Running head: hoarding single case experimental design


The treatment of hoarding with object-affect fusion informed CBT: 

Initial experimental case evidence  

Stephen Kellett 

Correspondence to:

Dr Stephen Kellett (BSc, MSc, D Clin Psy)

Department of Clinical Psychology

Keresforth Centre

Barnsley S70 6RS

United Kingdom

(tel 01226 777914, fax 01226 287604, e-mail Stephen.Kellett@barnsleypct.nhs.uk)

The treatment of hoarding with object-affect fusion informed CBT: 

Initial experimental case evidence  

Abstract

The central aim of this study was to assess the effectiveness of object-affect fusion informed cognitive-behavioural therapy, with a patient presenting with chronic hoarding in the context of multiple obsessions and compulsions.  The methodology employed an A/B single case experimental design.  A and B represent the assessment of five experimental variables throughout two conditions: baseline (A) and treatment (B).  A battery of self-report measures of general psychological functioning were also completed at assessment and termination of treatment.  Treatment consisted of twenty-two individual sessions, with experimental measures illustrating an increased ability to be able to discard objects and an increased sense of associated ease of discard during the intervention.  Analysis of the general measures illustrates clinically significant change across a variety of robust psychometric measures indexing reductions to general obsessive-compulsive and depressive symptomatology.  The study illustrates the utility of single-case approaches in the evaluation of innovative clinical approaches and also the potential for utilizing the object-affect fusion concept in the treatment of chronic hoarding.  
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The symptoms of hoarding have been delineated by Frost & Hartl (1996) to contain three core features: (1) the acquisition and failure to discard of a wide variety of possessions that appear (to the objective outsider) to have little or no apparent value, (2) aggregated possessions clutter living areas constraining the utility of such spaces and (3) the hoarding creates significant distress or impairment in the general functioning of the individual.  Hoarding tends to present as a presenting problem that is active across the life cycle, with symptoms typically emerging during teenage years (Greenberg, 1987; Samuels, Bienvenu, Riddle, Cullen, Grados, Liang, Hoehm-Saric, & Nestadt 2002).  The clinical picture is one of a condition with a chronic and fairly unrelenting course; with symptoms worsening and environments deteriorating over the passage of time (Steketee & Frost, 2003).  Hoarders typically view their ‘symptoms’ (e.g. retaining each and every piece of personal mail) in an ego-syntonic manner (Frost & Gross, 1993); with such limited insight rarely subsequently creating the conditions for high motivation to change and help-seeking to occur.  Although the usage of motivational interviewing (Miller & Rollnick, 2002) appears indicated for hoarders due to low readiness to change, evidence from trials is not yet forthcoming (Frost & Hartl, 2003).  Indeed Ball, Baer & Otto (1996) have suggested that hoarders typically refuse assistance from services and that the psychological treatments, such as cognitive-behaviour therapy (CBT), are generally more difficult to apply with any degree of effectiveness with hoarders.  Should hoarders be successfully engaged in treatment, Black, Monahan, Gable, Blum, Clancy & Baker (1998) have illustrated that of a range of OCD symptoms, hoarding symptoms were the strongest single predictor of non-responsiveness to psychotrophic medication and CBT.  
For hoarders to experience such marked and extreme difficulties in the discard of such a wide range of objects, then specific beliefs and cognitions concerning possessions and their discard appear to play a pivotal role in the observed chronic behavioural avoidance (Steketee, Frost & Kyrios, 2003).   The beliefs hoarders hold about objects, appear to create the unusually strong, enduring and pervasive emotional attachments to their possessions (Frost & Hartl, 2003).  Within the CBT approach, core beliefs concerning  possessions are hypothesised to create the conditions for the chronic acquisition and indiscriminate saving of objects and not the reverse of this relationship (Frost & Hartl, 1996; Frost & Steketee, 1998).   Steketee et al (2003) identified four cognitive distortions associated with hoarding (a) that objects can provide emotional comfort and that discard of objects represents a loss to an aspect of self (b) that certain possessions are necessary to retain specific autobiographical memories (c) that others contact with, movement of or temporary tenure of possessions needs to be avoided and (d) that it is an obligation to take total responsibility for protecting possessions from harm.  Experimental and laboratory studies (Kim, Frost, Steketee, Tarkoff & Hood, 2003; Frost, Kim, Morris, Bloss, Murray-Close, Steketee, 2003) validate that hoarders experience more intense and durable emotional attachments to objects.      
  When interventions have been specifically designed and delivered based on the specific cognitive-behavioural model of hoarding (Frost & Hartl, 1996), treatment outcomes provide some evidence of success.  The CBT approach to hoarding contains elements of exposure to previously avoided hoarding specific cognitions/ behaviours/affects, assistance with discard related decision-making and cognitive restructuring regarding the role of possessions (Frost & Hartl, 1996).  Cermele, Melendez-Pallitto & Pandina (2001) and Hartl & Frost (1999) both report successful interventions with female hoarders using hoarding-specific CBT.  Steketee, Frost, Winze, Greene, & Douglass (2000) conducted an effective group intervention with 7 hoarders with co-morbid depression and social phobias.  Within the group 4 patients illustrated moderate improvement after 15 sessions.  Individual treatment was offered following the group, with 3 patients showing continued improvement at twelve-month follow-up.  Grisham, Kim, Raffa, Steketee & Frost (2004) in another group CBT approach however, illustrated limited effectiveness in terms of discard of objects, but improvements in reducing rates of acquisition.  Obviously, the evidence regarding treatment outcome with regards to hoarding can be criticised as somewhat limited in scope, piecemeal in results and suffering from a paucity of sound experimental design.  

