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Abstract—While OCD is one of the most commonly occurring
psychiatric conditions experienced by older adults, there is a paucity
of research conducted into the treatment of older adults with OCD.
This case study represents the first published investigation of a
cognitive treatment for geriatric OCD. It describes the successful
treatment of an 86-year old man with a 63-year history of OCD using
Danger Ideation Reduction Therapy (DIRT). The client received 14
individual, 50-minute treatment sessions of DIRT over 13 weeks.
Clinician-based Y-BOCS scores reduced 84% from 25 (severe) at
pre-treatment, to 4 (subclinical) at 6-month post-treatment follow-up
interview, demonstrating the efficacy of DIRT for this client. DIRT
may have particular advantages over ERP and pharmacological
approaches, however further research is required in older adults with
OCD.
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|. INTRODUCTION

BSESSIVE-COMPULSIVE DISORDER (OCD) is one
of the leading mental health problems in Australia, with a
12-month prevalence rate of 1.9% in the general population
[1]. Individuals with OCD experience intrusive and unwanted
obsessions, and/or repetitive, and time-consuming
compulsions. It isa particularly disabling condition with a high
burden of disease and injury [2] and impairment in functioning
across a number of domains is demonstrated [3]. For the
majority of individuals with OCD, onset occurs before early
adulthood [4], [5]. However, while the onset of OCD after the
age of 50 years is considered to be rare [6], significant
numbers of elderly people are likely to be living with this
disorder [7], [8]. For example, Grenier et a [9] conducted a
survey of 2798 community dwelling adults aged 65 years and
over and classified over 1.5% of respondents as probable OCD
cases.
In a second study Jenike [10] found that 22 (12%) of 183
patients who presented for OCD treatment were older than 50
years and 8 (4%) were older than 60 years.
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Thus, for a number of reasons, the true figure of OCD in
older adults may be higher than previously thought [11].

One reason for this under-recognition of OCD in older
adultsis that the diagnosis may be complicated by the presence
of other co-existing physical disorders [7]. Secondly, many
elderly people with anxiety may have had their lifestyles,
including their opportunities for pursuing social relationships
restricted as a result of being more housebound due to the
aging process and thus may not meet the specific criterion that
symptoms interfere with daily living [12]. Finaly, it is also
recognised that OCD is a condition that often goes untreated
for many years, or is inappropriately treated [13] and it is
likely that in some instances older adults may have been living
with the condition for many years, either without ever
receiving treatment or after receiving ineffective or inadequate
treatment [8].

Cognitive and behavioural treatment (CBT), particularly
CBT packages that involve ERP have been shown to be
effective for both children [14] and adults [15] with OCD.
However, studies demonstrating the efficacy of CBT for OCD
in the adult literature have generally excluded individuals over
the age of 65 years from treatment trials [16], [17], [18]. It is
recognised that there is alack of research focusing specifically
on the treatment of OCD in older adults [7], [11 ], [19 ], [20]
and OCD research in older adults remains largely neglected
[21]. As such, we cannot be certain about the suitability and
effectiveness of approaches for treating this group, and which
treatments are most beneficial. Research into the treatment of
the anxious elderly is at a relatively early stage and advice
about the treatment of anxiety in this population is likely to be
based on personal clinical experience, or extrapolated from
research employing younger age groups[22].

The provision of effective OCD treatment is particularly
important for older adults since significant functiona
impairments as a result of OCD symptoms have been noted in
this population [9] that may place the person at risk of
requiring aged care placement. This would have profound
negative consequences for both the individual and the health
care system in regard to resourcing and financing this care.
The population in Australiais aging and it is estimated that by
2056 the number of individuals aged over 65 will increase
from the current 2.4 million to 6.4 million [1]. With this
considerable rise in the number of elderly residents it can be
expected that the effective treatment of OCD in older adults
will become an even more pressing issue.

