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ABSTRACT

Cognitive Distortion (CD) is the cognition which is logical but not rational that plays a 

significant roie in the development and maintenance o f different psychiatric disorders 

like depression, anxiety etc. Aiming to understand cognitive distortions in Bangladeshi 

perspective it was designed to explore different patterns o f cognitive distortions by 

thought listing among different psychiatric patients and normal population. 

Dysftinctional Attitude Scale (DAS Form-A) and General Health Questionnaire (GHQ- 

28) were also used along with thought listing to understand cognitive distortions 

comprehensively and its impact on mental health. 10  clinical (mean age=27.3 years, 

M:F=1:1) and 10 non-clinical (mean age=28 years, M:F=1:1) sample were purposively 

drawn and they were assessed with qualitative tools along with some quantitative scales. 

By content analysis it was found that overgeneralization, jumping to conclusion, 

magnification and minimization, emotional reasoning and labeling-mislabeling types o f 

cognitive distortions were present among most (80-90%)of the clinical sample. On the 

other hand should statement, emotional reasoning and jumping to conclusion were found 

among most (40-50%) o f the non-clinical sample but the rate was significantly lower 

than clinical sample. The intensity of magnification and minimization was greater than 

all other CDs among clinical sample but should statement was most intensive among 

non-clinical sample. It was also found that all clinical samples had significantly higher 

rates o f cognitive distortion than non-clinical sample and depressive patients among 

clinical sample had the highest rate o f cognitive distortion than all other disorders. It 

was also found among all clinical and half o f the non-clinical samples that CDs had a 

negative impact on mental health and negatively or positively punishing life experiences 

contribute a lot to develop the distorted perception pattern. By quantitative analysis it 

was seen that 100% o f clinical and 90% of non-clinical sample had clinical level o f 

dysfunctional attitude that indicates the presence of clinical level of cognitive distortion 
among both group o f sample but there was a significant difference in mean DAS score 

of the two groups. By relational analysis it was seen that the frequency of cognitive 

distortion, the DAS score and GHQ total score as well as subscale score were higher 

among clinical sample than non-clinical sample that indicates an underlying relationship 

among cognitive distortion, E)ysfbnctional attitude and General mental health status. The 

present study concluded that different patterns of cognitive distortions are intensively 
common among psychiatric clients which influence to deteriorate the psychological 

quality of life. To prevent and treat those problems and to ensure healthy development 
of mind Cognitive Behavior Therapy should be available for ail.
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U N D E R S T A N D I N G  P A T T E R N S  OF  C O G N I T I V E  D I S T O R T I O N S

INTRODUCTION

World Health Organization (WHO) stated tiiat "Health is a slate of complete physical, mental 

and social well-being and not merely the absence of disease or infirmity." These three 

components of health interact with each other. Due to the development of science and 

technology physical component of health is under control at a great deal and many life 

threatening disease like cancer is preventable and effectively treatable. But the prevalence of 

psychological health problem like depression and anxiety is increasing day by day and it has 

been predicted by WHO that by 2020 depression will be the leading cause of death (WHO, 

2006). In a study of WHO World Mental Health Survey Consortium the prevalence of mental 

disorders ranged from 4.3% in Shanghai to 26.3% in the United States and it was also found 

that mild disorders were the most prevalent (prevalence range: 3 3 .1% to 80.9%); 

(Demyttenaere et al.,2004). Now, if we want to treat effectively as well as to prevent the 

mental health problem we have to know the causes of mental problems thoroughly. I'here are 

different theoretical perspectives like psychoanalysis, behaviorism etc to explain mental 

health problems. Newly emerging and one of the very dominant perspectives is cognitive 

behavioral perspective that emphasizes the role of maladaptive thinking behind the mental 

health problems. So, the current research is an initiative to understand the feature, nature 

development and role of maladaptive thinking in Bangladeshi perspective.

Psychiatric problem in Bangladesh Is very common. Moreover, due to the impact of changing 

society, people are facing different stressfLil situation which are also contributing and 

exaggerating health related problems day by day, Bangladesh is a developing country where 

unemployment, economic and political instability are very common which are also closely 

related to mental health (Fuller et al., 1996). Overall multiple contributing factors are 

available in Bangladeshi culture for which mental health related problems are very common, 

in a survey of National Mental Health Institute with the assistance o f World Health 

Organization, it was found that 16.1% people o f Bangladesh are suffering from different 

psychiatric disorders which is alarming and threatening to the national development (Firoz et 

al., 2007), But the mental health service is very poor in Bangladesh and only a few number of
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psychiatrists and clinical psychologists are providing clinical services. Research is an 

essential part for the development of any discipline. Mental health related different studies 

have been conducting by psychologist since 1950s. Cognitive psychology related research is 

very few but now a day, this school o f psychology is very dominant in the world. Cognitive 

Behavior Therapy which is an essential part of cognitive psychology is practicing in 

Bangladesh by Clinical Psychologist since 1997. Cognitive-Behavior Therapy is an action- 

oriented form of psychotherapy that assumes that maladaptive or faulty thinking patterns 

cause maladaptive behavior and "negative" emotions. The treatment focuses on changing an 

individual's inappropriate or irrational thinking patterns, called cognitive distortion. In order 

to change his or her behavior and emotion cognitive distortion is the prime focus to change in 

this therapy. Due to cognitive distortion an individual perceives the situation unrealistically 

which leads to develop an unrealistic and negative view point of the person. Beck (1967) has 

argued that cognitive distortion, that is, the tendency to misconstrue or distort the significance 

of events in a way that constitute a negative view of the self, the environment, and the flilure, 

plays a central role in the development and maintenance of depression.

So cognitive therapists attempt to make their patients aware of these distorted thinking 

patterns, or cognitive distortions, and change them by a process termed cognitive 

restructuring. As Cognitive Behavior Therapy is practicing by mental health professionals in 

Bangladesh but there is a lack of scientific investigation about cognitive distortion among 

Bangladeshi clients. Therefore, the current research is designed to understand the pattern of 

cognitive distortion among different psychiatric patients as well as normal population of 

Bangladesh.

According to the Oxford English Dictionary (2008) understanding a phenomena means to 

have a clear knowledge about that phenomena, knowing or comprehending a phenomena. In 

the current research understanding the phenomena, cognitive distortion was designed to know 

what cognitive distortion is, what types of cognitive distortions are available among common 

psychiatric patients as well as among normal population of Bangladesh, how those distorted 

cognitions are developed among them and how cognitive distortions contribute to develop 

psychiatric disorders. Conceptually Cognitive Distortion is the cognition which is logical but

U N D E R S T A N D I N G  P A T T E R N S  OF  C O G N I T I V E  D I S T O R T I O N S  2
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not rational (Beck,1979; Bum &Beck, 1978). Here the difference between logical and rational 

thinking is very important, debating and critical issue as well. Before that it is important to 

define cognition and its development clearly.

1.1: What is cognition?

Cognition can be defined as high level CNS (Central Nervous System) functions like learning, 

memory, thinking, perception etc. Moczynski (2005) said that cognition can be defined as 

perception, memory, attention, reasoning, problem-solving. Cognition is verbal or pectoral 

events in a stream of consciousness usually based on attitude or assumptions (schema) 

developed from early experience (Beck, 1979). A cognition refers to the way we look at 

things - what we say about something or someone to ourselves." (Bums, 1980). Cognition 

describes the acquisition, storage, transformation and use of knowledge (Margaret Matlin, 

2002). Cognition is mental process like perception, memory, imagery, language, problem 

solving, reasoning and decision making (Margaret Matlin, 2002)

The way we look at different phenomena is our cognitive process about those phenomena. But 

this cognitive process depends on the prior knowledge and experience ^ o u t that phenomena. 

In this sense our cognition is very close to our knowledge of different phenomena because in 

different situation what will we think, how will we solve problem, how will we perceive it etc. 

are greatly influenced by our knowledge. So, in conclusion it might he said that cognition is 

an ability to observe the world, to understand different phenomena which leads to exhibit 

different behavior. People exhibit different behavior in same situation because they observe 

and perceive the situation differently which leads to develop different feelings and behavior. 

These different observation, perception, feeling etc. vary due to different echo-bio- 

psychosocial factors. Among psychological factors our personality, intelligence, mental stale 

etc. are predominant influencing factors. As different variables influence our perception so we 

experience situations differently. Among these factors cognitive distortion is one of the most 

influencing variable which causes to develop and maintain different psychopathology such as 

depression, anxiety etc. due to long term faulty perception. Development of cognitions is a 

life long process and there are different theoretical perspectives for cognitive development.

U N D E R S T A N D I N G  P A T T E R N S  OF  C O G N I T I V E  D I S T O R T I O N S  3
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1.1.1: How does cognition develop?

Cognition develops through an interactive process between individual and environment, A 

child is bom with some reflex actions but gradually develops knowledge about different 

phenomena of the world such as, food, mother, father etc. There are different philosophical 

view points on cognitive development which are as follows:-

• Constructivism: Constructivism holds the belief that cognitive construct develops 

through self-motivated action in the world.

• Nativism: According to this theory cognitive ability is innate rather than acquired and 

cognitive development is the unfolding of innate knowledge and abilities.

• Empiricism: Empiricist view of cognitive development holds the idea that cognition 

develops by gradual acquisition of knowledge through experience.

Jean Piaget, a Swiss psychologist {1896-1980) was one of the most prominent scientist who 

formulated a theory of cognitive develoment based on constructive view. According to this 

theory people achieve cognitive abilities through self motivated action in the world. Piaget 

called this cognitive construct as schemata by which people perceive their world. He devided 

the period of cognitive developmemt into four stages such as Sensorimotor period (years 0-2), 

Preoperational period (years 2-7) ,Concrete operational period (years 7-11) and Formal 

operational period (years 11-adulthood). Through these stages people gradually acquire 

sophisticated knowledge. In sensorimotor stage children experience the world through 

movement and senses (use five senses to explore the world). During the sensorimotor stage 

children are extremely egocentric and cannot perceive the world from others viewpoints. 

Preoperational stage is dominant with magical thinking which are mostly not logical. 

Egocentricism begins strongly and then weakens in this stage. During concrete operational 

stage children begin to think logically but they are very concrete in their own thinking. 