Christensen & Greist (2001) recognised the common and widespread passive resistance to psychological treatment approaches in hoarders and invited the development and evaluation of new and innovative therapeutic strategies.  Saxena, Maidment, Vapnik, Golden, Rishwain, Rosen, Tarlow & Bystritsky (2002) argued that therapeutic success with hoarding is critically dependent upon producing interventions specifically tailored to the hoarding problem itself (presumably also in the context of an individual case formulation).  Kellett & Knight (2003) attempted to expand and innovate on the emotional attachments aspects of the Frost & Hartl (1996) model, by defining the hoarding-specific cognitive distortion of object-affect fusion (OAF).  The following definitional clarity was provided:

‘OAF refers to the psychological phenomena within obsessive-compulsive hoarding in which the individual appears to pair and fuse emotions associated with the objects, to the actual objects themselves.  Possessions therefore falsely become symbolic tabernacles of affective information inevitablt creating difficulties at the point of discard.’  (Kellett & Knight, 2003, pp 458)

   The OAF distortion appears distinct from the ‘sentimental attachment’ aspect of the Frost & Hartl (1996) theory through the operation of the following conceptual factors (1) championing the role of poor affect management in hoarding, (2) emphasising that a range of possible affects can be experienced in relation to hoarded objects, rather than the global and unspecific sentimental attachment (3) providing insight into the initial person-to-object bonding process and (4) clinically recognising that facilitating accurate descriptions of affects associated with objects is an important and active component of treatment.  Kellett & Knight (2003) reported two successful qualitative case study outcomes using OAF concepts to inform the Frost & Hartl (1996) CBT approach.  This paper expands on this initial evidence by providing ‘experimental scrutiny’ (Lazarus & Davison, 1971) of the effectiveness of object-affect informed CBT in the treatment of a case of chronic hoarding.   

Present Study

This study presents the assessment, case description, treatment and outcomes for a patient presenting with chronic hoarding via a single case experimental design (SCED; Turpin, 2001).  Turpin (2001) recommends the use of A/B designs in complex cases and Watts (1984) for the generation of empirically-based confidence regarding innovative treatment procedures.  The patient reported widespread, severe and chronic hoarding and co-morbid obsessive-compulsive complaints, with such symptoms forming the experimental measures within the case (Morley, 1989).  The study hypotheses were that the intervention would have a positive effect across the target experimental measures and improve general levels of mental health.  

