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			Introduction

			Anxiety disorders are characterized by perception of danger, thoughts about harm, a process of physiological alarm and activation, typically in response to a specified object or situation and in the absence of true danger [1]. Anxiety disorders have the highest overall prevalence rate among psychiatric disorders, with 12-month and lifetime rates of 17% and 28.8%, respectively [2,3]. Cognitive behavioral therapy (CBT) has been shown to be effective for a wide variety of mental health disorders, including anxiety disorders [4,5]. Cognitive Behavior Therapy has evolved from a specific treatment model into a scientific approach that incorporates a wide variety of disorder-specific interventions and treatment techniques [6]. The origin of CBT goes back to the 1960s which was developed by Aaron Beck, since then it has been studied extensively and expanded [7]. From the primary focus on depression, CBT has been extended to treat a wide range of disorders. CBT for anxiety is aimed at symptoms reduction, through the identification and modification of negative automatic 

thought and cognitive distortions [8]. Essential components of CBT include focus on helping clients solve problems; become behaviorally activated; and identify, evaluate, and respond to their distorted thinking, especially to negative thinking about themselves, their worlds, and their future [9]. International evidence suggests that CBT is cost-effective and it has long term effectiveness [10]. CBT has undergone extensive scientific examination through comparisons in RCTs, element analyses, and mediation analyses for anxiety disorder [8].

		

	
		
			Case Description

			Mr. X, a 38-year-old unmarried male Muslim client was referred to the clinical psychologist for psychological intervention by the psychiatry outpatient department. He was diagnosed as having anxiety disorder by the referring agency. In the assessment sessions he presented his problems along with history. Although he sought help for suicidal ideation, withdrawal from social gatherings and lower level of activity but through the assessment procedure problems in other areas of functioning were revealed. The client believed that he was suffering from psychological and physical illness. The client complained lack of concentration, lack of self-confidence, poor memory, and indecisiveness. The client also complained of tensed and depressed mood, feeling of guilt, lack of pleasure, loneliness, anger, hopelessness and worthlessness. He also felt irritability, fear and feeling of discomfort. He avoids social gathering, friends and can’t cope with stress. The client complained of headache, palpitation, dryness of throat, loss of appetite and sleep disturbance. The client complained that family members irritated him, disrupted family relationship and disrupted social interaction. The client’s dress up, appearance and behavior appeared to be culturally appropriate. As he came alone for psychotherapy sessions, it was not possible to check the information from relevant others. But it can be believed that most of the information that was collected from the client was reliable as the client came for treatment with his own interest.

			Personal and family history

			Mr. X brought up in the urban area in a family of upper middle socio-economic status with two sisters. His father is 75 years old retired Govt. employee. His mother is a 68 years old house wife. According to the client his father is very dominating and always used to criticize him; he usually didn’t praise the client even after completion of good work. But the client had a good understanding with his mother. The client had not been in good terms with the eldest sister. The reason behind is that she is so much the same as her father. She was always in a spot of bother because his brother-in-low (husband of eldest sister) was an addicted person. The immediate senior sister close to his age is aged 40 years; both he and his sister are still single. But his parents did not give attention for solving this issue. Under the state of these affairs there was and is always prevailing disrupted relationship between the members of the family.

			The client’s birth history was normal. His father and sisters did lot of criticism to the client during childhood. In childhood, the client’s performance was good in school, but he did not want to mix with others. In 1996 his family suffered from a car accident. None was injured, but police arrested their driver. From that time on he was afraid of hearing the death news of any human being till 2000. At the age of 19 years, in 2000 he was caught by acute fever and vomiting. As a result, he wasn’t able to seat for the H.S.C exam. He was on bed for 3 years continuously and appeared in the H.S.C exam in 2004 but didn’t obtain expected outcome. In 2006 he suffered from Nephritis. After coming round from that he got a tendency of vomiting. There was no history of psychiatric problem in childhood and adolescence. In the year of 2010 at the time of doing his bachelor’s degree he got affair with a married lady. As a result, most of his friends started to criticize him. There also grew a big gap with his friends. Every day he talked with the lady by phone for 10-11 hours and for this close involvement with the lady he was a bit relieved from his struggle of family. But in June 2017 their relationship had broken down. Then he did not take part on L.L.B examination (part-2) in 2017. For all this now he is not interested to start his profession related to his academic background. Considering this in combination with the disrupted family environment and suddenly relationship breakup with loved one it comes as no wonder that Mr. X developed an anxiety disorder.

