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Background: Obsessive-Compulsive disorder (OCD) is an

anxiety-spectrum disorder that causes significant impairment
in the bio-socio-occupational functioning of the individual. The
family accommodation in OCD leads to significant caregiver
burden and negative expressed emotions. This article describes
the social casework process with a young adult having OCD
and high family accommodation using a case study design.
Clients and family members' knowledge about the illness
improved and there was a reduction in the family caregiver
burden after social casework. This article highlights the
multiple psychosocial issues faced by the individual and his
family, and the social casework process in managing family
accommodation in OCD.
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Introduction: - Obsessive-Compulsive Disorder (OCD) is a
common, chronic, and long-lasting psychiatric disorder,
characterized by persistent, uncontrollable, repetitive, and
intrusive thoughts, images or urges called obsessions, and/or
repeated or stereotyped behaviours or mental acts called
compulsions performed to reduce distress related to obsession or
for completeness (Albertetal., 2017; ICD-11, 2022; Reddy et al.,
2010). People with OCD spend most of their time on obsession
and compulsions and interfere with all aspects of life, such as
work, school, and personal relationships, thus affecting their
functionality (Goodman et al., 2021; Rajashekharaiah & Verma,
2016). The rank of OCD is tenth among the ten leading disability
causes as per the World Bank and WHO and OCD ranks fifth in
the case of women of age group 15-44 years (Bobes et al., 2001).
Most people are diagnosed by about age 8 and 12 or between late

teenage and early adulthood.
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The worldwide prevalence of obsessive-compulsive
disorder (OCD) is approximately 2-3% of the general
population (Carmi et al., 2022), where lifetime prevalence
rates of obsessive-compulsive disorder (OCD) have been
estimated at 1.8 per cent for women and 0.5 per cent for
men (National Comorbidity Survey, 2007). In India,
obsessive-compulsive disorder (OCD) is more common in
unmarried males and common in persons from upper
social strata and with high intelligence, while in other
countries, no gender differences are reported. In India, the
average age of onset is the late third decade (i.e. late 20s).
The lifetime prevalence of OCD in India is 0.6%
(Rajashekharaiah & Verma, 2016; Reddy etal.,2010).
Family accommodation is referred to as how family
members take part in the performance of the rituals of the
OC patient, help the patient avoid anxiety-provoking
situations, and help the patient modify their daily routine
(Lebowitz et al., 2012). Family accommodation is
commoner in OCD patients, strongly depends on the
severity of the symptoms, and affects the patient's quality
of life and functionality, and treatment progress and
outcome —(Albert et al., 2017; Baruah et al., 2018;
Cherian et al., 2014). The modification and impairment in
the family functioning resulted in a significant caregiver
burden and highly negative expressed emotions (Albert et
al.,2017; Koujalgietal.,2014).

Intake

Patient information

A 22-year-old, unmarried male, studied up to 12" std,
presently unemployed for one year, hailing from middle
socio-economic status, Hindu by religion, nuclear family,
from rural Uttar Pradesh.

History of present illness:

The patient was apparently maintaining well six years ago.
He was presented with complaints of repeated sexual and
contamination thoughts, repeated sexual images, repeated
action, proxy compulsion, and aggressive and abusive
behaviour towards family, which is insidious in onset,
continuous in course, and for a duration of 6 years. In 2017,
the patient reported repeated uncontrollable thoughts of

the female genitalia in his mouth, which was distressing
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him to a large extent as he felt that his mouth had become
impure. To get relief from these thoughts and the stress
associated, he would drink water as a distraction,
repeatedly spit, or clean his mouth with water as he felt this
would make his mouth cleaner and the distress would
come down. These repetitive thoughts initially occurred
only for a few seconds when the patient was using his
mobile phone, gradually it started to occur whenever he
was engaged in some activities. As a result of this, he
stopped attending school and going out for any social
activities.

Later on, he developed repeated sexual images of his
mother and perceived the activity, in which he was
involved when he had this thought, to be impure and the
reason for the thought. He would repeat the activity until
he felt it had become pure and his associated distress came
down. He also compelled his family to repeat the activities
along with him, mostly his mother and younger brother,
and because of this, it became difficult for the family to
accommodate him. When they refused to follow him, he
threatened to harm them and physically and verbally
abused them to the extent that the family took the help of
the police as it was difficult for them to control him. The
patient would ask for reassurance from his mother and
younger brother multiple times to reduce his distress. The
patient consulted many hospitals for his symptoms;
however, he never reported any improvement in his
symptoms. As the patient became very abusive towards his
family and became uncontrollable, he was brought to
NIMHANS and admitted for IP care in 2021.

