found that CBT could bring a positive change am ong 

the OCD patients and therefore, it can be concluded that C B T  is effective in treating 

patients with OCD and that m edicine resistance patients could reduce their sym ptom s if  

CBT is given with m edicine.

Section-2: 

4.2: Implication of the results of this research:

^  The present research explored the overall mental health conditions o f  OCD clients in

Bangladesh. Very few  research has been conducted and in-dcpth  exploration o f  the

clients o f  OCD was not done in the context o f  Bangladeshi population. So, the present

study was an im portant study to sec the effectiveness o f  C B T on patients witli OCD and
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this study developed a guideline for the CBT therapist for the treatm ent o f  OCD clients.

In Bangladesh, m ultidisciplinary team  w ork is necessary for OCD client.

Section-3: 

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. Som etim es 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 m aintain therapy time appropriately.

• The study setting was not controlled from all types o f  interference such as 

presence o f  o ther clients, sound o f  talking etc.

• The clients w ere not exposed to structured mental health service like CB T. It 

acted as a barrier for some o f them to be involved in the therapeutic activities.

Section-4: 

4.4: Limitations of the research;

There were som e lim itations o f  the present research which were m entioned below:

• The sam ple size was small; 7 clients were in experim ental group and 7 clients 

were in control group. So, the findings o f  this study can not be generalized for all 

sorts o f  OCD clients.

• The researcher acted as the tiierapist role, so there w as a chance to create 

subjective biasness from the researcher. Although the researcher tried to control 

her data collection m ethods from subjective biasness, very sincerely and with the 

help o f the supervisor.

• In the present research, only adults were selected and child clients were not 

included. H ence the results from  the data can not be applied to all OCD clients.
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SUMMARY AND CONCLUSION

The present research was can'ied out to investigate the efTectiveness o f  cognitive 

behaviour therapy on patients w ith obsessive com pulsive disorder. W ritten pennission to 

collect data was taken from  the authority o f  the Psychiatry outpatient and/ or inpatient 

departm ent o f  B angabandhu Sheik M ujib M edical University (B SM M U ) in Dhaka and 

Dhaka M edical College Hospital (DM CH). In BSM M U , the clients were collected from 

the weekly allocation m eeting and in DM CH, the clients were collected from outpatients 

departm ents. The clients were referred by a Psychiatrist to the researcher. After the 

referral o f  the 14 clients covering all o f  the inclusion criteria w ere selected for the 

present research. All the clients were divided random ly into two groups. 7 clients were in 

group-A, they w ere non responders to m edication and received C R T and other 7 clients 

were in group-B , they w'ere also non responders to m edication but they continue 

m edication and received no CBT. Clients who suffered from OCD at least for two years 

and received only m edication as treatm ent and have no experience o f  receiving CBT are 

known as non responders to m edication clients. The researcher took inform ed consent 

from the subjects verbally and explained the purpose o f  the present research to them. 

M oreover, it was explained to each participant about how they could cooperate in the 

research. The connden tiality  o f  the data given by them was also prom ised by the 

researcher. P re-assessm ent m easures vvere done for both groups with three sem i­

structured interview  sessions and m id-assessm ent sessions were also done for the both 

groups with one interview  session. After com pleting the baseline m easurem ent, 

interventions were applied on group-A for about 7-10 sessions (7-10 weeks). Finally, 

three follow-up m easurem ents were also taken for one month and 15 days interval after 

the term ination for group-A  but 1 client did not want to continue their 2"'  ̂ and follow 

up participation in the study. Also three follow -up m easurem ents w ere taken for one 

month and 15 days interval after the term ination for group-B but 1 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 o f  the data, it was found that sym ptom s o f  

OCD and other m ental health problem s o f  the clients o f  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 treatm ent o f  OCD.

The following results were found in the clients o f  Group-A:

•  Reduced the feature/sym ptom s o f  the OCD and overall im provem ent reflected by 

the se lf  report o f  the clients and his/her caregivers.

• Im provem ent in the level o f  anxiety, depression and OCD.

• Functional level o f  the clients in six areas- cognitive, em otional, physiological, 

behavioural, social and occupational changed in the positive direction.

• Im provem ents were also noticed by the client’s external response (w hich were 

collected by therap ist’s observation), com m ents on therapy session and 

responsible psychiatrist’s evaluation.