Method

Case Description


The patient, K., was a 55-year old woman referred to the author, the therapist, by a community psychiatric nurse, due to restrictive eating routines.  The patient had a fifteen-year history of eating identical, tiny and limited meals at the same time precisely each day.  Her diet consisted solely of eating one form of breakfast cereal and beef sandwiches at obsessively specified time-points spread over the day.  The dysfunctional belief maintaining the limited diet, was a general sense of dread that something catastrophic would happen should she change her diet.  The patient did not meet the DSM-IV (APA, 1994) criteria for anorexia nervosa, due to expressing a wish for (and lack of fear of) gaining weight and a corresponding lack of body image disturbance.  The patient had been previously engaged in two separate individual CBT treatments, with regards to her narrow dietary repertoire, of 1-year and 2-years duration respectively.  Both treatment episodes were unsuccessful, with the eating problems being chronic, but stable, over the course of the previous treatments and up to the present involvement. 

The patient also described significant problems of an avoidant nature, in relation to the wearing of certain clothes.  She noted that since the death of her mother she had not worn blue clothes, due to considering blue clothes to be unlucky, as she had been wearing a blue dress when her mother had fallen ill.  Since the death of her mother, the patient had gradually restricted an increasing range of clothes from her wardrobe to the point, at assessment, that she had a small number of clothes that she wore on a tightly rotated basis over an eight-year period prior to treatment.  K. stated that should she try to wear any new piece of clothing then she tended to panic, due to a belief being activated that some form of unspecified catastrophic loss would ensue, directly caused by the changes to her behaviour.  

In terms of co-morbidity issues, K reported proneness to depression at key loss or separation points in her life.  Steketee et al (2000) has noted that major depressive episodes were common in histories of hoarding patients.  She experienced a major depressive episode, aged nineteen, prompted by the loss of her grandfather and she was admitted to an in-patient facility and treated with ECT.  The patient had lived in the parental home for the entirety her life, with subsequent major depressive episodes with suicidal intent emerging at the times of loss of both parents.  The father died two years prior to the current course of treatment, with depressed mood being reported across the post-loss period.  The patient never married and reported only one relationship in her adult years.  This is consistent with the low rate of marriage among compulsive hoarders in community and clinical samples (Frost & Gross, 1993; Samuels et al, 2002; Steketee et al, 2001).  Samuels et al (2002) also noted that social phobias were a common co-morbidity issue in hoarders.  K. described a very restricted social routine due to experiencing symptoms of anxiety in the company of others in the context of a belief that it was dangerous to allow herself to get close to people and that she felt embarrassed about her appearance due to the state of her clothes.  She therefore lived an extremely isolated and lonely existence, due to avoidance of social situations, with only occasional contact with siblings.       
 
Due to K. describing difficulties with ‘letting things go,’ a domiciliary visit was conducted to assess the degree of hoarding.  She lived in a three- bedroom house (with only the bathroom marginally functioning as intended) that was generally unusable, due to levels of attendant clutter.  Each room contained multiple heaped piles of possessions, with available surfaces typically totally covered by clutter.  Some heaps of possessions appeared to reach several feet high, with no evidence of any form of order to the heaped clutter.  K. had one chair in the front room, which she used for watching television, that was relatively clutter free, but surrounded by hundreds of old and empty packets of anti-depressant medication.  Wardrobes were stuffed full and overflowing of shoes and clothes, purchased but never worn.  For example, over the up-stair rooms, 58 pairs of unused shoes were strewn in and out of boxes.  The avoidance regarding clothes significantly contributed to and maintained the chronic hoarding, due to the patient buying new clothes on a regular basis, but never subsequently wearing them, with unworn and avoided clothes being strewn around each room of the house.    The patient was able to provide numerous examples of items that she retained which appeared to serve no current practical purpose.  The patient for example, had 25 coats stored in the home.  In terms of the objects and possessions that the patient could throw away, she described that she did not have any problems discarding of bodily waste and general household rubbish.  She could also, after a short-delay period, discard junk mail. The patient did view the hoarding in an ego-syntonic manner, but was prepared to consider treatment that may produce some form of order to the home.  The previous CBT interventions had not recognised the hoarding difficulties, despite hoarding being active at the time of the interventions
Procedure