Three Generation Family Genogram:

The socio-demographic details of the family members are presented in Table 1.
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Age | Educational | Occupation | Marital status | Income (per | Health
Status month) status
Father 52 | M.Sc., B.Ed. | Teacher Married Around Nil
50000
Mother |45 |M.A., B.Ed. | Teacher Married Around Nil
50000
Younger | 19 | Higher Student Unmarried NA Nil
brother Secondary

Assessment of family dynamics

Boundary: The external boundary of the family was clear
and open while the internal boundary was diffused.
Subsystems: All the subsystems in the family were not
functioning adequately after the patient's illness. There
was relationship distress in the family and marital distress
between parents due to the patient's differing attachment to
his parents. Family developmental stage: The family was
in the 6" stage of family development, i.e., family with
young adults. Leadership: The father was the nominal and
functional leader of the family. There was democratic
decision-making in the family. Role structure and
functioning: Instrumental role performed by the father and
expressive role by the mother. Communication: Need-
based interaction and switchboard communication are
present between the patient and his father. Reinforcement:
There was no positive reinforcement and punishment
present in the family. Inconsistent parenting was present.
Cohesiveness: The cohesiveness of the family was
enmeshed. Family rituals: There were family rituals
present. Adaptive patterns: The adaptive skills of the
family were inadequate as there were poor help-seeking
and problem-solving skills present. Social support
systems: There was adequate primary support from the
family members of the patient, inadequate secondary
social support from the extended family members and
adequate support from parents' colleagues and friends.
NIMHANS was the available tertiary support for the
patient and the family.

Personal History

The patient is the firstborn child of a non-consanguineous
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marriage. His birth was a normal full-term delivery at the
hospital with normal developmental milestones and no
major childhood illness. He started schooling at the age of
6 years and was an above-average student till 10" standard.
However, his academic performance declined after his
illness. He dropped out from attending Higher Secondary
school due to his illness and studied 11" and 12" from home
and attended the exams. The patient attained puberty at the
age of 13-14 years old. The patient got the sexual
information from his friends in school and by watching
porn. The patient seldom masturbated as he felt it was a sin
and had guilt feeling associated. There was no history

suggestive of any substance use.

Temperamental History

Activity: The patient had a normal physical activity level.
Regularity: The patient did not have a rhythm in biological
functions. After the onset of the illness, the patient used to
sleep more, as a safety behaviour. Initial reaction: The
patient approached new people and situations without any
shyness. Adaptability: The patient lacked effective
adaptive skills. [Intensity: The patient responded very
intensely to his emotions. Mood.: The patient had frequent
mood swings, he would cry and make trouble a lot for even
trivial matters. Distractibility: The patient was not easily
distracted from every distraction and could concentrate on
his activities very well. Persistence and attention span:
The patient remained on a task for quite a long time.
Sensitivity: The patient was not highly sensitive to the
changes in the environment. He took time to adapt to them
but was not bothered much by the external stimuli.
Inference: The patient was a difficult-to-handle child.
Traumatic life experiences / stressful life events: The
patient was diagnosed with a cyst in his brain and was
advised for surgery, however, the multidisciplinary team
advised them to prioritize his psychiatric symptoms and to
treat his physical condition once he gets better. The patient
had tremors in his hands and hearing difficulty in one ear
due to his physical illness.

Functionality Assessment

Functionality is defined as the ability of the individual to
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meet and fulfil their societal roles, feel satisfaction in their
capacity to meet these roles and ability to do self-care and
participate in leisure and recreational activities (Green et
al., 2018). The functionality assessment was done using
the Indian Disability Evaluation and Assessment Scale
(IDEAS)(Mohanetal.,2005) and explained in Table 2.

Domains Score during | After 2 months of | After 6 months of
admission Social Casework | Social Casework
Self-care 2 1 1
Interpersonal activities 4 2 3
Communication and 3 1 2
understanding
Work 4 4 4
Duration of Illness (Score) 2 2 2
Percentage of disability 75% 50% 60%

Social and environmental assessment:

The patient had no history of violence or abuse. However,
he was abusive and aggressive towards family members.
History of emotional neglect by the father in the patient's
childhood as his parents prioritized his studies before the
onset of illness and had high expectations from him. The
neighbours were critical of the patient and there was social
stigma present in the neighbourhood.