While research investigating the treatment of OCD in older
adults is scarce, findings that provide some support for the
efficacy of ERP for the elderly OCD have been reported.
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Carmin et al [23] compared ten adults aged oveyd#rs
with ten young adults matched for sex, depressimhdinical
severity and found no significant differences betwegroups
in treatment response to ERP. The effectivenesscoimbined
treatment approach involving ERP and the pharmgocad
agent venlafaxine in a 77-year-old woman with seveCD
was demonstrated by Velayudhan and Katz [24]. HBOCS
score reduced from 36 at pre-treatment to 9 aetitkof the
three months of treatment. This study demonstrates
occurrence of late onset OCD in the absence of kaajn
abnormality and also confirms that the use of traal OCD
treatment approaches can successfully ameliorate
condition. However, as noted by Carmin et al
pharmacological treatment of the elderly OCD clieatds to
be carefully considered as it can be complicatea lopimber
of factors. These include age related changessporese to the
pharmacokinetic and pharmacodynamic properties rafsd
and the relatively high medical comorbidity thahdaad to a
greater use of additional medications which caseratt with
drugs used for treating OCD. Fortunately, thereaareimber
of case studies that provide support for the affeness of
ERP alone for adults older than 70 years [7], [120).

Calamari and Cassiday [7] reported the succes®atrhent
of two older adults with OCD using ERP. In the fficase
some modifications to the ERP treatment were engaldpr
the 77-year old patient, such as the use of digphatic
breathing and relaxation skills to assist with ngang the
severe anxiety and feared bodily sensations dusome
exposure sessions. The second case involved aea86eyd
female with severe OCD symptoms that she had expezd
since the age of five years. ERP involved week$sgms over
eight weeks, instead of multiple sessions per wagkher
physician was concerned about her hypertensionfelhthat
an exposure protocol that was too intensive wowdoberly
physically taxing for the client. While the clieabntinued to
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The second patient, Mr Y was a 74-year old male who
experienced OCD onset approximately six decaddeedie
had previously been hospitalised for his OCD anénbe
prescribed ECT and medications but had not undemtak
psychological treatments. Both Mr X and Mr Y weezis for
individual ERP sessions twice daily for 60 to 9hates. Mr
Y’s Y-BOCS was 40 at pre-treatment, 16 on the dayMas
discharged (day 23) and while there was no foll@wyk
BOCS score, it appeared that soon after returnimgehhe had
commenced ritualising to premorbid levels. While Mr
experienced a relapse after discharge, overall tadb studies
tthlemonstrate that these older adults made considgratgress

[23Huring the treatment and as such, this providatdursupport

for the role of ERP in the treatment of older aslwitth OCD.

A more recent published case study involved an&-pld
male named Oscar who was treated with ERP across 20
sessions [11]. His Y-BOCS score at pre-treatmerst ¥8& and
13 at post-treatment Oscar received supportiveénierat once
a week after finishing the ERP protocol and atr8dnths after
completing ERP his Y-BOCS score was 4. At 12-month-
follow-up Oscar reported no OCD symptoms and hBOES
score was zero. Minor adaptations were made toER®
program, for example, as he did not always rementber
adhere to the response prevention plan, Oscar wes gigns
written in large font to place in his bathroom tmaminded
him how long he should spend washing his hands‘@mahot
check the door” signs were also placed in his house
Additionally, Oscar's ERP program also involved esd
stringent restriction of hand washing. This wasuadyto be
important given that older adults may be more suisicie to
contagious diseases. Since Oscar used a caneisb \&gh
walking, the therapist selected rooms to conduetttterapy
sessions in that were easily accessible and alsd ha
comfortable seating. Therefore, ERP with some ajevant
modifications was very effective for an adult otke age of

have pronounced OCD symptoms she was happy with &9 years who had late-onset OCD with no identigabl
progress and the lessening of OCD symptoms that hadurobiological pathology. However, as Price andsr8an

occurred.

Carmin and Wiegartz [20] also describe two casesladr
adults with severe OCD who received inpatient ERBtiment.
Mr X was a 78-year old male with a recent onseO&D
whose rituals occupied him for up to eight houdag. He had
previously received outpatient ERP and pharmaco#bgi
treatments for his OCD, without long-term benefithe
existence of physical health problems including érjgnsion
and basal ganglia infarcts were noted and treatrmead
modified accordingly. For example, ERP was not cemoed
until his hypertension was medically controlledstbad he was
taught progressive muscle relaxation training
diaphragmatic breathing as anxiety managementegiest to
help minimise blood pressure elevation. His Y-BO&Sre-
treatment was 24, and at 12 weeks post-treatmef4BOCS
was two. Given that Mr X had difficulties with altesttion,
possibly as a result of his basal ganglia infatcesgtment also

involved the repetition and simplification of psyeh
educational interventions to facilitate understagdiand
retention.