Measures of general psychological functioning 

The patient completed a range of validated self–report measures of psychological functioning at the initial assessment session and also termination of treatment in order to index the macro impact of the intervention (Morley, 1994).  Measures were selected with two purposes in mind; firstly, assessment of general mental health and secondly assessment of obsessive-compulsive psychopathology.  As part of the general assessment of mental health, the Brief Symptom Inventory (BSI; Derogatis, 1987), Beck Depression Inventory II (BDI-II; Beck, 1961) and the Inventory of Interpersonal Problems 32 (IIP-32; Barkham, Hardy & Startup, 1994) were completed.  The assessment of obsessive-compulsive difficulties was achieved through completed of the PADUA (Sanavio, 1988) and the Maudsley Obsessional-Compulsive Inventory (MOCI; Hodgson & Rachman, 1977).

Experimental Measures

Due to complexity of the case, and also the testing of an innovative approach to hoarding, it was decided to initiate a SCED.  This comprised an A/B multiple baseline time-series design.  A and B represent the recording of a series of daily observations under two conditions: baseline assessment (A) and treatment (B).  Experimental data were collected continuously throughout the baseline and treatment phases.  Continuous assessment across such phases strengthens the internal validity of the methodology (Kazdin, 1981).  ‘Multiple baseline’ refers to the measurement of different experimental variables within the single case (Bilsbury & Morley, 1979); in the current case symptoms of hoarding, avoidance of new clothes and problem eating.  Five experimental measures were collected.  Measure one; a count of the number of objects discarded that day, outside of the range of objects normally discarded (i.e. bodily waste, general household rubbish and junk mail).  Measure two; a likert scale (‘0’ = very easy, ‘9’ = very hard) of perceived ease of discard of such objects; actual question ‘how easy or hard was it to discard of the old objects?’  Measure three; a count of the number of new items of clothing worn that day.  Measure four; a count of the number of new food items eaten that day outside of the obsessive dietary routine.  Measure five; a likert scale (‘0’ = very easy, ‘9’ = very hard) of perceived ease of eating of new foods; actual question ‘how easy or hard was it to eat something different?’).  Kazdin & Kopel (1975) recommend the use of four or more baseline measures as topographically distinct as possible from each other.  Data were collected for a three-week (21 days) period of the baseline assessment (A) and for thirty-four weeks (238 days) during intervention (B).  The number of observations in the baseline satisfied requirements for adequate baseline duration (Barlow & Hersen, 1984; Huitema, 1985).
Intervention 


The 22-session intervention comprised of CBT for chronic hoarding based on Frost & Hartl’s (1996) theoretical model.  The practice implications of this model contain three key elements: (1) training in decision-making and categorisation of objects to be discarded, (2) cognitive, affective and behavioural exposure to the discard of objects and (3) general cognitive restructuring.  The intervention also heavily utilised Kellett & Knight’s (2003) concept of OAF to facilitate, in particular, cognitive restructuring regarding hoarded possessions.   The role of focussing on OAF concepts in the intervention was completed clinically immediately prior to the Frost & Hartl (1996) approaches with any particular object or objects.  As such the OAF work was completed in order to facilitate greater insight and understanding into the affective role played by any particular object, prior to engaging in, for example, any type of decision-making regarding discard of that object.  Therefore OAF was used as a precursor and primer for the other CBT techniques.  For each object or range of objects, a procedure was followed to identify, name and describe OAF processes.  This clinical procedure is described in appendix 1 and contains five key stages: identification, description, cognitive challenge, affective expression and behavioural discard.  All intervention sessions were completed in an out-patient setting.  At the end of each session, the patient was invited to define and target possessions for discard, the success of which was reviewed at the following session.  The intervention focussed upon hoarding behaviours and enhancing the ability to wear new clothes, due to the apparent linkage between these two factors.  The intervention did not concentrate however upon CBT for the restricted diet, as this was planned for later in the intervention.      
Formulation 

The intervention was based on an individual case formulation, which was presented in diagrammatic form to the patient at session 4.  The details contained in the formulation were gathered across the three assessment sessions.  The formulation was used as a means of directing intervention sessions and means of self-reflection for the patient.  The patient took a copy of the formulation home and used the formulation as a guide when attempting to discard of possessions and the formulation was always visible during the intervention sessions.  The formulation aimed to summarise and emphasise the relationship between historical factors and current key cognitions, beliefs, coping and safety behaviours (Clark, 2001).   