Assessment of Strengths

Strength assessment at the personal, family and
community level was done and explained in

Table 3. Strength assessment at personal, family and

community level.
Personal strength Family strength Social strength
Above average Support from paternal Support from the school
intelligence family member authority of the patient
Religious Both parents permanently |  Support from colleagues
Hobbies like reading, employed and friends
studying Financial stability Tertiary support system
Curiosity to learn (NIMHANS)

Assessment of caregivers:

The family had poor knowledge about the illness and the
treatment. The family members were critical towards the
patient. During the IP care, the younger brother was the

primary caregiver whereas the father would often avoid
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staying in the ward to prevent confrontations. The major
concerns of the family were about the patient's functioning
and the aggressive and abusive behaviour of the patient,
which led to worries related to the patient's future and the
family's safety. The illness had a significant impact on both
the patient's and family's social and occupational life, as he
restricted the social engagement of the family. Zarit's
caregiver burden scale(Zaritetal., 1980) was administered
and there was moderate-severe caregiver burden
(Score=48). The assessment after 2 months of IP care
revealed that the caregiver burden had reduced to mild to

moderate (score =40).

ICD-10 Social Diagnosis
Young adults having obsessive-compulsive disorder with
Z60.1. Atypical parenting situation
Z61.8 Other negative events in childhood
Z62.1 Parental overprotection
Z63.3 Inadequate family social support
772.3 Lack of physical exercise
Z91.1 Personal history of noncompliance with medical treatment and regimen

High Family accommodation

Social disability

Social Stigma

Emotional Neglect in Childhood

Family Members' Negative Expressed Emotion toward patient

Family Dysfunction

The presence of violence due to a family member having mental illness

Moderate to severe family burden

A 20-year-old, single male, completed 12" standard,
student, hailing from middle socioeconomic status, from
rural Uttar Pradesh. Temperamentally difficult to handle
child with an early onset of psychiatric illness, pre-
morbidly has Antisocial and Emotionally Unstable
Personality traits and a personal history of academic
decline and discontinuation. The external boundary of the
family was open and clear whereas the internal boundaries
were diffused. There was democratic decision-making in
the family patient. The communication of the family
members was direct and open, while between the patient
and his father, there was need-based and switchboard
communication. The patient was completely dependent on
his mother and thus there was a multiplicity of roles
present in the mother. All the subsystems in the family
were affected by the patient's illness. The cohesiveness

was enmeshed and there was no reinforcement present.
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Inconsistent parenting was present. There was inadequate

social support and inadequate coping strategies present

with poor help-seeking in the family. The parents had poor

knowledge about the illness and treatment, and negative

expressed emotions, criticality, and overinvolvement were

present in the family. The family had a significant

caregiver burden and their major concerns were the future

of the patient and the family and the safety of the family

due to the impulsive and aggressive behaviour of the

patient.

Figure 1:Diagr
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family system were not well-functioning. The well-
functioning family system was severely affected after a
member of it was in disequilibrium (Bond, n.d.). The
neglect from the patient's father and family
accommodation and proxy compulsion in the family
further affected the dysfunction in the patient —(NCC et
al.,2017).
Psychosocial Issues

e High negative Expressed Emotion (criticality and

overinvolvement).
e Severe caregiver burden.
e Poor knowledge of parents about the illness and
treatment.

e Poordrugcompliance.

e Family dysfunction.

e Poorcoping skills.

e Inadequate decision-making skills.
Psychiatric social work interventions:
Social Casework

e Psycho-education

e Insight facilitation

Selfstigma

The Z- analysis of the patient and family is explained in
Table 4 based on the social analysis using ICD 10 (1994)
and the diagrammatic representation of the social analysis
is presented in Figure 1.