From the results o f  the study it was found that CB T could bring a positive change am ong 

the OCD patients and therefore, it can be concluded that m edicine resistance patients 

could reduce their sym ptom s if  CBT is given w ith medicine.

It is difficult to generalize and confirm  the findings based on a small saniple, However, 

to see the more significant im provem ent-

• It requires m ore sessions.

• It requires appropriate therapeutic setting.

• It is neccssary to ensure m ore follow-up sessions for relapse prevention.

• It needs to provide responsible caregiver’s support.
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Appendix- 7.1
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îi>. ’-i]i^5fy<P ■?l«l<f(.il '3t!,’‘ lir^‘-1 <;.̂ iC'a '-llfd 1I 1

'30, P m  ^  c 'T 'n ^  5iiR^ra ’ fiF  ̂ 1

T o t;ii :

94+ “  Depn's.sx-il: iO-tOO  -  Mm iim il: 1(11-11^1 -  MUd: I ! 5-!23  -  Madcmic: 124-150 -  Scvfrc

219

Dhaka University Institutional Repository



Appendix- 7.4
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Supervised by Dr. Roquia Begum 
Dept, of Clinical Psychology, DU
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Appendix- 7.5

Adult Initial Assessment Form 

Adult Personal History
Case No;

Client’s Name: 

Age:

Gender:

Date of Birth: 

Address:

Client Code:

Education:

Religion:

Reg. no; 

Occupation:

Mobile/Phone No:

Diagnosis:

Duration of the Problem:

Duration of the received Pharmacological Treatm ent: 

Last received M edication:
Name Dose Dates

MarituI Status:
• Single
• Divorce in process
Length of time_________
• Unmarried, living together
Length of time__________
• Legally married
Length of time__________
• Separated
Length of time_________
•  D iv o r c e d

Length of time_________
• Widowed
Length of time__________
• Annulment 
Length o f time_

Total number o f marriages_

Relationship Name Age Living Living with the 
Client

Yes No Yes No
Mother
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Father
Spouse
Children

Relationship Name Age Living Living with the 
Client

Yes No Yes No

Family Strengths/support; 

Family Stressors/problems:

Recent ciianges;

Changes desired;

Comment on family circumstances; 

Assessment of current relatioiislii|): Good

Parentsil Informiitioti:
Mother remarried; Number o f times

Fair Poor

Parents have even been separated Father remarried: Number of times_ 
Parents ever divorced

Presenting Problem:

Signs untl Sym ptom s (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 o f symptoms:
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Critical Incidence:

Fam ily mental liealtli h istoi7:

Childhood and Adolescent 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

If yes, which t>'pes o f child abuse? Sexual Physical Verbal 

Abuse was as Victim Perpetrator 

Other childhood issues: Neglect Inadequate 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 histoiy of being as sexual perpetrator? No Yes (describe)

Cultural/Ethnic liistoiy;

Cultural Strengths/support:
Cultural Stressors/problems; 
Beliefs/practices to incorporate into therapy;

Spiritual/Tlcligious 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 o f years
Graduate; Number o f years__
Vocational: Number of years

Other training________________
Strength:
Weaknesses:

Employtncnt/ Vocationn! history
Employer Dates 'I’itle Reason left the 

job
How often miss 

work?

Strengths/support:

Stressors/problems:

Leisure/ Recreational histoi-y:

Describe special areas of interest or hobbies (e.g., art, books, crafts, physical fitness, 

sports, outdoor activities, church activities, walking, exercising, ciiet/hcaUh, hunting, fishing, 

bowling, traveling, etc.)

Activity I low often now? How often in the past?

Strengths/support; 

Recent changes; 

Changes desired; 

Chemical use history:
Name of 

Drugs
Method of 

use and 
amount

Frequency 
of use

Age of 
first use

Age of 
last use

Used in 
last 48 
hours

Used in 
last 30 
days

Yes No Yes No
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Counseling/ Prior treatment history:

No Yes When Purpose Reaction or 
overall 

experience
Counseling/
Psychiatric
treatment
Suicidal
thoughts/
attempts

Drug/ Alcohol 
treatment

Hospitalizations
Involvement 
with self-help 
groups (e.g. 