Insert diagram 1 here please

Results

The study hypotheses were addressed in two ways; firstly, the effect of the intervention on hoarding via examination of the experimental measures and secondly, the effectiveness of the intervention on general mental health and obsessive-compulsive symptomatology.  For ease of interpretation, each experimental measure has been summarised into a total weekly score on the graphs.  Graph 1 contains results on the number of objects discarded experimental variable.  The intervention appears to result in an increased ability to discard objects during the intervention, following the gross difficulties observed in the baseline period.  On Graph 1, where the total number of objects equals 100, the actual figures were far in excess of 100, but such large numbers would have heavily distorted the graph.  Although certain possessions were targeted for discard during the intervention, the graphs indicate (and K reported) discarding objects beyond those specified in the homework target-setting exercises.  Graph 2 contains the data on the ‘perceived ease’ variables.   Graph 2 displays that over the course of the intervention, the patient experienced discard of items becoming a more easily achieved behavioural task, whilst the perceived ease of eating new foods was typically stable across the intervention, with some reductions during the final sessions.   During the baseline, the patient reported a persistent and chronic perception that it was extremely difficult to discard objects.  It is noticeable that the perceived ease of discard graph begins to flatten out around week 19.  At this point of the therapy, K was attempting to discard items higher up the OAF hierarchy (i.e. objects with a high degree of fusion) and was experiencing more discomfort in discard, due to the perceived intensity of the OAF experienced.

Graph 3 contains the frequency count variables and describes the effect of the intervention on the abilities to wear new pieces of clothing and eat new foods.  The figures in the graph over the weeks are accumulative, as the patient counted new clothes worn or foods eaten, later in the intervention, nevertheless, as ‘new.’ During the baseline, K totally avoided wearing any new clothes, whereas in the treatment phase she reported being able to consistently wear new clothes.  The observed changes in the new clothes variable were created by traditional CBT methods (e.g. challenging dysfunctional assumptions and behavioural exposure) and not using OAF concepts.  The slight changes in the ability to eat new foods observed in graph 3 are accounted for by the consumption of only five new types of food.  Although changes to diet were encouraged when the patient discussed such issues, dietary range was not focussed upon during the intervention.  In all graphs, the introduction of the case formulation appears to have a positive effect across the experimental variables of object discard, perceived ease of discard and new clothes worn.
insert graphs 1,  2 & 3  here

General measures of mental health were employed to address the impact of the intervention on broad-spectrum psychological functioning.  The mean scores on the measures at assessment and termination of treatment are summarised in Table 1, with clinical significance assessed using Jacobson’s Reliable Change Index (RCI; Jacobson & Truax, 1991; see appendix 2 for calculation procedure).  RCI determines whether recorded change in a measure as a result of intervention is greater than the change that would be expected due to measurement error.  RCI calculations on the sub-scales of the PADUA and MOCI could not be completed, due to the absence of the necessary psychometric information.  

insert table 1 here

Due to the nature of the case, of particular interest are the measures of obsessive-compulsive symptomatology.  The PADUA, Maudsley and obsessive-compulsive sub-scale of the BSI, all showed clinically significant reductions in obsessive-compulsive symptoms.  The BDI score reduced by 31 points over the course of the intervention, representing clinically significant reductions to depressed mood.  Eight out of the nine primary symptom scales of the BSI significantly reduced over the course of the intervention, illustrating general reductions in psychiatric symptomatology.  The IIP-32 results illustrate clinically significant reductions in difficulties with assertiveness, sociability and dependency.   