			Assessment

			In clinical interview the Mr. X was asked the reason for referral, why he sought for help and how long the main complaint had persisted, when did the problem first occur and how did he and others react to it, what was the subsequent development in his life (occupation, living with parents, at school), what were the impairments that had been produced by his difficulties, how had he and others coped with the problem, what was his belief about the problem, what was the attitude to his difficulties, what was his cognitive functioning, what was his prevailing mood, what was his background history, early development history, occupational and educational history, sexual history and  what previous psychiatric, psychological or medical help he had taken. The client was asked to find out and list up his main problems. Thought diary was applied to assess situation specific NAT’s and corresponding emotion, physiological changes and behavior for the client. The client had negative thought about social situation. It was administered to identify the NAT’s about the social situation and the relation to changes in emotion, physical reaction, and behavior. He also asked what he thought will happen at times when he was in greatest distress. Therapist conducted both type of measurement, subjective & objective measurement. In ‘subjective measurement’ the client mentioned his overall problems severity at ‘100’ point on (0-100) rating scale. In ‘objective measurement’ Depression scale [11] was used to assess the severity of depression. And Anxiety scale [12] was administrated to assess the severity level of anxiety from the very begging sessions. From the 4th session Social Interaction Anxiety [13] scale was also used to assess client’s social anxiety level. Scores of these scales in assessment phase is presented in Table 1.

		

	
		
			Formulation

			A 38-year-old unmarried male Muslim client was referred to the clinical psychologist for psychological intervention by the psychiatry outpatient department. On the basis of information’s collected from the client, his formulation was done in predisposing, precipitating & maintaining factors. The PPM formulation is given below-

			Predisposing factors

			According to the client his father is very dominating and always used criticize his son; even after completion of good work and he usually did not praise the client. From these, the clients negative appraisal about own self was developed. In general, the particular appraisal made will depend on the context in which an event occurs, the mood the person is in at the time it occurs, and the person’s past experiences [14}. He has not been in good terms with the eldest sister and she also always used to criticize him. In general, behavioral models claim that depressive mood comes about because the person is receiving inadequate or insufficient positive reinforcement or reward from his or her environment [15].

			Table 1: Anxiety, depression and social interaction scores.
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							1st Session

						
							
							4th Session

						
					

					
							
							Depression Scale

						
							
							120 (Moderate)

						
							
							-

						
					

					
							
							Anxiety Scale

						
							
							78 (profound)

						
							
							-

						
					

					
							
							Social interaction scale

						
							
							-

						
							
							41 (Very much)

						
					

				
			

			He was always in a spot of   bother because his brother-in-low (husband of eldest sister) was an addicted person and he was afraid for that. In 1996 his family suffered a car accident. From that time on he was afraid of hearing the death news of any human being till 2000. All these situations lead to fear about unexpected situation and his anxiety was developed. In anxiety disorder the disturbance in information processing which underlies anxiety vulnerability and anxiety maintenance can be viewed as a preoccupation with or ‘fixation’ on the concept of danger, and associated underestimation of personal ability to cope [16]. At the age of 19 years, in 2000 he was caught by an acute fever and vomiting. As a result, he was not able to sit for the H.S.C exam. He was on bed for 3 years continuously and appeared in the H.S.C exam in 2004 but did not obtain expected outcome. All these factors made the client vulnerable from psychiatric problem.

			Precipitating factors

			In the year of 2010 at the time of doing his bachelor’s degree he got affair with a married lady. In June 2017 their relationship was broken down. Then developed his current problem (symptoms mentioned in problem description).