AA,NA)

Information about faniily/ significant udicrs (Past and Present):
No Yes When Purpose Reaction or 

overall 
experience

Counseling/
Psychiatric
treatment
Suicidal
thoughts/
attempts

Drug/ Alcohol 
treatment

Hospitalizations
Involvement 

with self-help 
groups (e.g. 

AA,NA)

Qbservntion o f  therapist about tiic client:
Mental 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)

nX .
Group: E xperim ental/ Control
Client age;
Living area: ? Dkct.tCfr*.
Placem ent: -q c_

Subjective evaluation /rem arks about thie client progress:

O b-/3sL'r5-(

^JKr^-o ■)

-=0!/4-o

p - t9  (9 ^  I- ,

Objective evaluation /rem arks about the client progress:

■7 5 "  '/•„  - .

Name o f the Psychiatrist: 
Sigjiature:
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Responsible Psychiatrist’s Evaluation/ Remarks
(After------psychotherapeutic sessions)

Group; E xperim ental/ Control 
Client age;$jf 
Living area:
Placement: (i Sivi M  U

Subjective evaluation /rem arks about the client progress:

<X-

bjcctive e-'-'luation /rem arks auui.v ''I 'en t progress:

Name o f  the Psychiatrist; ^
Si m ature; ............A is is ie n l Pj»(BSSOr 

D e p a n m e n i o l PsycMiarfy  
Ban̂ jtnndnu SioUi Mt;pt Meoa! UJvvsiMy 

O lia k a
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Responsible Psychiatrist’s Evaluation/ Remarks
(After------ psychotherapeutic sessions)

Group; Experimental/ Control 
Clientage: 2 ,9   ̂ .
Living area;
Placement:

Subjective evaluation  /rem arks about the client progress:

O bjective evaluation /rem arks about the client progress: 

0  0

N am e o f the Psychiatrist:

•iJ'l C.<̂  W r 
c?rf&STa 

Trr-̂ rri-psTi c?r|fi fSrssTn 
ur-Pi c^fsc^ci ^̂-ĉ ra7 5phmt*t̂
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Responsible Psychiatrist’s Evaluation/ Remarks
(After------psychotherapeutic sessions)

Group; Experimental/ Control 
Client age: 2 > S  ■ ■
Living area: ;
Placement:

Subjective evaluation /remarks about the client progress:

-V.

P  .A du jU  o- >

Objective evaluation /remarks about the client progress;

^  5  ~  '/■  v ^ ' T ' v v e - ^ - ^

Name o f the Psychiatrist: , [^jK&'JU—cS-a.
Signature;

T5-J2 -=!nr.-'t-r>-i r c
• v-r, r-... .>
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Responsible Psychiatrist’s Evaluation/ Remarks
(After------psychotherapeutic sessions)

Group: Experimental/ Control 
Client age; ^  ■ .
Living area; ^
Placement: '' '

1) M C H

Subjective evaluation /remarks about the client progress;

T V .J iSrl^  U) O-VO LC iA C O G C w Ji^ XPVJ2-C*JC^^ £  LOCOl 

u l -  - f^^TYxo

p  J W )

c c C _ t c ' i y i ■

Objective evaluation /remarks about the client progress:

^  0  y , \/--Caaa-(Lâ

Name of the Psychiatrist:
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Responsible Psychiatrist’s Evaluation/ Remarks
(After------ psychotherapeutic sessions)

G roup: E xperim en ta l/ C ontrol 
C lie n ta g e :
L iv ing  area:
P lacem ent: -̂ 5 H

S ubjective  evaluation  /rem arks about the  c lien t progress;

M CrtO ; ^AJKe-- ^   ̂ ,

_  c L J * ^  J / V i ^

^  ^  - V w jL i)  UrJiS^A^uJ^

O bjective evaluation  /rem arks about the  client progress:

N am e o f  the  Psychiatrist: 
S ignature:

'-f.mr^TT^ r c^r-^rsr 
ca-f%-tg-rrj

C?n'-T r̂ PRsl'M
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Responsible Psychiatrist’s Evaluation/ Remarks
(After------ psychotherapeutic sessions)

?v<

Group; E xperim ental/ Control 
Client age: 3  y w i  ■,
Living area: i
Placem ent: ^  ^

Subjective evaluation /rem arks about the client progress:

( P f  J tK cvT  JkiX A  nrvej UA'v^^3-^'

_-±jxJijy^sLJ u a A j J c J ) v  .