Family system theory (Murray Bowen, 1966)

In family system therapy, the individual members are not
seen in isolation, but as a part of their family, as family is an
emotional unit. Family system theory states that the family
is seen as a whole, not as its units. Any change or
malfunctioning of any one unit of the family would lead to
dysfunction of the whole family. Each unit of the family is
interconnected to each other and thus represents the whole
family system (Titelman, 1998). The dysfunction of the
patient leads to dysfunctions in the whole family
dynamics. The communication and cohesiveness of the
family were affected, and the family members were critical

and helpless towards the patient. All the subsystems in the
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e Supportive psychotherapy

e Referral services

Family Casework

e Family Psycho-education
e Supportive psychotherapy
e Handling the communication problems

e Addressing expressed emotion

Process of intervention:

Psycho-education: The explanatory model of the
family about the patient's illness was analyzed and
their attitude towards the patient was examined.
The patient and family were given
psychoeducation about the patient's illness, its
symptoms, course, prognosis, and treatment.
Psychoeducation on expressed emotions and their
effect on the patient's illness and treatment was also
done. The family was informed about the need for

treatment regular medication and psychotherapies.
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Insight facilitation: The session with the patient
mainly concentrated on insight facilitation. The
patient was psycho-educated about his illness,
causes, symptoms, and prognosis. The patient was
motivated to take therapy from the clinical
psychologist from his native place. The patient was
also motivated to spend quality time with family
members.

Supportive psychotherapy: The patient's brother
was the primary caretaker of the patient in the
hospital. Zarit's caregiver burden scale (Zarit
Burden Interview, n.d.; Zarit et al., 1980) was
applied to the brother and it was noted that he had
moderate-severe caregiver burden. The brother
was allowed to ventilate his worries and concerns,
and validation and reassurance were given. The
brother was informed about the need and
importance of Me Time and enhancing social
support. Both parents were allowed to ventilate
their worries and concerns. The parents were
guided on healthy interaction in the family, parent
management techniques, and sharing of caregiving
with the brother. Validated the concerns and
encouraged them to support the patient and
themselves.

Handling the communication: The
communication between all the subsystems in the
family was affected. The family was advised to
have more open and direct communication. The
parents were given a chance to express their
grievances about each other. The mother was
informed not to encourage the switchboard
communication between the patient and father and
empowered her to do self-care. Discussed with the
patient the need for privacy and respect for others'
decisions. Discussed with the brother to be more
assertive to the patient and get support from his
parents.

Handling expressed emotion: The family was
critical of the patient because of their poor

knowledge about the patient's illness and the
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patient's aggressive and abusive behaviour
towards them. The family was psycho-educated
about the expressed emotions (EE) and their effect
on the treatment and the patient's condition. The
family was encouraged to empathize with the
patient and not to blame the patient.

Facilitation of Welfare benefits: The family was
informed about the Unique Disability Identity card
registration and the documents needed. The leaflet
on UDID registration was given to the family,
however, the family informed they would decide
later on.

Referral services: The patient was referred to the
Clinical Psychology team for individual therapy
and Exposure Response Prevention. The Clinical
Psychology team was unable to administer ERP to
the patient as he was less motivated for the therapy
and had severe anxiety-provoking obsessions.
They referred the patient to a local psychologist in
Agra, which the patient did not attend. Motivated
the patient to attend therapy and discussed its
benefits.

Outcome: The criticality of the family towards the patient

decreased and the family was able to empathize with the

patient. The caregiver burden was reduced and the family

started to spend quality time for themselves. The

interaction between the patient and his father improved

and direct and clear communication started. The

cohesiveness of the family improved. The outcome of the

social casework intervention in the functionality of the

patient is presented in Figure 2.

45

35

Figure 2: The outcome of Social Casework
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Follow-up notes after discharge:
e The patient was referred by the Clinical
Psychology team for Individual therapy and
Exposure and Response Prevention to a local
Psychologist in the patient's native place.
As the patient was not responding to the therapy
and was off medication for almost 2-3 months, the
family tried to take him to NIMHANS for
readmission. However, the patient was not ready
forit.
The patient was diagnosed with Guillain-Barre
Syndrome (GBS) in August- September 2021 and
was on treatment for about one month.
The aggressive and abusive behaviour of the
patient became severe and the family members left
the home leaving the patient alone. On discussion
with the multidisciplinary team, the family was
informed to approach the tertiary support systems
like the Police and legal system to intervene in the
crisis.
The patient restarted his studies and is currently
pursuing his graduation. His younger brother

relocated to another state for his future studies.

Learning outcome:
e Learnt about the ICD criteria of obsessive-
compulsive disorder and the nature and the
symptoms of the disorder.

About Zarit's caregiver burden scale and IDEAS
assessment and its scoring.

The various theoretical approaches and practices
involved in OCD and its management like family
system theory, ERP, etc.

Understood the family accommodation in OCD
and psychosocial interventions for its
management.

The various psychosocial interventions for

persons with OCD and their families.
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