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Introduction

Since the 1970’s the prognosis of obsessive-compulsive disorder (OCD) has been revolutionised by the development of the behavioural treatment of prolonged graduated exposure and by the development of powerful new drugs acting on the serotinergic system (SSRI’s). Indeed, studies have shown that between 40 and 60% of patients with OCD show improvement on SSRI drugs (McDougle and Goodman, 1991) and 75 to 80% who enter behavioural treatment programmes improve by at least 50% (Marks, Rachman and Hodgson, 1975; Foa and Goldstein, 1978).

The success of behavioural treatment programmes led many workers to study the small group of patients who fail to respond to exposure treatment (Foa, 1979) or who refuse to enter into exposure programmes  (Salkovskis, 1985). Following from the idea initially proposed by Rachman (1976) that a sense of over inflated personal responsibility was a central feature of many OCD sufferers, Salkovskis (1985, 1989) developed a new model and treatment for OCD using cognitive methods aimed at reducing this sense of responsibility. Despite the numerous studies in this area, there is no clear evidence that cognitive therapy produces any better results than simple exposure and response prevention (James and Blackburn, 1995; McLean et al., 2001; Cottreaux et al., 2001). Although publication of current trials may change this ( Salkovskis, personal communication).
However Menzies and his co-workers in Australia have focussed on an alternative cognitive mediator of danger expectancies (Menzies et al., 2000, Jones and Menzies, 1997a, Jones and Menzies, 1998a). Jones and Menzies (1997a) demonstrated that threat-based perceptions concerning disease better accounted for anxiety and avoidance among OCD washers in the laboratory than other variables (including perceived responsibility and perfectionism).

In subsequent studies they found that decreasing disease expectancies among OCD washers in the laboratory led to reductions in washing, anxiety, urge to wash, and duration of washing (Jones and Menzies, 1998a). Based on these research findings they have developed the new treatment of Danger Ideation Reduction Therapy (D.I.R.T.) (McColl et al, 2001) which has been used with some success on patients with obsessive-compulsive contamination fears who have failed more conventional treatments (Jones and Menzies, 1997b; Jones and Menzies, 1998b; Menzies et al., 2000). ).  For example in a controlled study of 21 obsessive-compulsive washers, the ten patients treated by DIRT demonstrated reduction in obsessive-compulsive scores with a mean 4-point reduction on the Maudsley Obsessive-compulsive Inventory(MOCI) (Jones and Menzies, 1998b).  Importantly, Krochmalik et al (2001) have shown that   DIRT may return intractable cases to normal functioning in as few as 14 weeks, even when poor insight is present.

DIRT therapy consists of 6 main procedure stages, which are applied at different times dependent on the patient’s clinical state. These procedure stages are: -

1. COGNITIVE RESTRUCTURING.

Based on the techniques Rational Emotive Therapy (Ellis, 1962), the patient is taught to identify unrealistic thoughts about contamination and then to re-evaluate these.

2. FILMED INTERVIEWS.

These consist of a number of filmed interviews with people who work in situations commonly feared   by obsessive-compulsive patients.

3. CORRECTIVE INFORMATION.

The patient is asked to examine and review a list of facts about their feared contaminant. For example, the number of health-care workers who have contracted H.I.V. through their work. The patients are also given information about the deleterious effects of overzealous hand washing. This is a report that discusses how the hand washing can break the skin’s natural barrier to infection.

4. MICROBIOLOGICAL EXPERIMENTS.

Results of microbiological experiments that were undertaken at the University of Sydney are discussed with the patient. In these experiments subjects were asked to touch frequently feared contaminants such as money or toilet door handles with one hand while keeping the other hand “clean”. Fingerprints from both hands were then imprinted on blood agar plates. Normal commensal flora were found after culture, and no novel pathogens were found, despite subjects having touched such contaminants as dog hair and toilet doors.

5. PROBABILITY OF CATASTROPHE.

Patients are asked to estimate the probability of catastrophe occurring in different situations. They are then asked to break down this scenario into its component parts and estimate the likelihood of the feared consequence at each stage. This is then computed and compared with the original probability estimate. Although it is possible that using computation is a means of gaining reassurance, it is also possible that it acts to correct distorted ideas of reality (in this case how likely an event is to happen), thereby giving a truer understanding of the degree of  the threat.
6. ATTENTIONAL FOCUSING.