H -e^ JlsU V 5 ^'YV\JSULuJSiu^ J K / i  ( X c i i  \y iJ^

^jTT_^ b-OuX^ u a  ,

O bjective evaluation /rem arks about the client progress: 
RjD  V- V/JZ4A'VC.<>J“

Name o f  the Psychiatrist: 
Signature: —
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Responsible Psychiatrist’s Evaluation/ Remarks
(After------psychotherapeutic sessions)

Group: Experim ental/ Control 
Client age: ^  ' .
Living area:
Placement:

M C H

Subjective evaluation /rem arks about the client progress:

p  9-U2^’

0 ( o A « W v - e

Objective evaluation /remarks about the client progress:

3  5

Name o f  the Psychiatrist: 
Signature: _

- -vrTr^Ti^ t c^'-'Tsi 
c:?Tf%iST3 

vrmP-r-3  ̂ c?it̂  fSrai-’-t 
cv-fii c■Jfŝ '̂ >■=l
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Responsible Psychiatrist’s Evaluation/ Remarks
(After------psychothcrapeutic sessions)

Group: Experimental/ Control 
Client age: 5,0
Living area: fiUK.tv, 
Placement: 0  S M M U

Subjective evaluation /remarks about the client progress:

Objective evaluation /remarks about the caunt progress:

. Ŝ y, ^y/

Nai ; o f  th-? Psychiatrist: 
Signature:

O f -  M o f i s i n  A l l  S h a h

Assislanl Proressof 
DopanmenI o' Psychiatry

Cinan
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¥

>

Responsible Psychiatrist’s Evaluation/ Remarks
_____ (After-------psychotherapeutic sessions)

Group: Experimental/ Control 
Client age: 94 •
Living area:
Placement; ,

Subjective evaluation /remarks about the client progress: 

I-(X, IsmJ t

Objective evaluation /remarks about the client progress:

Name of the Psychiatrist: , lO vixU ^JL jj,
Signature:

^ 1 3 'Tf
■̂FTf>T=T= fTjrĈ  f̂ TT5Ti1

r;i>M rsifer-̂ ''̂  Jfî iofransi
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Responsible Psychiatrist’s Evaluation/ Remarks
(After------psychotherapeutic sessions)

Group: Experimental/ Control
Client age; ■ .
Living area: ^
Placement: ^

.1) K  Cfc)

Subjective evaluation /remarks about the client progress:

Li

Objective evaluation /remarks about the client progress:

O c t )  ^ L?7 0

Name o f the Psychiatrist: ^
Si^,am re:

s •^rc'iTcTr c-'T'̂ nsT 
c^rf^tSra 

vrp=rr->iT!v c^,-i ffTvs-:--!
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Appendix- 7.7

11 Point verbal rating scale

> 0
Low level 
Problems

M edium  level 
Problems

10
Highest level 

Problem s
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Appendix- 7.8

D em ograph ic  D ata o f G roup-A
Demographic data sheet

S L
No

C lien t
C ode

H ospital A ge Sex EducMtion O ccu p ation M aritnl
Status

Socio
econ om ic

status

D uration
o f th c

problem s

C urren t  
m ed icine  sta tu s

M ajor O C D  sym p to m s

1 AI Dhaka
M edical
C ollege
Hospital
(DM CH )

43 M X Business M I.ovvcr
middle
class

18 Clofranil, 
Oleanz, Prodep, 

Paso

Concern with religious beliefs; contaminated  
with d in  and germ s, touching animals; becam e  
ill from contaminated; repeated w ashing, often  
performed in a ritualistic way; counting tiles; 
avoiding places feared for possible  
eonlam ination; repeated show ering or 
bathing; repeating and rereading things; 
checking stoves and fan sw itches over and 
over and doing certain activities in a particular 
number o f  times;

2 A 2 Bangabandhu 
Sheikh Mujib 

M cdical 
University  
(B SM M U )

37 F s.s.c H ouse W ife M M iddle
class

25 Clofranil, 
Oleanz, Prodep

Contaminated with dirt, germ s and poison, 
touching insccts; becam e ill from 
contaminated; going to die by touching  
insccts; must do the work specific numbers; 
repeated washing, show ering and bathing 
often performed in a ritualistic way; avoiding  
places feared for possib le contamination and 
poison explosion; checking gas stoves, locks, 
food poi and taking m edicine over and over.