Discussion

The data provide support for the original hypotheses.  The first hypothesis stated that the intervention would increase the ability to tolerate discard of possessions.  In graph 1, the baseline indicates that the patient was hoarding items and perceived discard of such possessions as relatively impossible.   The data illustrate an improved ability to discard (graph 1) and an associated perceived ease of discard in the intervention phase (graph 2).  The illustration of increased ease of discard during CBT treatment, has not been previously illustrated in the hoarding literature.  Such marked changes at the introduction of an intervention are unlikely to result from repeat testing or changes in the instrument (Kazdin, 1981) and graphically represent ‘strong intervention effects’ (Long & Hollin, 1995).  Graph 3 indicates that following the stable baseline period, a consistent pattern appears of a gradual increase in the number of new clothes felt able to be worn during the intervention.  Due to the shift in the ability to discard of items, the patient was able to both wear new clothes and discard old clothes.  The wearing of new clothes (previously strewn around the house) also reduced associated levels of clutter.  Due to the stability of the baselines in graphs 1,2 & 3, the immediacy and magnitude of reported behavioural change during the intervention appears valid and attributable to treatment effects (Hayes, 1981) and in particular appears to have been instigated at the introduction and subsequent therapeutic usage of the case formulation.

The second hypothesis stated that the intervention would have a positive effect on co-morbid mental health issues via analyses of the general measures of psychological functioning and is of particular interest given the evidence of co-morbidity of depression (Steketee et al, 2000) and social phobia (Samuels et al, 2002) in hoarding presentations.  The clinically significant reductions in depression on the BDI, interpersonal sensitivity on the BSI and interpersonal functioning on the IIP-32, illustrate that the patient appeared to make gains in these co-morbid symptom areas.  It is worth noting that the measures of obsessive-compulsive functioning, illustrate clinically significant reductions in OCD symptomatology.  The intervention did not target such obsessive-compulsive symptoms, but rather was focal to hoarding processes.  It may be the case that the reductions in hoarding and the increase in the perceived ease of discard had a generalised effect on other aspects of obsessive-compulsiveness.  The improvements on the measures may appear to reflect a general ‘feel good’ factor associated with positive changes to the previous chronic pattern of hoarding.  This may also explain the marked and strongly clinically significant reductions on the depression BDI score.  Depression was not specifically targeted during treatment, apart from the normal therapeutic encouragement of a client attempting to, for example, socialise more.  It is impossible to ascertain the causality of the changes in the measures of mental health, although it is likely that the changes to hoarding behaviours set the conditions for generalised positive psychological change.  A criticism of the measures selected for evaluation is the absence of a specific hoarding scale.  Frost & Gross (1993) have developed such a scale and its inclusion would have usefully contributed to the current evaluation.  Use of clutter ratios (Hartl & Frost, 1999) in the house would have also been a valuable addition to the evaluation methodology.  
It is apparent that the intervention appeared to change the manner in which K related to her possessions, with changes to person-object relating appearing to be a key outcome indicator in hoarding cases.  A key issue to consider is the degree to which K’s possession-related cognitions altered over the course of the intervention.   This is especially pertinent considering that the intervention placed an emphasis on cognitive restructuring prior to behavioural exposure, rather than behavioural exposure attempting to instigate cognitive change.  Steketee, Frost & Kyrios (2003) have emphasised the role of distorted cognitions in hoarding phenomena, with changes to ‘possession schema’ presumably being a core condition for therapeutic change.  Key to the current case study was the attempt to change the attachment relationship (Steketee & Frost, 2003) between the patient and her possessions, via recognition of the previous assumed fusion between objects and associated affects.  The key aspects of cognitive change were as follows (1) the patient recognising that she and not her possessions held affect (2) recognising that she held her memories, with objects having no capacity for memory storage (3) that her possessions would not experience harm should she discard them, as they were inert due to not holding memories and affects and (4) that she did not therefore have to feel responsible for the ‘well-being’ of inert objects.   It is worth noting that the formulation appeared to instigate a degree of initial cognitive change, due the patient being able to recognise the historical origins and current expression of problematic patterns in the diagrammatic formulation.  The formulation appears to facilitate the patient to make sense of previously confusing patterns of thinking about, relating to and behaving towards objects in her possession.          
A major methodological flaw in the current case is the lack of follow-up information.  Indeed, clinically the case was prematurely terminated by the patient, due to the need to be admitted for a fairly lengthy in-patient stay in hospital for an operation.  The global measures were administered prior to admission with the prospect of a mid treatment assessment point, which eventually conspired to be termination of treatment, due to the patient stating a desire to discontinue treatment on discharge from hospital.  Interestingly, on telephone contact, the patient reported that the in-patient stay had drastically widened her behavioural repertoire regarding eating.  During psychological treatment, no marked or drastic improvements in the patient’s range of diet were observed.  The patient terminated treatment due to a perception that her life had now improved and she wanted to cope without the support of services.  Despite an A-B-A basic withdrawal design being scientifically superior, it would have been impossible to achieve in the current case due to the probability ‘carry-over effects’ (Long & Hollin, 1995) from the intervention phase and general ethical considerations.   The fact that all data was self-report represents another methodological flaw, with the possibility that the patient provided data that kowtowed to ‘experimental demand’ (Hersen, 1978). 