[11] noted, Oscar's OCD was of a relatively low by of
severity. They suggest that if Oscar had experigrecenore
severe OCD presentation it may not have been areetab
treatment. Additionally, since Oscar had lived w@itD for
less than a year before receiving treatment thearekers
suggest that an older adult with a more longstantistory of
OCD may have not benefitted from treatment. Whideables
relating to illness course such as age of onsetdamnation of
symptoms have generally been poor predictors ofom
[25], greater overall symptom severity has predicp@orer
outcome in a number of studies in adult populatif2&].

andiherefore, further research involving older adwlith more

severe and longstanding OCD is required. While ¢hee
studies above demonstrate the efficacy of ERPHereiderly
OCD patient some maodifications to ERP treatment rbay
required. For example, exposure may need to be gractual
since the deliberate exposure to obsessional cués w
prevention of the compulsive behaviour is likely l&ad to
elevated anxiety [7]. As such exposure sessiond tteezmain
within reasonable safety parameters [27].
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Therefore, ERP may not be appropriate for somentslie At post-treatment, substantial and clinically sfigpaint
with  OCD, particularly clients who have significantreductions in scores on a range of standardizedomé
cardiovascular disease. Additionally, from the gah®©CD measures of OCD symptom severity were apparerdlifithree
treatment literature it is well understood that tlu¢he anxiety participants. These improvements were maintainedoat-
provoking nature of ERP, large numbers of clienthee month follow-up. Overall, there is considerableidence
refuse to participate or drop out of ERP premayur€lor since 1997 supporting the usefulness of DIRT. WHIRT
example, Foa et al [28] reported a 21% refusal aatk 27% has not previously been trialled in cases of geci®CD, it is
dropout rate for their ERP treatment. When treatmefusal hypothesised that DIRT will result in significaniprovements
and dropout figures are taken into account, the tate of in OCD symptoms in the current single case study.
treatment response to ERP may be as low as 50%\[#8ie
no research to date has examined older adultshgiless to Il. METHOD
engage in ERP, it is likely that rates of refusal dropout will
be similar to those in other age groups. As sudh,suggested ~ A.Participant
that research investigating alternative OCD treatséor the David® was an 86-year-old married, retired man who
elderly client, such as cognitive therapy, in whjmiolonged reported a 63-year history of OCD. He had no hjstifrany
and repeated exposure is not required is urgeetyed. involvement with mental health services and had not

Unfortunately, while there is a lack of researclaraiing previously undertaken treatment for OCD. He hadeugone
the effectiveness of psychological treatments aglERP for ., qiac surgery in 2008 and had severe osteopotdeisvas
the older adult, there is an even greater pauditlesearch oing medications for these physical conditionsavid
investigating cognitive therapy interventions fdrist group. presented to the University of Sydney Anxiety @i take
Some case reports have documented the effectiveniess - . SR
treatment approaches that include a combination Bﬁrt in a 14-week randomized controlled trial irtigeging _the
efficacy of two treatments ERP and DIRT for OCD aiieg

behavioural and cognitive interventions. For exaniirsch et . . .
al [27] successfully used a combination of ERP,chsy sub'type. The.tr|al was authorised by the Universftgydney
Ethics Committee.

education and cognitive restructuring when treating0-year

old man who had a 50-year history of OCD. Howeterour B.Pre-Treatment Baseline Assessment

E? doe\:,\rlli((jj%(letsnt?\a?tﬁgl\?: e‘z}(ag'gggcéhiitti\rza:hm;gt 0;?32 David met DSM-IV-TR [43] criteria for a current djaosis
ploy 9 oy of clinical OCD using the CIDI Auto v2.1 [44] andgsented

been published. We aim to make an important cantich to . . .
the literature in this area by presenting the casey of an 86- with & number of OCD concerns. His predominant OCD
year old male with longstanding OCD who receivee thSymptoms involved repeated checking. He checkeddtwmlid

cognitive therapy package Danger Ideation Redudfioerapy (@PS s he was concerned about wasting water, ethetor