Children can now conserve and think logically but only with practical aids. They are no 

longer egocentric in in this stage. Development of abstract reasoning are achieved during 

formal operational stage. In this stage children develop abstract thought and can easily 

conserve and think logically in their mind.

U N D E R S T A N D I N G  P A T T E R N S  OF  C O G N I T I V E  D I S T O R T I O N S  4
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U N D E R S T A N D I N G  P A T T E R N S  OF  C O G N I T I V E  D I S T O R T I O N S

Another psychologist George Kelly (1905-1966), in his personal construct theory mentioned 

that there is no universal fact about different phenomena. A phenomenon is what people think 

about the phenomenon or how they explain and perceive it. Every person has their own 

construct about the world by which they construe their surroundings. Kelly (1955) added that 

every man or woman is a scientist and they develop their construct about the world like a 

scientist as for example people experience events, perceive similarities and differences among 

those events and formulate concepts or constructs to order phenomena. And on the basis of 

these constructs people anticipate events. Some people are capable of viewing life in many 

different ways, whereas others become dependent on a set interpretation which is rigid also. It 

is a challenging issue for people to view life from multiple perspectives like scientist as 

follows;

Hypothesis

Induction Deduction

Observation

Empirical truth Analytic truth

This model indicates that by observation and inductive method people find empirical truth and 

knowledge and by hypothesis testing and deductive method people find analytic truth and 

knowledge. Become fixated in any one method make people rigid that may lead to develop 

dysfunctional attitude, feelings and behavior.
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Kelly (1955) concluded that every people attributes and perceives different phenomena 

according to their own cognitive constructs v/hich are true to them. And cognitive therapy 

indicates that individual’s positive, negative feeling and action in different situations are 

determined by their cognitive processes. So to lead a harmonious, productive and happy life 

the cognitive construct and knowledge system have to be developed on the basis of criteria of 

fact that will make people logically and empirically sound to ensure better mental health. For 

this reason people have to consider the epistemology or criteria of truth which are as follows

1.2: Epistemology or criteria of truth;

Hamlyn, (1970) stated the following four basic epistemology or theory of knowledge to 

evaluate any knowledge.

• Correspondence theory: A belief is true if it matches reality.

• Coherence theory: Something is true if it is internally consistent.

• Pragmatist criterion: A belief is true if it is useful or produces practical benefit.

• Consensus criterion; Truth is inter-subjective and is shared and uphold by a group of

people.

If people can think based on the above criteria then their thinking will be empirically and 

analytically sound which will promote positive living. Our Hmbic system of the brain controls 

our thinking which is automatic. So all thinking is automatic but the problem occurs when it 

becomes negative automatic thinking as for example, I am low intellect Person- is negative 

because this type o f automatic thinking makes our self-esteem low which produces negative 

emotion such as depression, anxiety etc. And this type of negative emotion leads to develop 

negative behavior pattern. Now the question is how that individual knows, “he is low 

intellect”. It might be that he failed to achieve a certain goal which was important to the 

individual. From that experience the person may believe that he is low intellect. But he might 

have other experiences of previous success which are not coherent and correspondent to his

U N D E R S T A N D I N G  P A T T E R N S  OF  C O G N I T I V E  D I S T O R T I O N S  6
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cognition. Moreover, this type of cognition produces shame, low self-esteem, fear of being 

failure etc. which are not practically beneficiary because this type of feelings are negatively 

correlated with positive performances. According to consensus theory, a belief is true if a 

significant number of people or evidence support that. But in the above example, this rule is 

violated. So considering the above perspective the person’s cognition “I am low intellect” is 

not true or rational for that individual. Therefore if people want to lead a positive and 

productive life they have to have control over their negative automatic thinking or cognitive 

distortion.

1.3: What is Cognitive Distortion?

I ’he term cognitive distortion was firstly introduced by Albert Ellis (1962) in his rational 

emotive therapy. Afterwards, Aaron T. Beck (1963, 1964) also used the term in his cognitive 

therapy which is now the prime focus in cognitive behavior therapy also. The term is 

traditionally defined as fallacious reasoning that plays a crucial role in the emergence of 

certain mental disorders like depression, anxiety etc.

David Bums and Aaron T. Beck (1978) defined the cognitive distortion as logical but not 

rational thinking.

The cognitive distortions can be defined as a type of reasoning which leads to favour without 

objective grounds (Paul Franceschi, 2005).

Cognitive distortion is systematic error in reasoning, often stemming from early childhood 

errors in reasoning; an indication o f inaccurate or ineffective information processing.

Everything we think is an automatic thought. A problem arises when our automatic thoughts 

manifest as cognitive distortions. Cognitive distortions are automatic thoughts that are based 

on deeply ingrained core beliefs, and they are irrational reactions to situations that we face. 

We often don’t even know that we see the world in terms of these cognitive distortions. Just 

as the name implies, they are based on faulty reasoning (Carleson, 2008).

U N D E R S T A N D I N G  P A T T E R N S  OF  C O G N I T I V E  D I S T O R T I O N S  7
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Cognition is thinking or knowledge based on which people perceive themselves, others, and 

different ongoing situations that leads to develop different feelings. And based on cognition 

and feeling people behave differently in different situations. Cognitive distortion is a 

cognitive process which produces negative cognitions that may or may not have contextual 

basis or explanation but produces negative feelings within mind and body of an individual. In 

Cognitive Behavior Therapy it is believed that perception of different situations plays an 

important role in developing and maintaining different psychiatric disorder. Among the 

perceptual process cognitive distortion plays an important role for which people suffer from 

various emotional and behavioral problems.

According to Beck, 1979; Beck el al.,1979; Bums, 1980 Cognitive distortions are those 

cognitions which

• are logical but irrational

• present an unrealistic view of reality

• are also maladaptive, because they cause negative mood, impair behavioral 

fijnctioning, impede productive thinking about the situation and reinforce underlying 

irrational beliefs

• also maintain negative thinking and help to maintain negative emotions

Cognitive Distortion usually distorts the reality because it creates unrealistic view of 

perception. Therefore people with cognitive distortion could not see the real picture of the 

reality. The following figure-1 indicates that an event has both positive and negative side but 

there is a continuum between positive and negative side. To perceive according to this 

continuum is normal perception which maximize the reality perception.

U N D E R S T A N D I N G  P A T T E R N S  OF  C O G N I T I V E  D I S T O R T I O N S  8
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U N D E R S T A N D I N G  P A T T E R N S  OF  C O G N I T I V E  D I S T O R T I O N S

-1, -.80, -.60,-.40,-.20r 0,+.20,+.40,+.60,+.80,+l 

Fig.l. the optimal system of taxa

For the current research cognitive distortion was operationally defined as cognitions which 

are not epistemologicaily sound and lead to negative as well as maladaptive feeling and 

y. action. Here epistemologicaily not sound means when a cognition is not correspondent to

reality or not internally consistent or not consensus or has lack of practical benefit. According 

to cognitive behavior therapy all of our behavior is mediated by our cognition. When we are 

preoccupied with positive thinking we feel better and behave accordingly. Similarly our 

negative thinking leads negative feeling and negative behavior. According to Kelly’s theory 

of personality people think about different situations according to their own personal 

construct and logic. If every people think and act in a completely different manner 

everywhere of our life will be chaotic. So, for all o f our own interest we develop and practice 

some knowledge which is correspondent with reality, internally consistent, practically 

beneficiary and shared by most of the people of that culture. But sometime people develop 

cognition from their life experience which leads them to perceive different life situation 

maladaptively and distortedly,

1.3.1: Types of cognitive distortion:

Cognitive Distortions were originally defined by Beck (1967) as the result of processing 

information in ways that predictably resulted in identifiable errors in thinking. In his work 

with depressed patients Beck defined six systematic errors in thinking: Arbitrary inference; 

Selective abstraction; Overgeneralization; Magnification and minimization; Personalization; 

and Dichotomous thinking. Years later Bums and Beck (1980) extended and specified ten 

common cognitive distortions among different client’s groups (Freeman et al.,2005). These 

are as follows
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• All or nothing (dichotomous reasoning )

• Overgeneralization

• Mental filter (selective abstraction )

• Disqualifying the positive

• Jumping to conclusion / arbitrary inference (mind reading, fortune telling)

• Magniflcation-minimization (CATASTROPHIZING )

• Emotional reasoning

• Should statement

• Labeling mislabeling

• Personalization

1.3.1.1: ALL-OR-NOTHING THINKING; All or Nothing, or Black and White thinking is the 

thought pattern that allows us to see things completely good or bad, perfect or awful, black or 

white categories, ignoring completely the presence of degrees or of intermediate steps. Due to 

this cognitive distortion events seem to be wonderful or disastrous; feeling like a genius or an 

idiot; nothing is just okay or average. As fo r  example i f  1 am not totally successful, I  am a 

failure.

Fig. 2. All or Nothing

But the reality does not support this type of dichotomous thinking because most life events are 

not 'completely disastrous' or 'absolutely wonderful' but contain elements of both good and 

bad. Therefore All or Nothing thinking distorts reality and it is also emotionally arousing
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which causes over-dreaming and maintains depression. The more we polarize our thinking the 

more likely we have to be depressed because extreme type of thinking stimulates the emotions 

much more. Statements like "I'm a terrible person!" or "She's perfect; she's a saint!" or "F’m 

just a failure!" oversimplify life and cause massive emotional swings. Few marriages, 

holidays or jobs are 'completely disasters or 100% perfect' but has different elements within 

them. A child failing a math exam could say to themselves; 'I'm just plain stupid!' or they 

could say:' I'm bad at math but !'m pretty good at English' or sport, art etc. The first statement 

is Black or White while the second focuses on lots of different elements and is not indicative 

of depressive thinking. The later thinking pattern also matches with reality and produces 

helpful feelings which will help the child to be confident to do better in math in the following 

exam. But people become habituated on thinking and talking in an 'All or Nothing' way 

because it is much more emotionally exciting, and so may be dif^cult to give up. However, 

we all talk like this at times, particularly when excited or angry and usually use the following 

words.

Always

Impossible

Ruined

Never

Awful

Disastrous

Perfect

Terrible

Furious

Though everybody may use these extreme words in their life but pervasive use may leads to 

develop psychopathology because in daily life people has to face different situations where 

using these words is not practical and rational. As for example if we consider the following 

question based on the above words then the life will be much more difficult.