This is a form of focused meditation, based on a counting and breathing repetition task. Patients are taught to focus the mind away from the danger related intrusive thoughts and onto benign, non-threatening stimuli. It is usually practised twice daily for a short period of time. This helps the patient to learn to relax and possibly the deeper meditative effects of this practice also help to reduce the level of anxiety created by the threatening factors.
DIRT has only been used so far in Australia. We describe its first application in a patient with chronic, resistant OCD with contamination fears in the U.K.

The Patient

A 41-year old divorced lady from North London with a 15-year history of obsessive-compulsive disorder (OCD) and a ten-year history of alcoholic binge drinking was admitted to our unit in 2002. Her OCD was characterised by a fear that dirt and germ contamination would lead to a serious infective illness to herself and her anxieties were reduced by handwashing.

Her first treatment was in 1985 and no definite or lasting benefit was observed. She next received a trial of exposure and response prevention in 1991 that resulted in a moderate improvement during therapy but deterioration within a short period after. From 1993 to 1995, she saw a psychologist and was treated for 6 months. A problem-solving approach was adopted with little change to her symtomatology.

She was admitted to the Behavioural Cognitive Psychotherapy Unit (BCPU) at Springfield University Hospital (described in Drummond, 1993) but discharged herself within a few days. Thereafter she continued with her local services until 1997 when she was again admitted to the BCPU. This time she remained as an inpatient for three months and received behavioural and cognitive treatment, which resulted in a modest reduction in rituals. This was followed by a five-month period of outpatient and home-based treatment by the BCPU that resulted in no further improvement. The gains made in treatment were lost within three months of stopping this treatment and she returned to the care of her local services.

In  2001, she was again referred to the BCPU for outpatient therapy. Home-based and outpatient treatment produced no long lasting gains in her symptomatology and it was decided to admit her for further treatment as an inpatient at the end of 2002.

On admission she was taking Sertraline 100mg daily and Diazepam 2mg daily. There was an initial period of six weeks during which she completely abstained from alcohol and she was gradually weaned off Diazepam. Her other medication was left unaltered. Given the chronicity, severity and treatment resistance to more conventional treatments of her OCD, it was decided to offer her a trial of the DIRT program. 

Treatment using the DIRT program was then commenced and she had fourteen weekly therapy sessions which each lasted approximately an hour. No exposure instructions were given. When she was not engaged in the once weekly hourly therapy sessions, the patient was encouraged to research the information contained in the DIRT manual and to re-read the information and papers. She also had individual sessions with her named nurse when the DIRT and the cognitive reattribution was reviewed.  An individualised structured programme of group activities was devised which were compatible with the DIRT and did not contain exposure instructions. This programme included lunch cookery, art groups and gym sessions. 

Outcome

The results of the DIRT treatment and her improvement to eleven-month post-treatment follow-up are shown in Figure1. The measures used to assess progress were the Compulsion Activity Checklist (Marks, 1986); Padua Inventory (Sanavio, 1988); 21-item Beck Depression Inventory (Beck, 1978); and Yale Brown Obsessive-Compulsive Inventory (Y-BOCS)(Goodman, 1989).

Figure 1 demonstrates that a significant improvement had been achieved by the end of treatment evidenced by a reduction in symptom severity measured on all scales undertaken. The Padua Inventory had shown an 85% reduction; Activity checklist an 86% reduction; Y-BOCS an overall 41% reduction and a 33% reduction on the Beck Depression Inventory.

* Insert Figure 1 Here


Although this level of improvement was not completely maintained at 11-month follow up, there is still clearly a significant improvement from pre-treatment levels.

Discussion

This patient with chronic OCD had been progressively harder to treat but the DIRT approach has demonstrated an impressive and consistent improvement, maintained to 6 months post-treatment. This success could be partly due to the novel approach. However, such a dramatic improvement seems unlikely to be due to placebo response alone due to the extent of the improvement and apparent durability. Despite our patient having no formal qualifications, she managed to understand the scientific literature presented to her from the DIRT package. More studies are clearly needed into this new approach to treat patients with severe, chronic and resistant OCD.
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