(DIRT). This represents the first published repuirthe use of 10cks as he was fearful that he would be robbed airetked
cognitive therapy for an older adult with OCD. electrical appliances including the stove, keitlen, heater as

DIRT was originally developed in the mid-1990s teat he was concerned about the possibility that aviioelld start
obsessive-compulsive (OC) washing symptoms [30]] gd and burn down the house. He also checked lettet®amails
consists of six discrete treatment components. Die&s not he had written before sending them in case he hétemwthe
involve direct or indirect exposure. Therefore, ikmlERP wrong thing and was concerned that he had offenxple
therapy DIRT does not require the client to enchigh levels when interacting with them. He also checked the car
of anxiety in order to achieve behaviour changestdad, speedometer when his wife was driving as he wasesord
behaviour change occurs as a natural consequernagoitive  that his wife would speed and get a speeding finke fixed
change. The effectiveness of DIRT for OCD has beeRings he doubted whether he had done this coyreotivould
investigated in ten publications; including: twondamised check for example whether the screw was on tighitigugh.
controlled trials (RCT) [32], [33], one multiple $&line case He had largely given up driving as he was concethad he
series [34], one uncontrolled case series [30], materalistic 5,10 harm others if he was not careful enough. i
study [35] and five single case reports [36], [3BB], [39], frequently asked his wife to perform checks of tleal

[‘:‘?]'t'A” of t?eDsI;Tt][ialséégund strong  support  fahe appliances and doors on his behalf and regularlygtso
efiectiveness o or ' reassurance from his wife. David also met DSM-IV-3]

For examp!e, _I_<rochmal|k et al [33] fognd thqt DIRT riteria for a current diagnosis of clinical OCDngsthe CIDI
produced significantly greater reductions in O Auto v2.1 [44]

symptomatology than ERP and had lower dropout ritas
Eprp_ o P David completed the following clinician and selfoet

Recently, the DIRT package was modified to treaippe M€asures at baseline, post-treatment and 6-mofidwfap.
with the OC checking subtype [41]. In an initialiatr The clinician-administered measures were obtaingdthe

aged below 55 years received DIRT in 12-14 indigidone received.
hour sessions conducted by a clinical psychologist.

! David is not the client’s real name.
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behaviours. From the second session a variety d®TDI

1. Yale-Brown Obsessive Compulsive Scale (Y-BOCS) [45domponents were introduced including the following:
Attentional FocusingThis procedure, described in detail by

[46]

The Y-BOCS [45], [46] is a 10-item clinician adnsteéred
questionnaire that assesses the nature and sewér®CD.
Each question is scored on a 4-point Likert scdle Ho
symptoms—4; severe symptoms). Total scores range &40
and higher scores reflect greater impairment. kassidered
the gold standard of OCD assessment. A recentniatienal

Clarke and Wardman [53], involved a focusing tdsk aimed
to reduce the frequency of threat-related intrusihaghts by
increasing the participants’ ability to attend ttiemnative
cognitive targets in a rhythmic breathing exercisassists the
client to focus their attention thereby decreasirgnumber of
intrusive thoughts and the intensity of these tlmsig The

OCD working group defined recovery on the Y-BOCSaas client is taught this technique by the therapist arpected to

score of 7 or less [47] which reflects an almosdltabsence of
OCD symptomatology.

2. Obsessive-Compulsive Inventory-Revised (OCI-R) [48]
The OCI-R [48] was employed to measure sympto

change. The OCI-R is an 18-item revision of thegiogl OCI
[49]. Six three-item scales assess Checking,
Ordering, Obsessing, Neutralizing, and Hoardings®eses
are provided on a 5- point scale ranging from ‘ab@ll’ to
‘extremely’. Research by Foa et al [49] supportterimal
consistency (median alpha =
correlations ranged from.74 to .91. The patrticigaohecking
scores were obtained by summing the ratings he gavihe
items contained on the checking subscale of theniory.
Possible scores on the checking subscale range Grooml2,
with higher scores indicating a higher level of akiag
compulsions.