Can I be basically an intelligent person and still do something stupid?

Can I love my children and still get angry with them sometimes?

Can my partner love me but sometimes be insensitive?

Can one part of my life be difficult and other parts be easier and more
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enjoyable?

Can a part of my life be difficult now but in the future get easier?

Can some parts of an experience (such as a social engagement or 

vacation) be awful and other parts of it be OK?

Becoming less rigid in our thinking allows us to avoid using All or Nothing statements that 

depress ourselves without examining their validity.

1.3.1.2: OVERGENERALIZATION; Building up one thing about oneself or one’s 

circumstances and ending up thinking that it represents the whole situation. For example; 

“Everything is going wrong, because of this mistake” or “believing that something which has 

happened once or twice is happening all the time, or that it will be a never-ending pattern”, “I 

will always be a failure”, “No-one will ever want to love me” and the like.

As we go through life, we learn from our experiences. It is a natural process of trial and error. 

Problems arise when we lump all similar experiences together and decide that all experiences 

of a certain nature will always turn out the same way.

Probably the most common mistake we make in our automatic thinking is overgeneralization. 

Because we all think about new experiences in terms of old experiences. We recognize most 

easily those qualities in a person or thing which we have seen before. The baby just learning 

to talk may call all men "Da-Da". But the baby will quickly learn to see the differences 

between different men. Generalization as a stage we go through in learning is not only 

acceptable; it is necessary. Until we recognize Bessie as a cow, we'll never be able to attend to 

the special characteristics-the clipped ear, the long tail-that make Bessie different from the 

other cows. We get into trouble when we stop at the generalization stage ignoring the 

continuous learning. Continuous learning is important because it makes us more flexible to 

cope with different life situations.
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Because our automatic thoughts are based on our memories of past experiences, we might 

expect that many of those thoughts will tend to be generalizations that distort our perception 

of what we see. But because our automatic thoughts are automatic, it's very easy for us to stop 

with the generalizations, to accept them without examining them ftirther. The strength of this 

cognitive distortion accounts for the prevalence of stereotyping in much o f our thinking about 

other people. If we accept our automatic thoughts as reliable, we will probably conclude that 

all Blacks, or all Whites, or all Chicanos, or all Scandinavians are alike. And the less we 

actually know about a certain group of people, the stronger and clearer will be our stereotype.

The kind of overgeneralization that gives us the most trouble is the kind we make about our 

own performances and capabilities. If we've done poorly on essay exams in the past, when we 

find out that we have to take an essay exam our automatic thought may be, "I do poorly on 

essay exams." I am generalizing from one or two experiences of a certain kind to all 

experiences of a certain kind. But this makes no sense at all until i have examined the 

differences, as well as the similarities, between the present task and the past one

1.3.1.3: MENTAL FILTER: Picking out a single negative detail and dwell on it exclusively 

so that the vision of all reality become darkened like the drop of ink that discolors the entire 

beaker of water. It is also called selective abstraction as for example because I got one low 

rating on my evaluation which also contained several high ratings; it means I'm doing a 

lousy job.
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Fig-3; Mental filter

In this cognitive distortion, we concentrate so strongly on one aspect of a task or a situation 

that we can't even see the rest. In those situations all our automatic thoughts deal with this one 

concern, for example, if we ran out of time on a previous test, we may find ourselves so 

preoccupied with the time limit that we have trouble concentrating on the questions during 

current test. Five minutes into an hour-long test, we find ourselves glancing at the clock. F’he
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automatic thought that keeps coming up is, "I'm going to run out of time." It may also be true 

that we can woric faster on this test because we know the material better, but the cognitive 

distortion fibers out that fact, and all the others that might help us. If we concentrate on a 

negative comment and filter out all the positive ones, we will nearly always be disappointed 

with our performance, even when we ought to be proud o f it.

1.3 ,1.4: DISQUALIFYJNG THE POSITIVE: Rejecting positive experiences by insisting for 

some reason or other which Is contradictory with everyday experiences such as “/  did that 

project well, hut that does not mean /  am competent, I  just got lucky".
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Fig-4: Disqualification of one of the poles

This is an extreme form of all-or-nothing thinking in which we filter out all the positive 

evidence about our performance, and only attend to the negative. It is all-or-nothing thinking, 

without the "all"! This cognitive distortion produces automatic thoughts that reinforce 

negative feelings and explain away positive ones. If we have ever tried to argue someone out 

of a bad mood, we have probably seen this cognitive distortion from the outside. If we have 

ever been in a bad mood ourselves, we may have seen it from the inside. Usually people who 

are caught up in this cognitive distortion are genuinely depressed about something, but it may 

be something that has no obvious connection with the topic at hand. Someone who is 

disqualifying the positive can't discuss a subject rationally because he is using a double 

standard. He always counts negative evidence, no matter how weak or irrelevant that is. On 

the other hand positive evidence, no matter how strong or persuasive, can be explained away.

T ' The "logic" behind it goes something like this: I'hings are bad, so why not make them worse?
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1.3.1.5: JUMPING TO CONCLUSIONS: To make a negative interpretation even though 

there are no definite facts that convincingly supports the conclusion. This cognitive distortion 

consists of going beyond the evidence we actually have and reaching a conclusion that makes 

things look worse than they are. There are two subtypes of this cognitive distortion as below;

a) Mind reading. Assuming the intentions of others and believing that we know what others 

are thinking without checking it out, as for example he is thinking thai 1 don't know the first 

thing about this project.

Fig-5: Mind reading

Often we assume that we know what people are thinking about us, even if their actions are 

neutral or indicate the contrary. This is referred to as mind reading. Everybody knows that we 

can’t really read minds. If we’re having a conversation with somebody and they correct us 

about something, we are likely to automatically think, “Oh, no, they think I’m an idiot!” This 

is probably not true; we are much more critical of ourselves than others are of us. In fact, they 

probably didn’t even think anything at all about our mistake. But mind reading may affect our 

behavior for the rest of our conversation with that person, and this might make for some 

negative outcomes.

In mind reading, our automatic thoughts assume the worst about what other people think 

about us and our work. It is often combined with other cognitive distortions. We may use a 

mental filter to exclude other people's positive reactions to us and then read a whole set of 

negative reactions into what's left.
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It is assumed that Mind reading is one of the cognitive distortions that can directly affect our 

writing also. If we assume that our readers already have made up their minds about the topic 

we are writing, then our writing becomes a rather silly academic exercise, trivial and 

pointless. Many students often say “it’s worthless to write more clearly using more interesting 

examples because I'm not going to change anybody's mind," Interestingly enough, this claim 

is hardly ever based on any evidence such as asking them about what they really do think. It is 

a feat of mind reading.

b) The Fortune Teller Error. Anticipate that things will turn out badly, and feel convinced that 

one’s prediction is an already-established fact. When we assume that we know what will 

happen in the future, we are fortune telling. Roni is looking for a job. But whenever he wants 

to forward his resumes, he thinks, “I have no possibilities to be considered for these jobs.” 

However he sends out the resumes, but never follows up with a phone call. As he has 

automatically assumed that he won’t get the jobs, he doesn’t try very hard to be better than the 

other applicants. He has convinced that they are better than him. His fortune telling in this 

situation prevents him from putting forth any effort. Not surprisingly, he doesn’t get the jobs, 

but it is because his negative fortune telling is controlling his behavior. Often we try to predict 

the future situations without any evidence to support our claim, and sometimes we even try to 

predict an outcome when there is evidence to the contrary. Negative fortune telling without 

proper objective evidence sets us up for failure.

In this form of jumping to conclusions, we assume what is going to happen in the future 

before it happens as for example a woman go to the therapist about two-thirds of the way 

through the semester and said she wanted to drop the class. Her logic was "I took this class 

before and failed the examination, and I think Cm just going to fail it again.”. Moreover 

people often think "My essay is going to be too short." "I know the teacher is going to hate 

my report." (This last one combines mind reading with fortune telling. Fortune telling can be 

an especially dangerous cognitive distortion because our negative automatic thought about a 

future event can easily become a self- fulfilling prophecy: Because I expect to do poorly, I 

don't try very hard. Fortune telling is a process of setting negative goals for and then living 

down to them.

U N D E R S T A N D I N G  P A T T E R N S  OF  C O G N I T I V E  D I S T O R T I O N S  ! 6

Dhaka University Institutional Repository



1.3.1.6; MAGNIFICATION (CATASTROPHIZING) OR MINIMIZATION; Exaggerating 

the importance of things (such as our failure or someone else's achievement), or 

inappropriately shrinking things until they appear tiny (our own desirable qualities or the 

other fellow's imperfections). This is also called the "binocular trick."
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Fig-6: Magnification and minimization

This cognitive distortion consists of seeing the positive results of our actions as smaller and 

the negative results as bigger than they really are. It is sometimes called "catastrophizing" or, 

more informally, "making a mountain out of a molehill." Like all-or-nothing thinking, it is a 

favorite cognitive distortion of perfectionists. People who apologize for good work are almost 

always magnifying and minimizing. They see six comma splices as more important than five 

pages of clear argument and sound evidence. They look at their errors through binoculars, but 

when they look at their virtues, they turn the binoculars around and look through the big end. 

In the same way due to magnification people evaluate the danger as more disastrous than the 

danger really is. This type of catastrophic perception exaggerates the feeling of worries as 

well as the somatic complains.

1.3.1.7; EMOTIONAL REASONING: Making decisions and arguments based on how we 

feel rather than objective reality. Often we assume that our emotions necessarily reflect the 

way things really are; "I feel it, therefore it must be true." As we’ve seen, sometimes our 

automatic thoughts are based on irrational assumptions. If we slop and think about them 

rationally, breaking them down based on solid evidence, then we see them as irrational and 

replace them with new, more rational viewpoints. If we analyze them with emotional 

reasoning, we feed them and come to faulty conclusions. Basically, in emotional reasoning 

our thoughts and beliefs come from our feelings. If we are getting ready to give a speech in a 

meeting and feel nervous, we might think, “Obviously I am not very well prepared. Otherwise
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I wouldn’t be so nervous. I’m going to prove myself as a fool!” Even though we spent several 

hours the day before preparing materials and information for this presentation, we are 

discounting this fact because we are nervous about speaking in front of our boss and co- 

workers. Nervousness is a normal emotional reaction to the situation, but it doesn’t mean that 

we don’t know the material. This reasoning doesn’t work because the only evidence used is 

the way we feel in a certain situation, and it doesn’t take into account all the other factors 

operating at the time.