In terms of clinically significant change, Jacobson & Traux (1991) stated that that clinical information should be the criterion for judging truly meaningful change during case studies, rather than purely statistical information.  In terms of hoarding, the patient reported a new-found ability to discard of objects previously cluttering the home, a new sense of freedom in terms of abilities to re-organise her home and also to engage in activities outside the home, reducing levels of social anxiety and phobia.  The concept of OAF has previously been proposed (Kellett & Knight, 2003) to be particularly useful in the consideration of the sentimental form of hoarding (Furby, 1978).  The employment of OAF concepts during treatment appeared additionally to also have positive effects across instrumental and intrinsic forms of hoarding (Furby, 1978).  The design of future SCEDs using OAF would benefit from recording the type of hoarding related to the object and measuring whether shifts in hoarding occur simultaneously across sentimental, instrumental and intrinsic hoarding.    

Without follow-up data the stability of changes seemingly produced by OAF informed CBT for hoarding remain open to question and criticism.  Indeed, the changes evident in the case are also open to debate in terms of specifying the ‘active ingredient’ inducing observed changes in hoarding behaviours.  It was impossible in the current methodology to assess whether it was the OAF or the CBT or the combination of approaches that facilitated the observed changes to hoarding behaviours.  Scientifically, future SCED efforts would need to match two hoarding patients according to severity and chronicity of hoarding and treating one patient with OAF informed CBT and the other with traditional CBT or within a single patient complete an ABC design where B was Frost & Hartl CBT (1996) and C being CBT plus OAF to show whether further improvements were attained with the additional treatment element.  Such a methodology would throw some light on whether OAF increases the potency of traditional CBT for hoarding or whether the two treatments are essentially similar in terms of outcome.  SCEDs may provide a valuable avenue of evaluation of hoarding treatments, due to the complexities of designing adequately controlled, sufficiently statistically powered, group-based experimental designs with such patients.  The current case has offered some preliminary evidence that OAF, due to its emphasis on recognising the range of ‘bonds’ or ‘attachments’ of the person to the object, appears a useful addition to CBT treatment approaches with hoarding.  Clearly, however; the OAF concept requires further detailed empirical examination. 
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Table 1:  Assessment and termination scores on general measures

	SCALES
	ASSESSMENT SCORE
	TERMINATION SCORE
	RCI

	BECK DEPRESSION INVENTORY
	38
	7
	8.95*

	BRIEF SYMPTOM INVENTORY
	
	
	