			Maintaining Factors

			Mr. X’s family environment was not warm. His father was very dominating and always used to him. Relationship with sibling was not friendly, so he couldn’t share his feelings with them. The client also didn’t have close friends. He was passive in habit, he couldn’t express his emotion or opinion, which make him more anxious & depressed and it maintain his problems.  He felt that he became as a negative example for all other person. For all of these reasons he was anxious to face any situation where he might be evaluated. The client used to avoid social situations and friend. This avoidance also acting as a maintaining factor for his current illness. The client was professionally unsuccessful and could not earn much. It was also acting as a maintaining factor. The client had some negative thought about own self, such as-“I’m inadequate”, “I have no ability to do any good things”, “I can’t do anything in my life”, “I have no professionalism”. All these belief lead to indecisiveness, lack of self-confidence and maintain his problem (Flow chart).

			The client also had some symptoms which helped to maintain his problems, such as- tensed and depressed mood, feeling of guilt, lack of pleasure, loneliness, anger, irritability, fear, hopelessness and worthlessness. Avoid social gathering and lower level of activity, headache, loss of appetite, sleep disturbance, palpitation, and dryness of throat. All these symptoms also acting as a maintaining factor for his current illness. After obtaining information on predisposing, precipitating and maintaining factors, client’s problem is also shown in following cognitive model described by Beck [14].

		

	
		
			Intervention

			The formulation of the client’s problem was drawn on the basis of cognitive model and cognitive behavior therapy was chosen for the clients problem. Clinical Psychologist had conducted 12 sessions for this client (three assessment sessions and one follow-up session). Formulation was shared with the client to make him understand his own problems. It also prepared the client to follow treatment regime. Goals of the treatment were set and defined collaboratively with Mr. X, such as: coping with stressful situation, reduction of avoidance and reduction of symptoms. Priorities were then set by negotiating the client to which problems were to be dealt with first. Cognitive behavior therapy is a form of psychotherapy; the process of treatment includes raising the awareness of the patients’ thoughts, feeling and emotion. Patients are taught how to recognize their own automatic thoughts and how to substitute them with more constructive and less anxiety provoking ways of viewing their outside world. 
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			Following cognitive-behavior therapeutic techniques were followed in the sessions:

			
					The client was not assertive and could not express his feelings appropriately. In therapy session sufficient rapport was established and he expressed his thoughts, feelings, behavior and so on. For this reason, he felt better than before. Therapist also used ‘monitoring activities’, the client complained lack of pleasure and lower level of activity. So, a record-sheet was given to client to record what he did on an hour-by-hour basis, and to rate each activity out of 10 for pleasure predicting (P) and for mastery (M). It was used in order to improve mood and to increase level of activities.

					Muscular relaxation was taught to reduce headache and anxiety symptoms. Evidence suggests that relaxation procedure have been effective for a vast array of problems including headache, insomnia, anxiety and temper outburst [17].Though challenge was used to modify the client’s negative automatic thoughts by examining the evidence for against the NAT’s of the client. Cognitive behavior therapy was given to reduce his NAT’s, as NAT’s maintaining his problems. The client often underestimated his ‘positive qualities’ which maintained his problems. So the client was asked to write down least two good qualities every day. So that he could be aware about his positive qualities, it would help him to perceive himself in another perspective. In treatment process pros and con’s technique was used. Here, the client was asked to list out the advantages and disadvantages to modify the client’s NAT’s. If any bad incident happened, the client felt responsibility for that and also felt guilt. Here ‘pie’ technique helped the client to determine his responsibility for an incident. This technique was given to reduce his guilt feelings as it maintains his problem. The client was also avoiding hard work and any social situation. ‘Exposure techniques’ was used in order to terminate this avoidance as these were maintaining his current problems. The client was taught how to express anger in a constructive way, so ‘anger control’ technique was used. These include defining what the anger is about, being assertive and finding some mutual way of solving the problem. The client had some social skill deficits which were maintaining his problems. So the client was referred to ‘social skill training (SST)’ at the medical institute to learn social skill.