1.3,1.8; SHOULD STATEMENTS: Concentrating on what we think “should” or ought to be 

rather than the actual situation we face. Applying the rigid rules which we think should, 

ignoring the circumstances, also indicates cognitive distortion because this type of thinking 

distort the reality. The emotional consequence of should statement towards self is guilt and 

shame. When we direct should statements toward others, we feel anger, frustration, and 

resentment. As for example when an emergency caused a therapist to be five minutes late for 

the first therapy session, the new patient thought, "He shouldn't be so self-centered and 

thoughtless. He ought to be prompt," This thought caused her to feel sour and resentful. 

Should statements generate a lot of unnecessary emotional turmoil in our daily life. When the 

reality o f our own behavior falls short of our standards, our shoulds and shouldn'ts creat self- 

loathing, shame, and guilt. Many times performance of other people does not satisfy our 

expectation and should statement towards others will make us feel bitter and anger.

Many authors staled that shoulding is criticizing ourselves by concentrating on all the things 

we should do instead of whatever we are doing at the time. Suppose, I am watching a movie 

and thinking that “I should be studying. This thinking will diminish the possible enjoyment 

we could be getting out of watching the movie. We also make it much less Hkely that we will 

actually do all those things we “should” be doing. By simply saying, “I should be studying,” 

we make it into a chore completely devoid of any benefit, and we won’t want to do it. If 

instead we think, “If I study now, I will have more time tomorrow to hang out with my 

friends, and I’d rather hang out with them tomorrow than watch this movie right now,” then 

we are weighing our options and making a decision to study that will yield a positive result. 

Some shoulds are even more harmful such as “I should be reading a classic novel by Dickens 

rather than this science fiction because I need to get smarter,” is worse because it is based on
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the idea that we should spend even our free time doing what other people expect of us rather 

than what we enjoy or think is right. A great example is people who go to college because 

they think that they “should.” Though evaluating all the options they decide that college is not 

the best option for them. So should statement can lead us to make major life decisions that are 

not necessarily the actual best choices.

1.3.1.9; LABELING AND MISLABELING: This is an extreme form of overgeneralization. 

Instead of describing our error, we attach a negative label to ourselves: when the performance 

in our job goes down instead of up, we might think, 'Tm a failure" instead o f  "1 made a 

mistake." when someone else's behavior misguides us into a wrong way, we attach a negative 

label to him: "He's an evil." Mislabeling involves describing an event with language that is 

highly colored and emotionally loaded.

Labeling is similar to overgeneralization. It can take the form of making sweeping 

overgeneralizations about a group of people based on the actions of only a few of them. It can 

also manifest as self-labeling. Self-labeling can have extremely negative efTects. If a student 

gets a bad grade on a math test and automatically says, “I’m a bad math student,” he won’t 

take the steps necessary to improve his math skills. “Bad math student” is a label that he has 

applied to himself, and it most likely is not true. With fiirther study, this student would be able 

to figure out what he did wrong and how to do it right. Instead, by labeling himself as a “bad 

math student,” he doesn’t have to take responsibility for doing the work to learn about math. 

These labels are self-defeating and irrational also.

1.3.1.10: PERSONALIZATION: This distortion is the mother of guilt! We assume 

responsibility for a negative even when there is no basis for doing so. We arbitrarily conclude 

that what happened was our fault or reflects inadequacy, even when we were not responsible 

for it. For example, when a patient didn't do a self-help assignment a therapist had suggested, 

he felt guilty because of his thought, "I must be a lousy therapist. It's my fault that she isn't 

working harder to help herself. It’s my responsibility to make sure she gets well." When a 

mother saw her child's report card, there was a note from the teacher indicating the child was 

not working well. She immediately decided, "I must be a bad mother. This shows how I've 

failed."
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Personalization causes one to feel crippling or disabling guilt. We suffer from a paralyzing 

and burdensome sense of responsibility that forces us to carry the whole world on our 

shoulders. We have confused influence with control over others. In our role as a teacher, 

counselor, parent, physician, salesman, executive, we will certainly influence the people we 

interact with, but no one could reasonably expect us to control them. What the other person 

does is ultimately his or her responsibility, not ours.

These types of cognitive bias or problems are usually found among anxious and depressed 

clients. Anxiety based disorder vary based on cognitive distortions. According Rational 

Emotive Behavior Therapy it is believed that one or more core irrational beliefs are specific to 

and at the root of most psychological maladjustment. As for example believing that one 

should be loved by everyone for every thing one does may leads to develop depression 

because in reality it is not possible that everyone will love any body for everything.

1.3.2: Impact of cognitive distortion on psychopathology:

Cognitive therapy was developed by Aron T.Beck at the University of Pennsylvania in the 

early 1960s at a structured, short-term, present-oriented psychotherapy for depression. It 

focuses in solving current problems and modifying dysfunctional thinking and behavior 

(Beck, 1964). Different adaptations have been made in cognitive therapy but the theoretical 

assumption remains constant. In a nutshell, the cognitive model proposes that distorted or 

dysfunctional thinking (which influences the patient’s mood and behavior) is common to all 

psychological disturbances.

We all experience cognitive distortions to some extent but people with anxiety and 

depressioD tend to experience greater and more frequent distortions. A few of the most 

common ones are catastrophising, black and white thinking, and minimization( Sykes, 2008). 

According to cognitive-behavioral model of psychological disorder it claims that disorders 

result from learning maladaptive ways of thinking and behaving. Maladaptive thinking is 

characterized by distorted thinking or thinking error or biased perception or cognitive bias or 

dysfunctional assumption which leads to maladaptive feelings and behavior. Different types 

of cognitive distortions predominantly influence different types of disorder. As for example 

the predominant thinking errors in social phobia are mind reading, catastrophising and 

personalization (Wells, 2004).
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1.3.2.1: Impact o f  cognitive distortion on depression:

Research shows clearly that people who experience extreme emotions ('positive as well as 

'negative’) are much more prone to depression. Depression is characterized by pessimism, low 

self-worth and self-confidence, and having difficulty in making decisions and problem­

solving (e.g., Donaldson & Lam, 2004; Lewinsohn, 1992). Cognitive theories of depression 

have long held that the tendency to systematically appraise stressful events tn an irrational or 

distorted manner predisposes an individual to experience dysphoric emotions (Haaga, Dyck, 

& Ernst, 1991). Depressed patients have consistently displayed greater cognitive distortion 

than non-depressed individuals (Barnett and Gotlib-1988; Dobson and Shaw-1986; Marton et 

al., 1993). Cognitive distortion was associated with more severe symptoms of depression, lack 

of social self confidence and greater introversion (Marton & Kutcher, 1994). The etiological 

role of cognitive distortion in depression is far from certain (Barnett and Gotlib1988; Coyne 

and Gotlib, 1983).

1.3.2.2: Impact o f  cognitive distortion on panic disorder:

People feel anxiety when they perceive threat to themselves from external or internal events, 

and this occurs if they perceive their reality distortedly. As for example a client with panic 

disorder catastrophe his/her bodily symptoms and overgeneralize that he is going to die. They 

also have the tendency of mental filtering for their symptom. Cognitive model of panic 

disorder have proposed that panic attacks result from the catastrophic misinterpretation of 

certain bodily sensations, (Noda et al., 2007). Cognitive models of panic disorder have 

emphasized the role of cognitive distortions in the maintenance of this disorder (Silvia et al., 

2008). However, in panic disorder, cognitively based research to date has largely focused on 

catastrophic misinterpretation of bodily sensations (Casey et al., 2004). In case of panic 

disorder, anxiety elicited by bodily sensations influenced catastrophic beliefs which, in turn 

increased avoidance and avoidance increased the anxiety, elicited by bodily sensations 

(Hofiart et al., 2008).
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r 1.3.2.3: Impact o f  cognitive distortion on generalized anxiety disorder:

People with generalized anxiety disorder have pervasive fear of danger with every thing. 

When they face different life situations they perceive distortedly and their anxiety increased. 

Cognitive Behavior Therapy for GAD emphasizes to change the attribution GAD patients 

usually give to the different situations. Arbitrary inference and catastrophizing are found to 

apply in the cognitive therapy of generalized anxiety disorder (Paul Franceschi, 2008). Meek 

(2009) reported that GAD patients have different types of cognitive distortion especially 

Catastrophizing, Arbitrary Inference, Personalization, Selective Abstraction, 

Overgeneralization, Dichotomous Thinking and Labeling.

1.3.2.4: Impact o f  cognitive distortion on obsessive compulsive disorder:

Patients with Obsessive Compulsive Disorder typically avoid different situations that trigger 

their obsessional thinking. Basically they distortedly perceive different situation that maintain 

a vicious cycle and their problem. Gorbis (2008) reported in her “intensive OCD program 

article” that there are several cognitive distortions occur in the minds of OCD patients. 

Usually the misrepresentation involves "all or nothing" thinking, interpreting a thought as an 

experience, or feeling that failure to perform a ritual perfectly wilt result in disastrous 

consequences. Along with experiencing a thought as reality, (as has been found by Foa & 

Kozak, 1986), people with OCD have a tendency, not only to overvalue the dangerousness of 

the situation, but also to think that, despite hundreds of positive experiences, in this 

circumstance there will be disastrous consequences if the ritual Is not performed.

1.3.2.5: Impact o f  cognitive distortion on somatoform disorder:

People suffering from different types of somatoform disorder usually have more somatic or 

bodily complain that are developed mostly for psychological stress. Psychological stress is 

greatly influenced by an individual’s perception of different life situation. Selective 

abstraction (Mental filter) is found to apply in the cognitive therapy of body dysmorphic 

disorder (Neziroglu and Yaryura-Tobias, 1993; Veale and Riley, 2001; Veale, 2004). Another 

research shows that common errors occur in health anxiety are: catastrophising, dichotomous 

thinking and selective abstraction (Wells, 2004).
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^  1.3.2.6: Impact o f  cognitive distortion on drug dependency:

Drug dependency is a complex problem that gradually decreases level of self control over 

drug abusing behavior. Most of the cases in primary level of drug dependency people hold the 

distorted belief that they can drive the drug out any time easily. But in reality they can not do. 