3. Beck Depression Inventory-11 (BDI-II) [50]

The BDI-Il [50] is a 21-item self-report scale thgelds
possible scores from 0 to 63.and is the most widedgd
measure of depression in clinical and researclingstt The
BDI-Il has demonstrated excellent internal consisye in
samples of psychiatric outpatients (.92) [51] arallege
students (.89) [52]

D.Treatment

David was randomly allocated to the DIRT conditidimis
intervention was based on the DIRT package destrlie
Vaccaro et al [41] and involves six components. DIR a
cognitive package and does not include any exposure
behavioural experiments. Treatment consisted omblite
weekly treatment sessions for 12 weeks and two Bt
sessions in week 13. The treatment was conductethdy
second author, a licensed clinical psychologist.

During the first session a rationale and descniptid the
method was presented. The treatment rationale detrated
that the way situations are perceived can effeabtioms. It
was explained that ritualistic checkers believe thare is a
high probability that death, disaster or injuryviiefall other
people or themselves. For example, they may beliexefire
or theft will occur due to them leaving an eledtiappliance
on or leaving a door open. This belief leads tdifige of
anxiety and an intense fear when confronted witacsic
situations, such as leaving the house, or the eetisidance
of coming in contact with these stimuli. If theseessive and
erroneous danger beliefs, about probability andesgyv of
harm can be eliminated, anxiety will reduce, aretehwill no
longer be any need to engage in compulsive or avaoil

Waeshi

practice this twice daily for 10 minutes.
Cognitive  Restructuring. This component combined
elements of systematic rational restructuring [&ddl rational-
motive therapy [55] and was modelled on the promsi
escribed by Mattick et al [56] and Menzies andrkdd57].
David identified his irrational thoughts relateddioecking and
as asked to re-evaluate these thoughts, chanlgémg to be
more realistic and adaptive to the demands of ittuaton.
Once constructed, David was asked to rote-learn
reappraisals, reading and copying them on a daibjstfor 15

.75 and one-week retgfinutes. In later sessions he was shown how toyaghgise

reappraisals to novel situations. David receivethinimum
total of 90 minutes therapist facilitated practifecognitive
restructuring within sessions.

Filmed InterviewsDavid viewed filmed interviews relevant
to his particular checking concerns, from a sedédilmed
interviews with various workers who had regular tech with
checking-related stimuli. Interviewees included ws triver,
security guard, registered nurse, electrical appéa
salesperson, laboratory pathologist and account&ach
interviewee described in detail their repetitive rkvoelated
tasks that involve contact with OCD-related stimgdi.g.
demonstrating the use of electrical appliancesustatners,
driving a vehicle,). Workers were questioned abooe
frequency of negative outcomes occurring (e.g. eoiels,
electrical fires, vehicle accidents and injury).eTabsence of
work-related harmful consequences was highlighteavid
received a minimum of 40 min of this component iith
sessions.

Double-Checking Experiment®avid was presented with
the findings from studies examining the nature @DBDand
doubt [58], [59]. The link between doubting memapd
repetitive checking was demonstrated to participafinom
these reports. The therapist discussed the findaitsDavid
and explained how performing repeated checking \iehes
can actually lead to reduced confidence in memdrgut
whether a task had been performed. The relatiortsbtyween
this doubt in memory and future excessive chechigigaviour
was also made clear in this treatment component.

The Probability of CatastropheAs described by Hoekstra
[60], this procedure involved comparing David’s tigli
estimates of the probability of a negative outcomith an
estimate derived from an analysis of the sequelficevents
that are necessary for that feared event to o¢aurexample
the David was asked to provide an initial estimafethe
likelihood that his house would be robbed if onethef doors
was left unlocked during the day when he was ow.whs
then asked to give estimates of the likelihood #eth of the
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sequence of events involved in such an outcomedvoctur.

These include: the likelihood that this unlockeddeoan be
seen from the street; that someone walking past thee this
door is unlocked; that this person is a thief amhts to break
into the house at this time; that the thief woudt think that
someone must be home; that the thief would getthchouse
without being noticed by neighbours or passersthgt the
thief is able to gather up and carry their property of the
house without being noticed by neighbours or pasisgr and
finally that the thief is able to get away from theme,

carrying the stolen property before David returhedhe. The
therapist then assisted David in calculating trabpbility that
all of the required steps will occur concurrentiyhich would

be necessary if the feared consequence were ta)oddus

involves multiplying the individual probabilitiesogether.
Discrepancies between the initial global estimatel @hat
obtained through the probability sequencing
highlighted and discussed.