	SOMATISATION (BSI)
	3.57
	2.00
	4.02*

	OBSESSIVE COMPULSIVE (BSI)
	2.83
	1.50
	2. 71*

	INTERPERSONAL SENSITIVITY (BSI)
	2.75
	0.75
	4.00*

	DEPRESSION (BSI)
	3.67
	0.50
	5.58*

	ANXIETY (BSI)
	3.17
	1.00
	3.94*

	HOSTILITY (BSI)
	1.00
	0.20
	1.33

	PHOBIC ANXIETY (BSI)
	3.00
	1.40
	4.57*

	PARANOID (BSI)
	2.20
	0.60
	3.33*

	PSYCHOTICISM (BSI)
	2.80
	0.60
	5.64*

	INVENTORY OF INTERPERSONAL PROBLEMS – 32
	
	
	

	HARD TO BE ASSERTIVE
	2.00
	0.50
	2.17*

	HARD TO BE SOCIABLE
	2.75
	0.50
	2.16*

	HARD TO BE SUPPORTIVE
	1.00
	0.25
	0.93

	HARD TO BE INVOLVED
	1.75
	1.00
	0.98

	TOO CARING 
	2.50
	1.75
	0.91

	TOO DEPENDENT 
	2.50
	0.75
	2.27*

	TOO AGGRESSIVE
	0.75
	0.00
	1.13

	TOO OPEN
	1.17
	0.25
	1.15

	PADUA
	
	
	

	FULL SCALE
	99
	40
	5.27*

	IMPAIRED CONTROL
	23
	9
	-

	CONTAMINATION
	25
	11
	-

	CHECKING
	15
	8
	-

	URGES
	8
	3
	-

	MAUDSLEY
	
	
	

	FULL SCALE
	25
	18
	2.25*

	CHECKING
	8
	5
	-

	CLEANING
	7
	5
	-

	SLOWNESS
	4
	3
	-

	DOUBTING
	6
	5
	-


* > 1.95 and therefore clinically significant

Appendix 1
Identifying OAF processes and description of clinical stages

STAGE 1: Identification
Identify object or collection of objects identified in collaboration for discard.

STAGE 2: OAF description
Request that patient names the object and then all the key memories, associations and feelings paired with that object.  Encourage the client to be as descriptive as possible.  All such descriptions and key words should be contained in a single circle (see figure below).  This emphasizes to the client the degree of fusion between the object and previous personal experiences.  This stage aims to be purely descriptive.


[image: image4]
OBJECT AND MY PAST

STAGE 3: OAF cognitive challenge
This stage contains a cognitive challenge component, but also use of a diagrammatic reformulation and psychoeducation.  The object is placed in a circle that is separate to, but connects with, the memories, associations and feelings previously assumed by the client to be fused with, or held by, the object.  This process aims to introduce the notion of separating objects from memories, associations and feelings.


OBJECT                   MY PAST
STAGE 4: Processing affect
This stage contains a therapeutic process component with the additional use of further diagrammatic reformation.  The client is encouraged to process any difficult or preciously unexpressed affects.  This stage is not quickly resolved and time is given to enable full expression of feelings and more conclusive separation of objects from memories, associations and affects.  The aim of the stage is to enable the client to recognise the reality of the schism between owning their history, from the objects from that history. 

OBJECT                   MY PAST
STAGE 5: Discard
This stage now connects with the Frost & Harl (1996) CBT approach and supports the client in decision-making regarding the objects discard, exposure to the act of discard and exposure to the emotional consequences of discard.  The OAF work in stages 1 to 4 should have previously facilitated cognitive restructuring, but eventual discard reinforces cognitive restructuring.  The previous stages prepares the client for engaging with discard.  

          OBJECT                                           MY PAST
Appendix 2
Reliable Change Calculations

The following is the procedure for calculating the RCI calculations (Jacobson & Traux, 1991).  The necessary psychometric foundations for the formula are available and validated means, S.Ds. and test-retest information. 

Stage 1

Calculate the standard error (SEm) in the measurement by dividing 1 minus the test-retest score by the standard deviation of the test.

Stage 2

Calculate the standard error difference (SEdiff) by squaring the SEm and multiplying it by 2 and then taking the square root of the result.

Stage 3

Minus the client’s termination score from the assessment score on the measure and divide the result by the Sediff.

Stage 4

If the result is greater than 1.95, then it is possible to assume that the change in the client’s score between assessment and termination is clinically significant.     
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