Moreover it is common to develop or have different co-morbld mental health problem among 

drug dependent people. Research stated that a very high proportion of drug abusers have 

psychiatric problems, with depressive symptoms particularly common. Levels of cognitive 

distortion among drug user is comparable with depressed people (Chabon & Robins, 1986). It 

was also found that cognitive distortion mediated marijuana use and substance use disorder 

(Kirisci et al., 2003).

13.2.7: Impact o f  cognitive distortion on Quality o f  life:

Quality o f life is considered as an important variable within this research. To see the impact of 

cognitive distortion on quality of life GHQ was used to measure the life stress of different 

psychiatric patients. According to the literature the concept ‘quality of life’ comprises several 

dimensions (Spilker, 1990; Krol et al., 1993; Doeglas, 2000). The most commonly evaluated 

are the physical, the psychological and the social dimensions of quality of life. The physical 

dimension refers to the patient’s physical condition as a consequence of the disease or the 

treatment. The social aspect reflects the patient’s satisfaction with participation in social roles 

and social activities. The psychological aspect refers to the emotional evaluation of a 

particular situation and is frequently operationalized as anxiety and depression (Blalock et al., 

1989, Pincus and Callahan, 1993; Krol et al., 1993). Lack of anxiety and depression are the 

indicators o f quality of mental health but these feelings are greatly influenced by cognitive 

processing that an individual habituated. Therefore, if a person does not practice rational 

thinking (operating in one's own best interest, which will be deduced through a process of 

logic (Conover,2008) he/she will feel more stressed and their quality of mental health will be 

hampered. Moreover the most important assumption of the cognitive theory of depression is 

that dysfunctional cognitive processes are a primary source of unhappiness.

A considerable amount of research suggests that dysfunctional thought processes lead to

'T- depression or unhappiness (Kuiper et al., 1987; Olinger, Kuiper, & Shaw, 1987; Wierzbicki &
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Rexford, 1989; Wise & Bames, 1986). Because these thought processes reflect negative views 

and methods of thinking that are unhealthy, unhappiness or depression often results. For 

example, holding oneself to a perfect standard, believing that all mistakes impeach one's 

character, and sacrificing one's self-fijlfillment for others are all unhealthy attitudes that may 

manifest themselves personal worthlessness (Beck, 1967).

133:Development of cognitive distortions: According to definition, cognitive distortion is 

an illogical and maladaptive response to early negative life events that leads to feelings of 

incompetence and unworthiness that are reactivated whenever a new situation arises that 

resembles the original events. But how does the cognitive distortion develop? If we focus on 

human nature according to the psychoanalytic theory of Freud we see that every human being 

wants satisfaction in their early life when they are driven by ID (primary driving force of 

human personality). People seek satisfaction but they often experience positive and negative 

punishment either from others or themselves. These punishments in early life lead to develop 

negative viewpoint about the self and the world. These viewpoints may be called as 

SPECTACLES of human mind through which they perceive their internal and external world. 

If the spectacles of a man are transparent then he will perceive the reality without distortion 

but if there are different colors in their spectacles he or she will perceive the reality 

distortedly. If we want to perceive reality with out distortion then we have to know about the 

color of our spectacles o f mind so that we can calculate our bias and if we want to perceive 

the reality as helpful and productive and adaptive we have to practice thinking 

epistemologically that is considering the correspondent, consistent, consensus and utilitarian 

perspective.

1.4: Rationale of the study:

Cognitive distortions are a central focus o f cognitive-behavioral therapies (CBT), (Najavits et 

al., 2004). Many patients and clinicians can identify the now-common distortions of 

“shoulds,” “mind reading, and “all or none thinking” identified in Bums’ 1980 bestselling 

depression self-help book, Feeling Good (Bums, 1980). Lists of cognitive distortions can help 

to identify themes to be addressed in treatment. Many CBT treatment manuals include such 

lists, which may be general distortions or specific to a disorder. For example, specific 

distortions have been identified for depression (Bums, 1980), pathological gamblers (e.g.,
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“illusion of control over luck” and “rcframed losses”;Toneatto, 1999), incarcerated teenagers 

(e.g., “self-serving” and “selfdebasing” distortions; Barriga, Landau, Stinson, Liau, & Gibbs, 

20 0 0 ), and posttraumatic stress disorder (e.g., “preoccupied with danger” and “self-blame”; 

Briere, 2001; Briere et al., 1993). In contrast to this widespread clinical application, there has 

been relatively less empirical attention to cognitive distortions. In a literature search using the 

term “cognitive distortion” for the years 1984 through 2002, selecting only journal papers 

written in English, 195 entries appeared, (Najavits et al., 2004).

In Bangladesh, this field is very new and a number of clinical psychologists are practicing 

CBT. Though cognitive distortion is a burning issue in the world of clinical and other 

psychology and psychiatry because it plays an important role in developing and maintaining 

psychopathology but there is only one specific research found on this issue in Bangladesh. 

The present study is the first empirical study on cognitive distortion in Bangladesh. It should 

also be mentioned that cultural difference is a vital issue in helping patients by cognitive 

behavior therapy. Without knowing different cultural phenomena it is useless to try to help an 

individual by cognitive behavior therapy. So it is essential to study every psychological 

phenomenon in the respective culture if we want to apply cognitive behavior therapy 

effectively. In this study, the nature and defining feature of cognitive distortion among clients 

with psychiatric disorder in Bangladesh will be studied to make a clear picture of the 

phenomena in this cultural perspective.

Moreover there is little knowledge about the CD among different psychiatric patients but it is 

essential element to develop an effective treatment plan. If clinicians want to make an 

effective treatment plan for a patients like panic disorder and they have the cognitive profile 

of that patients in their hand, it will help them to develop effective formulation for cognitive 

behavior therapy.

Psychometric tools to measure different phenomena is also an essential element to develop 

and expand the related knowledge. But in Bangladesh no psychometric instrument is available 

to measure the CD. To design quantitative study is not feasible without the background and 

qualitative study of a phenomena. So the current study was designed qualitatively to 

understand CD in details.
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1.5: Objectives of the Study:

For understanding patterns of cognitive distortions the following objectives were set for tlie 

current research.

General objective

• To understand and to explore patterns of cognitive distortion among the clients with 

different psychiatric disorders and to compare their pattern of cognitive distortion with 

norma! population.

Specific objectives

To understand the phenomena o f  cognitive distortion.

• To explore cognitions and different patterns o f  cognitive distortions in various 

problem situations among clients with di fferent psychiatric disorder and normal 

people.

To fin d  out the Impact o f  CD on client’s problems from client’s perspective.

To see the relation between CD and general mental health status among clients with 

different psychiatric disorder and normal people.

• To see the development o f  cognitive distortion.
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METHODOLOGY

2.1: Participants:

Clinical and non-clinical adult sample were drawn for the current research. People suffering 

from different psychiatric disorder in Bangladesh were considered as clinical population. 

Among the clinical population those who were suffering from most prevalent psychiatric 

disorder were considered as sample for the current research. Excluding psychosis prevalence 

of which was greater or equal to 0.5% according to the prevalence study of psychiatric 

disorder in Bangladesh (World Health Organization and National Institute of Mental Health, 

Dhaka, 2007) were taken as sample. According to that research major depressive disorder 

(4.6%), generalized anxiety disorder (2.9%), somatoform disorder (1.4%), panic disorder 

(1.3%), agoraphobia (0.9%) substance dependency (0.6%), obsessive compulsive disorder 

(0.5%) were found as most (at least 0.5%) prevalent psychiatric disorder in Bangladesh (Firoz 

et aL,2007). For the current research at least one person from the above patient group was 

purposively dravm as sample. Moreover people who never had any psychiatric disorder and 

currently well functioning was considered as non-clinical population group. The same number 

o f person was drawn from non-clinical population to compare and contrast with clinical 

sample. As the present research was a qualitative one, patients from different age, sex, and 

socioeconomic status were included in the present research for ensuring diversity of the 

sample.

2.2: Sample size:

A total of 20 participants were purposively drawn as the sample of the present study. Out of 

the total sample 10 patients from the following disorders who were included in the sample are 

shown in the following table.

Table-1: No. of sample according to different disorders.

Serial

No

Disorder Sex Socioeconomic

Status

No. of 

sample

1 Major Depressive Disorder One male and 

two female.

One from upper 

middle class and 

two from middle 

class

3
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2 Generalized Anxiety Disorder Two male One from middle 

class and one from 

lower class

2

3 Somatoform One female Middle class 1

4 Panic disorder without 

agoraphobia

One female Middle class 1

5 Panic disorder with 

agoraphobia

One male Middle class 1

6 Drug dependency One male Higher class 1

7 Obsessive Compulsive 

Disorder

One female Lower middle class 1

Total 10

Another 10 respondents were selected from non-clinical population group to compare with 

clinical population. Both groups were matched by age, sex, education and socioeconomic 

variables.

2.3: Sample selection:

A total of 10 patients in the clinical group were drawn as sample based on the following 

criteria.

• Psychiatric patients having no psychotic features.

• Patients having no psychosis.

• Minimal educational level is class eight.

• Communicable in Bengali language.

•  Psychiatric patients having no history of psychotherapy within last one year.

• Psychiatric patients diagnosed by psychiatrist according to DSM-IV diagnostic

criteria.

Patients who came for psychiatric services at Bangobondhu Sheikh Mujib Medical University 

(BSMMU) and National Institute of Mental Health (NIMH), Dhaka were diagnosed by 

different psychiatrists. After initial diagnosis a total of 24 patients were proposed to
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participate in the current research among whom 23 were primarily agreed and one patient 

with Generalized Anxiety Disorder disagreed to participate in the current research. Finally 

considering the inclusion criteria 10 patients were taken as the clinical sample of this research 

and the rest of the patients were referred to other clinicians. A total of 10 non-clinica! sample 

who never received psychiatric treatment for their own problems and scored below cut off 

point at Depression Scale (Uddin & Rahman, 2000) and Anxiety Scale (Deeba & Begum, 

2002 ) were also taken as sample to compare and contrast the finding with clinical sample. 