			

		

	
		
			Results

			Subjective rating of the client’s problem was taken intermittently in assessment and treatment session. Standardized scale was applied in most of the session to get an objective measure of the improvement and also to provide an objective feedback about improvement to the client and therapist. Anxiety, depression and social interaction anxiety scale were used as objective measures of improvement. Session wise scores of these scales are presented in Table 3. The subjective and objective report of the result of intervention strongly suggests that improvement have occurred. Graphical representation of anxiety, depression and social interaction anxiety scale scores is presented in Figure 1. Despite the difficulties in treatment (non-co-operative family members and only one follow-up session) the client showed consistent improvement. He followed all tasks. He was well motivated and showed high level of compliance with CBT. He accepted psychotherapeutic formulation for his problems, and he could internalize therapeutic techniques and it’s rational. After intervention, his physical symptoms were reduced. He started to attend social gatherings and friends. He pursued his LLB studies again. His NAT’s were reduced, and he started thinking positively. He could generalize psychotherapy. It can indicate that CBT is effective for Mr. X and he applied acquired skill in different settings. Such generalization was a good indication of his prognosis.

			Table 2: Subjective report of the client in treatment session.

			
				
					
					
					
					
					
				
				
					
							
							
							Initial session

						
							
							4th session

						
							
							7th session

						
							
							12th session

						
					

					
							
							Overall problem rating(0-100)

						
							
							100

						
							
							60

						
							
							40

						
							
							10

						
					

				
			

			Table 3: Anxiety, depression and social interaction scores through the session.

			
				
					
					
					
					
				
				
					
							
							No of session

						
							
							Anxiety scale

						
							
							Depression scale

						
							
							Social interaction anxiety scale

						
					

					
							
							1st

						
							
							78 ( Profound)

						
							
							120 ( Moderate)

						
							
							-

						
					

					
							
							4th

						
							
							62 ( Moderate)

						
							
							106 ( Mild)

						
							
							41 (Very much)

						
					

					
							
							6th

						
							
							58 ( Moderate)

						
							
							104 ( Mild)

						
							
							33 (Moderately)

						
					

					
							
							7th

						
							
							52 (Mild)

						
							
							93 (Below cut off point)

						
							
							25  (Moderately)

						
					

					
							
							9th

						
							
							45 (Below cut off point)

						
							
							70 (Below cut off point)

						
							
							18( Slightly)

						
					

					
							
							10th

						
							
							39 (Below cut off point)

						
							
							65 (Below cut off point)

						
							
							16( Slightly)

						
					

					
							
							12th (1st follow-up session)

						
							
							32 (Below cut off point)

						
							
							62 (Below cut off point)

						
							
							12( Slightly)
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			Critical Discussion

			Though the client was diagnosed as anxiety disorder but most of the symptoms were related to symptoms of depression. In therapy sessions the client expressed his feelings, thoughts and behavior. By ventilate his feelings he felt much better and improvement had occurred. The client was motivated for change and it seems that there would be less probability of relapsing. For the client’s better outcome family therapy was needed. It would be helpful for the client if conducting a joint session with his parents and siblings. But it was not possible for non-co-operation from family members.
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			Abstract

			Anxiety disorder is one of the most common mental health problems are characterized by perception of danger, thoughts about harm, a process of physiological alarm and activation, typically in response to a specified object or situation and in the absence of true danger. The case is going to present concerns of a 38-year-old unmarried male client, suffering from anxiety disorder. He sought help for suicidal ideation, withdrawal from social gatherings and lower level of activity. This article is based on the application of Cognitive Behavioral Intervention which provided the basic necessary tools for active involvement on changing negative automatic thoughts, cognitive distortion and behaviors whose impact was reflected in the decline in symptoms of anxiety, increasing self-confidence, reduce suicidal ideation and higher level of activity. This case study demonstrated that Cognitive Behavior Therapy is effective in reducing symptoms of anxiety. Moreover, the findings of this study will help the professionals working in mental health field to reduce the knowledge gap and help them to make better treatment modification.
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Figure1: Graphical representation of Anxiety, depression and SIAS scores.
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