3 A3 DM CH 28 M X Privaicjob UM Lower
m iddle

class

18 Tclazine, X ionil, 
Prodep

Contaminated with d in  and germ s, touching  
others ; must do the work certain numbers; 
avoiding placcs feared for possible  
contamination; checking stoves, locks and fan 
sw itches over and over;

4 A 4 DMCH 32 F BA H ouse W ife M Upper
middle
class

25 Clofranil, 
Relafin, 
S iiod on , 
Perkinil, 

Disopan, Inj. 
Fluanxol Depot

Contaminated with dirt and germs; becom ing  
ill from contaminated; must do the work 
specific numbers; repeated w ashing, reading 
aojubillah and writing oflen performed in a 
ritualistic ivay; doing ccnain  activities in a 
particular number o f  times;

5 AS DMCH 20 M Hons.2"^
yrs

Student UM Upper
middle
class

5 Clofranil,
Prodep

Must do the work certain numbers; all time 
advertisem ent and m usic w as running head, 
bathing several time and doing ccrtain 
activities in a particular number o f  times;
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A6 DM CH 21 M Business UM Lower
middle
class

Tab. Oleanz, 
Amafranil, 

A m it/A m ilin, 
Prodep, 

l,ozicum

Have no rest in brain when sleeping, see many 
scenery when sleep ing, no satisfaction when 
sleeping; never can not incom e and bear 
parenis; repeated show ering or bathing for hot 
flushes; chcck ing locks over and over; 
preoccupation with sym m etry, exactness or 
order and doing certain activities in a 
particular number o f  times;____________________

A7 DM CH 20 Student UM M iddle
class

Inj. C lopixol 
Dcpot,Pcrkinil,R  

clafin, Sedil, 
L opez ,Gcpin, 

Indever, 
Laxxena, 

Vitamin B 
Com plex

Urge to c o lle d  useless things; preoccupation 
with sym m etry, exactness and order; excessive  
concern with aligning papers, books, cloths, 
bag, loys, show  pieces, household materials 
and other item s a  certain perfect way; 
preoccupation and excessive, illogical fear o f  
harming se lf, harming fathers; doing  
som ething embarrassing; worry about losing  
things; worry about fathers remarriage; 
uncontrollable household materials washing, 
often performed in a ritualistic way but can 
not bathing betw een a month; cleaning o f  
objccts, household items; use o f  special 
cleansers and cleaning techniques; avoidance 
o f  objccts considered contaminated; checking  
over and over physical surroundings- locks, 
stoves, w indow s; doing certain activities in a 
particular number o f  times;________________

It is se e n  from  that 4  c lie n ts  w ere  m ale and 3 c lie n ts  w ere  fem a le . A ll the c l ie n ts  o f  G ro u p -A  w ere  c o m e  from  lo w e r  m id d le  c la s s  to u p p er m id d le  c la s s  fa m ily .  
T h eir  a g e  ra n g ed  from  2S to 4 3 . A m o n g  th e  c l ie n ts  o n e  had  g ra d u ation , o n e  p a sse d  S .S .C , and o n e  c lie n t  vvas H o n s. S tu d en t and th e  o th e r  four h ad  g o n e  to  sc h o o l  
up to  c la s s -X .

239

Dhaka University Institutional Repository



V

Dem ographic Data o G roup-lj
S L
N o

C lien t
C ode

H ospital A ge Sex E ducation  O ccu p ation M arita l
Status

Socio
econ om ic

statu s

D uration  o f  
the problem s

C u rren t
m ed ic inc

statu s

M ajor O C D  sy m p to m s

B l DM CH 38 M H.S.C Unem ployed UM Lower m iddle 
class

18 Clofranii,
Citapram,
Si7-odon,
Perkinil,
Zolium

Contaminated with dirt and germ s, touching  
animals and insects; bccam e ill from 
contaminated; excessive  fear and 
preoccupation with avoiding dirt and germ s, 
insects, mosquito; easily bothered by certain 
sounds; intrusive nonsense sounds; repeated 
washing, show ering or bathing, often  
performed in a ritualistic way; avoid ing  
places feared for possib le contamination; 
rereading things; checking stoves, tap, locks 
and fan sw itches over aiid over and doing  
ccrtain activities in a particular number o f  
times;