Demographic features of clinical and non-chnical sample are presented in tabIe-2

TabIe-2: Demographic and some clinical features of clinical sample.

s

L

Code Age Sex M.S. Edu Occu SES B.

O.

Diag Dur.of Pro

1 A1 23 F Single HSC Student Middle

class

7/7 Depression One month

2 Bl 35 M Married SSC Business Middle

class

5/5 GAD Three year

3 Cl 42 M Married MSS Service Lower

middle

class

2/5 Panic disorder 

with

agoraphobia

One month

4 Dl 25 M Single B.

Sc

Student Lower

class

1/5 GAD Two year

5 Ei 32 M Married B.co

m

Service Middle

class

5/8 Depression Five month

6 FI 24 F Single HSC Student Upper

middle

class

1/2 Depression Six month

7 G1 20 F Single HSC Student Lower

middle

class

2/2 OCD One year

8 HI 24 M Single BA Student Higher 2/2 DD Two year
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class

9 11 23 F Single SSC Student Lower

middle

class

2/4 Somatoform Seven year

10 J1 25 F Married Eigh

t

House

wife

Lower

middle

class

5/6 Panic disorder

without

agoraphobia

Five month

Table-3: Demographic and some clinical features of non-clinical sample.

SL Code Age M.S. Sex Edu Occu SES B.C.

1 A2 23 Single F BA Student Middle class 6/6

2 B2 37 Married M Ten Business Middle class 1/3

3 C2 45 Married M BA Service Middle class 3/5

4 D2 24 Single M B. Sc Student Lower middle 

class

1/3

5 E2 32 Married M BA Service Middle class 4/7

6 F2 24 Single F HSC Student Upper middle 

class

1/2

7 G2 22 Single F HSC Student Lower middle 

class

2/2

8 H2 24 Single M B. Sc Student Upper middle 

class

2/3

9 12 21 Single F HSC Student Middle class 2/4

10 J2 28 Married F Ten House

wife

Lower middle 

class

3/5

BO=B irth Order; SES= Socioeconomic Status; MS=h ^arital Status.

2:4: Instruments:

All the respondents were assessed by clinical assessment interview along with some 

psychometric scales. The instruments used in the current research were as follows;
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2.4.1: Demographic questionnaire: A standard demographic questionnaire developed by the 

researcher was used to collect different demographic data.

2.4.2: Topic guide'. A topic guide was developed by the current researcher and checked and 

approved by three clinical psychologists and three psychiatrists. Some open ended and some 

probe questions were set in the topic guide to cover different areas of assessment which were 

set as specific objectives for the current research. Field testing of this instrument was done on 

two clients before final data collection phase. Based on the feed back of field testing the topic 

guide was finalized.

2.4.3: Thought listing: Different scenarios related to problems of a sample were collected 

from the respondent. Those scenarios were read allowed to that respondent and he or she was 

asked to describe the thoughts running through their mind. In this way every participant was 

imaginally exposed to different triggering situations and their cognitions were recorded.

2.4.4: Thought diary: Along with thought listing technique all respondents were supplied a 

thought diary sheet in first and second session and were asked to monitor themselves in 

different situations where their problems became worst. In those situations they were asked to 

write down their thoughts, feelings and situations. Each respondent was requested to complete 

that task between the time periods of each session.

2.4.5: Dysfunctional attitude scale (DAS): Dysfunctional Attitude Scale, form-A was used to 

assess the severity of cognitive distortion among the sample. The Dysfunctional Attitude 

Scale (DAS) and the Automatic Thought Questionnaire (ATQ) are two widely used 

instruments in research on cognitive distortion in psychopathology (Ohrt el al., 1999). DAS 

was developed by Weissman and Beck in 1978. It is a seven point rating scale consists of 

forty items which reflect different patterns of cognitive distortions. The Dysfunctional 

Attitude Scale (DAS) was designed to measure patterns of maladaptive thinking held by 

depressed individuals, Nelson et al.,(l992, 2005); Whisman et al.,(1991); Oliver et al.,(2007). 

Psychometric properties of the DAS were reported as promising. Correlations between the 

DAS parallel forms and between each form with total test scores ranged from r=,84 to r=,97.
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Internal consistency of DAS Form A was .84 to .92 (Weissman & Beck, 1978). The DAS has 

been found to have high internal and test-retest reliabilities in student populations, ranging 

from .79 to .88 (Olinger, Kuiper, & Shaw, 1987). Support for the DAS as a valid measure of 

dysfunctional cognitions in depressed patients was also indicated by Nelson et al.,(2005); 

Torbjom and Lars (1998). The scale was translated into Bengali by Hossain and Begum 

(2008) so that it can be administered on Bangladeshi populations. The initial translated draft 

was checked by the research supervisor and then the first drat\ was judged by seven judges. 

Among them there were one professor, three assistant professor and one lecturer of clinical 

psychology, one professor of psychology and one practicing clinical psychologist. Based on 

the recommendations of the judges second draft was made which was also judged by three 

judges and some further recommendations were taken. Based on those recommendation third 

and final draft was prepared with the help of research supervisor. Final draft of the scale was 

judged by thirteen judges. Among the judges there were one professor, two associate 

professor and four assistant professor of psychiatry, one professor of Psychology two assistant 

professor and one lecturer of Clinical psychology and also there were two Practicing Clinical 

psychologists. The judge agreement was found as 92.67%. After that English version of the 

original scale was administered on 33 (mean age=25.85 ;sd=3.17) graduate and post-graduate 

level students who were good at both in English and Bengali. After two weeks the Bengali 

version scale was administered on the same respondent. Both English and Bengali scales were 

scored differently and the mean score of DAS-english was found=l27.88 (sd=26.37) and 

bangle was=l 19.30 (sd=31.24). The test-retest reliability was calculated by using 

computerized SPSS software. The Spearman’s rho correlation coefficient was calculated as 

0.812 which was significant at 0.01 level of significance in two tailed test. The original scale 

was valid to assess dysfunctional cognition and attitude which was also used by different 

researchers to assess cognitive distortion (Whisman et al.,1991). Dysfunctional Attitude Scale 

was also found highly correlated with irrational Beliefs scale. Cognitive Error Questionnaire 

and such type of scale which validly measure cognitive distortion (Wertheim 

and Poulakis,l992, 2005). Sub-scale and different items of DAS was found as correlated with 

both anxiety and depression symptoms (Dyck, 1992). Therefore, in the present research 

Dysfunctional Attitude Scale was used.
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2.4.6: General Health Questionnaire (GHQ-28): Goldberg and Hillier’s 28-item scaled 

version of the General Health Questionnaire had been used to measure the psychological 

aspect of quality of life. To assess the general emotional disturbances the General Health 

Questionnaire (GHQ-28, Goldberg & Williams, 1988) was administered to patients with 

different psychiatric disorder. This 28-item checklist specifically concerns with the hinterland 

between psychological sickness and psychological health (Goldberg, 1988). It assesses the 

psychological disturbances in terms of both a full-scale score (maximum possible score=84) 

and scores on four sub scales, reflecting somatic symptoms, anxiety and insomnia, social 

dysfunction and severe depression (maximum possible score for each sub scale= 21). Each 

item consists of a question asking whether the respondent has recently experienced a 

particular symptom or item of behavior on a scale ranging from “less than usual” to “much 

more than usual” on a scale ranging 0 to 3. Thus the higher the scores the greater the level of 

symptoms or behavior across the four domains of functioning as well as aggregate scales total 

on GHQ. This measure has been reported to have good psychometric properties. It has been 

shown to have test-retest reliability firom 0.51 to 0.90 in different groups of sample and the 

split half reliability was shown to be 0.95. GHQ was shown to have construct, content and 

concurrent validity. Banoo (2001) translated the GHQ-28 into Bengali. The test-retest 

reliability was found to be 0.682 by spearman’s rho, which was significant at 0.01 level.

Along with the topic guide Dysfunctional Attitude Scale developed by Weissman and 

Beck(1978) translated into Bengali by Hossain and Begum (2008) and GHQ-28 developed by 

Goldberg (1988) and translated into Bengali by Banoo (2001) was used as the instrument for 

the current research.

2.4.7: Anxiety Scale: A 36 item Anxiety Scale developed by Deeba & Begum (2002) was 

used in the current study to select respondent for non-clinical group. It is a likert scale and 

developed in Bengali language which was tested as valid and reliable psychometric 

instrument. It can be administered on clinical and non-clinical population to screen as well as 

to assess the severity of anxiety. Reliability of this scale was r = 0.916, a  = 0.0I(Sp!it-half 

reliability), r = 0.9468 (Cronbach-aplha), and r = 0.688, a  = 0.01 (test-retest reliability), 

validity of this scale was r = 0.628, a  = 0.01 {Criterion related validity), F = 60.275 at a =
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0.01 (Construct validity). Item-total correlation was found to be ranging from r = 0.399 to r = 

0.748, and were all significant at 0.01 level of significance.

2.4.8:Depression Scale: A 40 item Depression Scale developed by Uddin & Rahman (2000) 

was also used for non-clinical sample. The scale was developed for Bangladeshi population to 

assess the presence and severity of depression among clinical and non-clinical population. 

Reliability of this scale was r=0.60, a=0.01(Test-retest reliability), r=0,76, a=0.01 (Split-half 

reliability), Concurrent validity and construct validity of the scale was also reported.

2:5: Procedure:

After selecting a patient as sample he/she was informed about the study and requested to sign 

on consent form. Before signature it was clearly described to each participant about different 

aspects of the study such as using tape recorder, confidentiality, client’s benefits, ethical issue 

etc. It was clearly described to all participants that the information provided by them will be 

used only in the current research and confidentiality will be maintained. All tape recorded 

conversation will be destroyed after analyzing the data. It was also informed that they will not 

get any financial benefit but after assessment the research assistant will continue the 

therapeutic sessions up to termination and in case of having no research assistant the patient 

win be referred to appropriate clinician according to their needs. All patients were assessed by 

In-depth clinical interview. Dysfunctional Attitude Scale form-A and General Health 

Questionnaire (GHQ-28) within three consecutive sessions. Hach session ranged fi'om 50 to 

60 minutes. In the initial session after establishing rapport scales were administered. In the 

following two sessions cognitive assessment was done by thought listing technique and 

thought diary along with clinical interview. In clinical interview demographic data were 

collected according to demographic questionnaire and each client was asked to describe 

his/her problems for which they came to hospital. This issue was illustrated to get a clear 

picture of different functional area such as eating, sleeping, interpersonal communication, 

professional activities, behavioral and somatic complain, sexual desire and performance etc. 