Vol:6 2012-06-23

research in this area is needed, DIRT appeare@ tooth an
acceptable and successful treatment for an oldelt adth
severe OCD. Additionally, DIRT is an exposure ftemtment
and so does not require clients to experience sikaeanxiety
in order to alleviate their symptoms. This is parfarly
important for the elderly OCD client living with i@iovascular
disease since previous case reports have desandxbsary
modifications to standard ERP so that exposurei@essre
kept within safe parameters [7], [27]. Since cavelszular
disease is very common in the elderly, DIRT mayab@ore
appropriate treatment for elderly clients.

Some age related considerations were required &widD
during treatment. David had some mobility problearsd
required a cane when walking. As our clinic is ba ground
floor of a building with a car park located veryposé¢ to the

tasle aglinic entrance we did not have to schedule Davidéesapy in

a different location, but depending on the locatiéthe clinic

Corrective InformationDavid received a set of fact sheetther elderly clients may require their scheduleerapy to

describing a wide range of subjects pertinent teckimg, as
well as information about normal ‘nhon-checking’ betour

take place in a different location. David was ueatd drive
himself to the clinic and required either his daeghor

and the realistic consequences of such behaviolie Tcommunity transport staff to drive him, so it neddsbe

information highlights common misconceptions abdhe
probability of harm as well as the severity of tieem that can
realistically occur. Fact sheets include informatmbout the
odds of dying or suffering injury from various cessin the
Australian population and the safety and secumdyaviours of
everyday Australians. For example: rates of firesl &urn
injuries and the types of safety behaviours anélseof use
when driving, when using electricity or gas, and fome
security.

Ill.  RESULTS

Y-BOCS data were collected at baseline, post-treatrand
6-months follow-up. The scores on the Y-BOCS redu84%
from 25 (severe) at baseline, to 4 (subclinical)6anonth
follow-up. Post-treatment Y-BOCS score was 9 (mikbr the
OCI-R total scores reduced 34% from 41 at basetn26 at
6-month follow-up. On the checking subscale, whishs
David's dominant compulsive behaviour, scores redug8%
from 8 to 5. BDI-1l scores reduced 21% from 19 asédline to
15 at 6-month follow-up.

At the end of treatment David indicated he was \appy
with the progress he had made and commented thdlifdi
would have been so much better if he had receirestrent
all those years ago. At both post-treatment antbvielp
David no longer met DSM-IV-TR [43] criteria for OCising
the CIDI Auto v2.1 [44].

IV. DISCUSSION

This case study represents the first publishedstigation
of a cognitive treatment for geriatric OCD. It dowents the
successful treatment of an 86-year old man with3aye@ar
history of this disorder. After only 14 DIRT sesssoDavid no
longer met diagnostic criteria for OCD. The resu#tse

extremely promising and suggest that while much er’nor_d

recognised that some older adults, particularlyséhwithout
family or community supports may not be able to gitglly
access treatment. In regard to client comfort winildhe clinic,
we ensured that a comfortable chair of approphaight was
provided for David during each session. When waykivith
older adults with OCD we suggest that possible frzations
to treatment should be considered on a case-bybzsie.

A Mini Mental State Examination was not undertaleior
to David’s treatment, but there was no evidencenemory
impairment during treatment. Calamari and Cass[@hysed
signs written in large font for their ERP treatmeeminding
the client how long he should spend washing hisdeabut
reminders for DIRT homework exercises were not sagn
necessary for David. Since the DIRT package cositaititten
information sheets and homework exercises and \uegs,
SO0 such prompts may not be required with this moéle
treatment.

While David did not appear to experience any cogmit
impairment it is likely that some older adults WiilCD may
experience memory or other cognitive deficits. Thauld
pose complications that would significantly impamt their
ability to benefit from cognitive treatments likelRX, since
cognitive therapy requires that the client is ahde think
logically and recall information. Therefore we sagy that
appropriate assessment takes place prior to
commencement. Additionally, since DIRT packagesshasen
developed for people whose clinical features predanly
involve either checking [41] or washing concerng][DIRT
would not be suitable for older adults who haveeottiinical
presentations.

V.CONCLUSION

In conclusion, the findings reported in this casadg
emonstrate that DIRT may be as beneficial for oéthilts as
it has been found for younger adults [32], [42] analy have
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