B2 DM CH 28 M S.S.C liiectriciau UM Lower m iddle 
class

Clofrani!, 
Epilim  Chrono, 

Olanep

l id

Contaminated with dirt and germ s, excessive  
fear and preoccupation with avoid ing dirt and 
germs; unwanted, w orrisom e and intrusive 
sexual thoughts and im pulses; thoughts about 
being or becom ing a hom osexual; repeated 
showering or bathing, often performed in a 
ritualistic way; avoid ing places feared for 
possible contamination, checking tap, locks 
and fan sw itches over and over and doing  
certain activities in a particular number o f  
times;

B3 DMCH 20 M Hons.2
yrs

Student UM M iddle class Clofranii Worry and preoccupation: having
blasphem ous thoughts; being punished for 
blasphem ous thoughts; repeated checking  
locks, pen, admit card and file over and over  
and doing certain activities in a particular 
number o f  t i m e s ; ______________

B4 BSM M U 20 M H ons.! “ yrs Student UM Upper m iddle 
class

Prodep,
I'.piclon

Contaminated with dirt and germ s, touching  
dustbin, poor people, tree leafs, handshake 
with other and touching football; becom ing  
ill from contaminated; excessive  fear and 
preoccupation with avoiding dirt and germs; 
repeated cloth, doors, \vindow s, balcony.
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lone, sandal, m obile, bag, m oney bag, tap 
etc. w ashing and cleaning, often performed 
in a ritualistic way; show ering or bathing, 
often performed in a ritualistic way; avoiding  
places such as toilet, dustbin, shoe self, 
others house, drain etc. feared for possible  
contamination;

5 B5 DM CH 40 I- X Mouse W ile M M iddle class 5 Clofranil, 
Tielon, 

Aluctin, Napa 
extra

Contaminated with d in , becom ing ill from 
contaminated; excessive  fear and 
preoccupation with avoiding dirt; repeated 
w ashing, often performed in a ritualistic way, 
avoid ing places feared for possible  
contamination, checking stoves, tap, locks, 
fan and television  sw itches, checking under 
door, bed, almira and m id self over and over 
and d oing certain activ ities in a particular 
number o f  times;

6 B6 DMC)^ 21 !' X U ncm pioycd UM M iddle class 5 Prodcp, Xiorsil, 
Aripra

Contam inated with dirt and germ s, becom ing  
ill from contaminated; excessiv e  fear and 
preoccupation with avoiding dirt; repeated 
w ashing and bathing, often performed in a 
ritualistic way; avoiding places feared for 
possib le contam ination, checking stoves and 
pot over and over and doing certain activities 
in a particular number o f  times;

7 B 7 DM CH 28 F BA Student M M iddle class 1 1 Clofranil,
Relafin,

Rispolux,
Lonazep

Contaminated with dirt and germ s, becom ing  
ill from contaminated; excessive  fear and 
preoccupation with avoiding dirt; repeated 
hand, plate, pot, floor, cloth w ashing and 
balhing, often performed in a ritualistic way; 
avoid ing places feared for possible  
contamination; pulling ow n hair from scalp; 
acts o f  self-dam age or self-m utilation- 
picking skin; doing certain activities in a 
particular number o f  times;

It is seen that 4 clicnts were male and 3 clients 
40. A m ong the clicn ts one had graduation, one passed H .S.C , one passed S.S .C , tw o clicnts were Hons. Student and ihc oUicr two had gon e to school up to class-X .
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1. Welcome greetings and therapist self-introduction

2. Explaining the therapeutic process (Motivational work)

3. Explaining the issues o f  confidentiality

4. Demographic data o f the client

5. Mood checking, inchiding objective scores

6. Setting the agenda (and providing a rationale for doing so)

7. Discussion o f  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)

Cognitive 

Eniotiona!
Behavioural 
Physiological 

Social
Occupational

8. Use of psychometric tools (OCD scale, anxiety scale, depression 

scale)
9. Educating the client about his/her disorder

10. Summarization o f  the session
11. Setting o f  homework (If necessary)

12. Feedback on the session

Appendix- 7.9

Session- 1
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Session-2
1. Short review o f  the previous session and checking mood

2. Explore the reaction to the last session

3. Setting the agenda
- Review o f  homeworic

- Continuing pre-assessment

- Gathering additional information

- History taking

- Summary and feedback

4. Discussion o f  issues on the agenda:

• Explore the problem in five areas: cognitive, affective, physical, 

behavioural and social aspects

• Use o f  psychometric scale to identify the problems

• History taking:

A. History o f  present illness
B. Family history:

• Relationship among family members

• Social position o f  family

• Family history o f  mental illness: Absent/present 

degree/2”‘̂ degree)

I f  present,
Disorder:

Treatment received:
Outcome:

C. Personal history (Birth history, child hood, schooling and 

education, occupational history, marital history, sexual history)
5. Setting new homework

6. Summarization o f  the session and feedback
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1. Short review o f  the previous session and checking mood

2. Explore the reaction to the last session

3. Setting the agenda

- Review o f  homework
- Continuing pre-test measure and history taking

- Exploring underlying psychological issues

- Setting new homework

- Summary and feedback

4. Discussion o f  issues on the agenda:

• History taking (past medical history, past psychiatric history)

• Exploring underlying psychological issues (explaining relationship 

among automatic thoughts, affects and behaviours ; identify 

automatic thoughts more precisely)

5. Use o f  psychometric scale

6. Identifying emotions using mood chart

7. Setting new homework

8. Summarization o f the session and feedback

Session-3

244

Dhaka University Institutional Repository



1. Short review o f  the previous session and checicing 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 o f  issues on the agenda

5. Use o f psychometric scale

6. Setting new homework

7. Summarization o f  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

Session-4
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- Setting new homework
- Summary and feedback

4. Discussion o f  issues on the agenda

5. Use o f psychometric scale

6. Setting new homework

7. Summarization o f  the session and feedback

Session (6-7)

1. Short review o f  the previous session and checking mood

2. Explore the reaction to the last session

3. Setting the agenda

- Review of homework

- Implementing CBT and behavioural techniques 

according to the chents need

- Setting new homework

- Monitoring progress

4. Discussion o f  issues on the agenda

5. Use of psychometric scale

6. Setting new homework

7. Summarization o f  the session and feedback
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1. Short review o f  the previous session and checking mood

2. Explore the reaction to the last session

3. Setting the agenda

- Review o f  homework

- Mid'assessment

~ Implementing CBT and behavioural techniques 

according to the clients need

- Setting new homework 
Monitoring progress

4. Discussion o f  issues on the agenda

- Exploring presenting psychological problems in the following areas: 

(Mid-assessnient)

• Cognitive

• Emotional
• Behavioural

• Physiological
• Social
• Occupational

5. Use of psychometric scale

6. Setting new homework

7. Summarization o f  the session and feedback

Session-8
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]. Short review o f  the previous session and checking mood

2. Explore the reaction to the last session

3, Setting the agenda

- Review o f  homework

- Implementing CBT and behavioural techniques 
according to the clients need

- Setting new homework

- Monitoring progress

4. Discussion o f  issues on the agenda

5. Use o f psychometric scale

6. Setting new homework

7. Summarization o f  the session and feedback

Session — 12

1. Short review o f  the previous session and checking mood

2. Explore the reaction to the last session

3. Setting the agenda
“ Review o f  homework

- Monitoring progress

- Post-assessment
- Implementing CBT and behavioural techniques

Session (9-11)
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- Setting new homework
'  Give two follow up date

- Feedback

4. Discussion o f  issues on the agenda

5. Setting new homework

6. Summarization o f  the session and feedback

Session (13-15)

1. Short review o f  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 o f  the session

4, Discussion o f  issues on the agenda

5. Summarization o f  the session and feedback
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Appendix- 7.10
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'5. i7T*n7T  ̂ ^
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Additional CBT techniques for the sessions

• Advantages and disadvantages analysis

• Beliavioural experiments

• Activity monitoring and sclneduling

• Distraction

• Relaxation

• Graded Exposure

• Reinforcement

• Exposure

• Modeling

• Response prevention

• Systematic desensitization

• Imaginal exposure

• Avoidance-reduction

• Thought-stopping

• Thought-switching

•  Thought'Control

• Habituation training

Appendix- 7.11
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Session Materials
Appendix- 7.12

8 . ^  l i l ^  C?>H 'Q ^ ‘̂ 4  f%^ 1% f^fra ?
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Source; H ym an,B & Pedrick ,C .(I999). The OCD w orkbook, New H arbinger, 
Publications,Inc.
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Psycho Education Format 
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