After getting clear picture o f the problems, the respondents were asked to describe the 

scenarios or situations where their problems got worsen or the situations where they feel their 

problems most. To assess the cognitions in those situations the scenarios were read to the
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respective clients and they were asked to describe their thinking and feelings in those 

situations as fo r  example “think you are in a public bus and it is becoming gradually 

crowded". Now please describe me, what kind o f thought your mind or brain is preoccupied 

with in that situation. After getting the cognitions each respondent was asked to describe their 

feelings when they are preoccupied with those cognitions. They were also asked that what 

they think about the impact of those cognitions on their problems and functional areas and 

over quality of life. It was also assessed the developing history of their problems and those 

type o f attribution pattern from their childhood. As different clients with different disorders 

were taken as sample in the current study therefore, there was no specific scenarios to assess 

the attribution of the clinical sample. Different problem situations were collected from the 

sample by interview method and then the perception of a specific situation was assessed by 

thought listing techniques. During clinical interview micro-skill like paraphrasing, 

summarizing, reflection of feeling, head nodding etc. were applied properly to establish a 

good rapport and to continue each interview session successfully. The total assessment was 

completed within three sessions in three consecutive weeks. After first session each client was 

given a thought diary as home work assignment to assess different problem situations and 

related thoughts and feelings so that It a>uld be discussed In the following session. Second 

and third session mainly focused on the assessment of different problem situations which 

were read to them and related cognitions and feelings were assessed according to the thought 

listing techniques.

In the second phase a total of 10 non-clinical respondents who were matched with 10 clinical 

samples, were assessed. I ’hese respondents were selected with the help of other colleagues 

and relatives who were not involved in the current study. Firstly researcher gave those 

colleagues the demographic data based on which the sample would be selected. Based on 

those demographic data different colleagues approached their known people who did not have 

history o f any psychiatric disorder, to participate. At first different aspects of the study and 

rationale to participate in the research was explained to the respondent. Anxiety and 

depression scale were administered on people who primarily agreed to participate in the 

research. If they scored below cut-off point of the scale they were selected as sample for non- 

clinlcal group. Rest of the respondents who did not meet inclusion criteria were referred to
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Other clinicians according to their needs. After selecting the sample they were requested to 

sign the informed consent form. They were also told that if they wish they could cancel their 

agreement and leave even after signing the consent form. After taking informed consent each 

respondent’s demographic information was taken clearly and then different problem scenarios 

of specific clinical sample were read allowed to imaginally expose him or her to those 

situations. Then the respondent was asked to describe the thinking and feeling in those 

situations. In this way using thought listing technique 10 non-clinical respondents’ cognitions 

and feelings were assessed based on the scenarios of 10 clinical respondents. Dysfunctional 

Attitude Scale (DAS) and General Health Questionnaire (GHQ-28) were also administered to 

the non-clinical sample. Then each clinical respondent was compared and contrast with 

specific non-clinical respondent.

At a glance the procedure of the current study for clinical and non-clinical sample can be 

shown in the following flow chart.
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Figure-7; Flow chart of procedure for clinical sample.
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Figure-8 : Flow chart of procedure for non-clinical sample.

2:6: Data processing and analysis:
The current study was designed to collect both qualitative and quantitative data. It was aimed 

to analyze the qualitative data both conceptually and relationally. Conceptually the cognitive 

distortion was analyzed as whether it was present among clinical and non-clinical sample or 

not. If cognitive distortion was present then the pattern and frequency of different cognitive 

distortions were also analyzed among the sample. Relational analysis of the data was also
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done. Cognitive distortions were relationaliy analyzed to answer the question how cognitive 

distortions were developed? What was the impact of cognitive distortion on quality of mental 

health? How much it was related with dysfunctional attitude. For relational analysis simple 

correlation within sample and among sample was used to analyze different variable’s score 

such as Dysfunctional Attitude Scale (DAS) score. General Health Questionnaire (GHQ-28) 

score. For conceptual analysis of cognitive distortions verbatim transcript of the interview was 

written with the help of tape recorded information during interview. At first all the 

information was read several times. I’hen the coding was done according to different research 

questions to reduce the huge amount of data into manageable stage. Then unnecessary 

information was excluded and all coded data was written into matrix. A matrix according to 

the objectives o f the current research was developed to analyze the qualitative data. Every 

case was considered as a unit of analysis for the current research.

I'he data analysis and processing are shown in the following flow chart.

Figure-9: Flow chart of data processing and analysis.

Computerized SPSS program was also used to analyze the quantitative data of the present 

study. All quantitative data was input into SPSS program and simple descriptive and 

correlation analysis was done.
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2:7: Ethical Issue:

From ethical perspective the current research is considered to be sound. It was approved by 

the academic and ethical committee of the department of clinical psychology and National 

Institute of Mental Health, Dhaka. Informed consent from all the respondents was taken. It 

was ensured in the current study that no respondent became victimized to any physical or 

psychosocial harm. All the respondents had full fireedom to decide whether they would 

participate or not in the current research. Assessment was done in the presence of research 

assistants who were either trainee clinical psychologist or psychotherapist and were able to 

provide psychological treatment. Each clinical sample was referred to the research assistant 

for necessary treatment. In case of non-clinical sample another M. Phil researcher helped the 

current researcher to assess them. If there were any clinical problem found among non- 

clinical sample during assessment they were also referred to appropriate person according to 

their need.
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RESULTS

As the part of understanding cognitive distortion it was aimed to define the term 

operationally. By analyzing different theories of cognitive and personality development, the 

term was operationally defined by the current researchers which indicates that a Person’s 

thinking is not rational when it

1. does not match with reality

2 . is not internally consistent

3. is not useftil or does not produce practical benefit

4. is not intersubjective and is not shared and uphold by a group of people

If a person’s cognitions do not meet the above criteria then those cognitions can be considered 

as distorted which contribute to develop and maintain maladaptive view, feeling and behavior. 

Personality consisted with those maladaptive views, feelings and behaviors can be considered 

as pathological because they can not maintain their daily life properly.

3.1: Different patterns of ci^nitive distortions

To identify patterns of cognitive distortions thought listing and thought diary were used and 

the collected data were analyzed according to conceptual content analysis. All clinical 

samples having different psychiatric problems, described their four most problematic 

scenarios in which they felt their problems most. Those scenarios were used in thought listing 

to explore cognitions among both clinical and non-clinical (having no history and feature of 

psychiatric problems) sample. Among their cognitions the following dysfunctional or 

distorted cognitions were found by conceptual content analysis.
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Table-4: Some clinical features and frequency distribution of cognitive distortions among the 

sample.

Clinical Sample

Sample Diagnosis Total

CD

Frequency of different types of Cognitive Distortions

AN OVG MF DP JC MGMN ER SS LML PRS

Cl Depression 27 2 3 3 2 4 3 2 5 3

1 lil 1 1

u ai (U ¥ iy l] ij

N p A d til \] i a i
C5 Depression 40 3 6 3 3 4 3 4 3 11

C6 Depression 40 4 5 1 10 3 4 2 4 5

C7 OCD 30 2 11 3 1 9 3 1

DruRUl y ii j s y
SomatofomJ y i] 0 Kj i] 1

1
] l lij y 'M

Total 294 12 47 21 13 51 26 ■i 16 24 2 2

Non-clfinical Sample

Sample Diagnosis Total

CD

Frequency of different types of Cognitive Distortions

AN OVG MF DP JC MGMN ER SS LML PRS

Cl Null 1 - - - - - - 1 - - -

C2 Null 2 - - - - - 2 ^ - - - -

C3 Null 6 - - - - I - 2 3 - -

C4 Null 0 - - - - - - - - - -

C5 Null 5 - 1 - - 2 - 1 1 -  1 -

C6 Null 8 - 2 2 1 I 2 -  1 -

C l Null 0 - - - - - - - -

C8 Null 2 - - - - -  ^- - - 2 ' -

C9 Null 5 - - - - 1 I 1 2 - “

CIO Null 5 - - - - - - - - 3 2

Total 34 - 3 - - 6  : 4 6 8 5 2
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Note: CD Cognitive Distortion: PCD^Paitern o f  CD. SCD—Statement o f  CD, FCD frequency o f  CD DAS= 
Dysfunctional Attitude Scale: GHQ General Health Questionnaire; AN= All or Nothing; OVG= 
Overgeneraliiation; MF= Mental filter; DP= Disqualifying the positive; JC=Jumping to conclusion; MGMN= 
Magnification minimization; ER=Emotional reasoning; SS= Should Statement; LML=Labeling mislabeling; 
PHS=Personaliiati on.

Bar of total frequency of different types of CD 
among the sample
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Fig-10: Bar of different types of total CD among clinical and non-clinical sample.
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Fig-11: Bar of total frequency of CD among each sample.
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Fig-12: Bar of average CD among clinical and non-clinica! sample.

Frequency of most intiensive C D among tlie san^le
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Fig-! 3: Bar of most intensive cognitive distortion among clinical and non-clinical sample.

Among the entire sample it was found that personalization was intensely present among 

depressive sample. Labeling was found in a lower frequency among all samples except one 

GAD sample but it was intensely present among client with depression, OCD and somatoform 

disorder. Should statement was fond among five out of ten client but intensely found among 

depressive and drug dependent client. Emotional reasoning was found among eight out often 

clients and clients with depression, GAD, drug dependency and somatoform disorder had 

higher rates of emotional reasoning. The highest rale of catastrophisalion or magnification and
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minimization was found among panic disorder patients but most of the client (nine out of ten) 

except drug dependent sample had intensive level of distortion in this category. Under the 

category of jumping to conclusion mind reading was found among seven out often clients and 

fortune telling was also found among nine out of ten samples. Intense level of jumping to 

conclusion was found among eight clients but one panic disorder patient had no distortion in 

this category. Disqualifying the positive was intensely found among depressive client but it 

was also present among clients with GAD, drug dependency, OCD and somatoform disorder 

in lower rate. Mental filtering was significantly found among clients with depression, 

somatoform and OCD. Overgeneralization was the most intensive cognitive distortion of 

OCD patients but it was also intensely present among patients with drug dependency, GAD, 

depression and somatoform disorder. All or nothing thinking was present among depressive, 

OCD and panic disorder but it was intensely found among clients with depression. Different 

patterns of cognitive distortions were also found among non-clinical sample but the intensity 

was low. Should statement and labeling were intensely found only among two sample. Figure- 

2 indicates that clinical sample had significantly higher cognitive distortion (mean CD=29.4) 

than that o f (mean CD=3.4) non-clinical sample.

Table-5: Hierarchy of patterns of cognitive distortion among different disorders.

Hierarchy 

Of CD

SN <Dfagnosis

gA<D (panic OOD 5<Z)

1 PRS MGMN MGMN OVG OVG MGMN

2 JC OVG JC MGMN JC JC

3 OVG JC OVG MF ER ER

4 LML ER ER LML SS OVG

5 MF LML SS AN LML MF

6 AN SS LML JC MF LML

7 SS PRS PRS DP SS

8 ER AN DP

9 DP MF

10 MGMN DP
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Tabie-5 indicates that personalization was the most significant CD among major depressive 

disorder, magnification and minimization was the most significant CD among GAD, panic 

and somatoform disorder. It also indicates that overgeneralization was found the most 

significant CD among OCD and drug dependency.

Table-6  CD score assessed by DAS among clinical and non-ciinical sample.

Norms clinical Non-clinical

Frequency Percentage Frequency Percentage

Below 120 (cut 

off score of 

DAS)

0 0% 1 10%

120 and above 10 100% 9 90%

Total 10 100 10 100%

Table-6 indicates that 100% of the clinical sample and 90 % of non-clinical sample 

clinical level of cognitive distortion.

^ad

200
180
160

140

120
lOO
SO
60
40

20
O

189.3

151.8

a  Mean DAS score clinical

a  Mean D AS score non 
clinical

Fig-14: Bar of average DAS score among the sample.

Figure-14 indicates that though 90% of non-clinical sample had clinical level of cognitive 

distortion but average DAS score among clinical sample (mean= 189.3) is higher than that of 

non-clinical sample (mean=I 51.8)
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3.2; Impact of CD on general mental health

It was also aimed to know the impact of cognitive distortion on general mental health status. 

All the clinical respondent stated that they felt very bad when they are occupied by their 

negative thinking. They also stated that if they could avoid those thinking they could feel 

better but they could not do due to different unwanted and unexpected situation. One panic 

patient stated, “I have had the illness of thinking”. The OCD patient mentioned, “I don’t want 

to think negatively because I don’t want to waste my time in bathroom, but thinking of being 

dirt made me stressed for which I had to spend more time in the bathroom.” On the other hand 

five out of ten non-clinical samples stated that they also feel bad if they are occupied with the 

negative thinking. The rest of the sample mentioned that it is normal to face challenging 

situation but no need to be stressed. They added that they can control their thinking to reduce 

the bad feelings. As for example one non-clinical sample was exposed to the scenario of 

traveling without family members in a public bus and he stated, “we have to travel a lot 

without family members and it is very normal for our daily life so there is no reason to feel 

bad.” Along with qualitative data GHQ-28 was administered on the sample to see the general 

mental health status of the sample and the findings were as below;

Table-7: Stress scores assessed by GHQ among clinical and non-clinical sample

Norms c l i n i c a l Non-clinical

F r e q u e n c y P e r c e n t a g e Frequency Percentage

Below 39 (cut 

off score of 

GHQ)

3 3 0% 10 100%

39 and above 7 7 0% 0 0%

Total 1 0 1 0 0 10 100%
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Stress score above the cutoff piont

7m, ........

Score

70%
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■ non-clinical

Fig-] 5: Bar of stress score above the cut off point

Table-7 and figure-15 indicate that 70% of the clinical sample and 0% of non-clinical sample 

had clinical level of stress in their life.

Table-8 : Stress scores on the sub-scale of GHQ.

Sub-scale 0 to 6

(Low stress)

7-13

(moderate stress)

14-21

(severe stress)

Cl i n i c a I Non-

clinical

Cl i n i c a 1 Non-

clinical

C l i n i c a l Non-

clinical

A(somatic) 1 0 % 90% 6 0 % 1 10% 3 0% 0%

B(Anxiety

and

insomnia)

1 0 % 90% 6 0 % 10% 3 0% 0%

C(Social

dysfunction)

1 0 % 70% 3 0% 30% 6 0 % 0%

□(Severe

depression)

3 0% (00% 5 0% 0% 2 0 % 0%
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Bar of stress score on GHQ sub-scaie

100%

Fig-16: Bar of stress score on sub-scale.

□ (severe stress) Clinical
■ (sevens stress) Norxlinical
□ (moderatE stress) Clinical
□ (moderatE stress) Norxlinical
■ (Low stress) Clinical
P (Low stress) Norxlinical

iy

Tabte-8  and flgure-16 indicate that most of the clinical sample had severe stress with social 

dysfunction, moderate stress with somatic and anxiety complain. Moreover a significant 

number o f samples had moderate stress with severe depression.

3.3: Relationship among CD, DAS and GHQ

Table-9; GHQ and DAS scores along with total frequency o f cognitive distortion among 

clinical and non-clinical sample.

Clinical sample

Sample Diagnosis No. DAS GHQ GHQ sub-scale

CD score total A B C D

Cl MDD 27 170 51 8 13 18 12

C2 GAD 27 207 46 6 13 14 12

C3 Panic D 27 141 51 16 17 15 2

C4 GAD 21 190 49 15 10 17 7

C5 Depression 40 213 55 7 13 17 18

C6 Depression 40 189 47 9 14 11 13

C7 OCD 30 197 30 7 10 11 2

C8 Drug D 29 166 26 9 7 5 5
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C9 Somatoform 37 192 34 13 6 8 7

CIO Panic D 16 228 81 20 20 21 20

Non-clinical sample

Sample Diagnosis No. DAS GHQ GHQ sub-scale

CD score total A B C D

Cl Null 1 172 4 2 2 0 0

C2 Null 2 186 8 0 0 8 0

C3 Null 6 129 9 4 0 5 0

C4 Null 0 130 18 8 4 2 4

C5 Null 5 82 7 1 0 6 0

C6 Null 8 185 14 2 2 8 2

C7 Null 0 133 9 1 0 8 0

C8 Null 2 161 20 6 7 6 1

C9 Null 4 166 10 4 0 6 0

CIO Null 5 174 8 4 1 3 0

A  > -
p

P^u.- ■ . .

t 2 3 4 s e r s 9 10 11

-NaCD 
- DAS icot 
GHQtaal

Clinical non-cllnical

Figure-17: Line of CD, DAS and GHQ among the sample.
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Fig-18: Mean of CD, DAS and QHQ scores of Clinical and Non-ciinica! sample.

Average GHQ sub-scale score among clinical and non-clinical sanple
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Fig-19: Bar of average GHQ sub-scale score among clinical and non-clinical sample.

Table-9 and figure 17 and 18 indicate that frequency of cognitive distortion; dysfunctional 

attitude and general mental health status influence each other. Higher dysfunctional attitude 

(mean= 189.3), higher rate of cognitive distortion (mean=29.4) and higher level of stress 

(mean=47) or lower level o f mental health status were found among clinical sample. On the 

other hand lower level of DAS (mean=151.8), CD (mean=3.4) and stress (mean=10,7) or 

higher level of mental health status were found among non-clinical sample.

r
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Fig-20: Bar of mean score of demographic and clinical data.

Figure-20 indicates that clinical and non-clinical group of sample are similar to demographic 

variable but they have a significant difference regarding the clinical variables.

3.4: Development of Cognitive Distortion:

The developmental history of cognitive distortion was assessed by interview and observation. 

Childhood and developmental histories were assessed and by conceptual content analysis it 

was found that psychologically no one was bom with cognitive distortion. But different life 

experiences causes to develop difl'erent schema and attitude that guide their day to day 

activities. Maladaptive schema and attitude towards self and others lead to distorted 

perception. All sample mentioned a number of experiences responsible behind their views. 

Therefore, it can be predicted that different life experiences are responsible for developing 

cognitive distortion. Analyzing the experiences it was found that different types of positive 

and negative punishment influence to develop their negative pattern o f thinking. Most of the 

respondent told that they experienced different life situation in their family, society and work 

place what were directly or indirectly painful to them. Those painful experiences lead them to 

develop negative idea about themselves and the surrounding. One of the respondents stated 

that she had faced judgmental behavior and altitude from her parents since childhood that 

made her to believe that due to her feminine gender she is unlovable. Based on the data the 

following model can be proposed to conceptualize the development of cognitive distortion.
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Fig-21; Flow chart of developing cognitive distortion.
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quickly. The man was very charming and romantic. The client stated that her friend was very 

much interested to talk aix»ut sexuality and he always tried to make her sexually excited over 

phone. Though she denied discussing on those issues but she felt urge to receive his phone 

call every day and the man usually do so. Gradually, she fall in love with that person. But 

after one month o f their relation, she came to know that the man is Hindu and older than her 

by 10 years. She became confused but finally decided to continue the relationship. But the 

man said that it was not possible to marry her as she belongs to different religion. He also 

informed her that his family especially his mother would not accept this relation. The client 

became crazy and decided to convert her religion to Hindu. It should be mentioned that she 

was a practicing Muslim and used to pray regularly. But from that time significant changes 

started to occur in her life style such as she started to visit temple in different occasions to 

make her boyfriend understood that she could do everything for him. But her friend did not 

respond positively. On the other hand, the patient’s two elder sisters were married by their 

own choice for which her relatives usually warned her. Therefore, she did not make friendship 

with any boy and tried to obey family rules. But she was changed after that incidence for 

which she also felt guilty. Once she informed her family member about the situation. They 

took it easily and suggested her to change her mobile number but she did not change it. 

Though her boyfriend frequently behaved roughly and told her to forget him and to develop 

another relation but she was hopeful that her friend will accept her love. That situation 

continued about one year. Within this time one of the relatives and friend of that man 

sometimes call to console her. That persons’ sympathy gradually made her dependent on that 

person and she felt supported by him. The man was also felt weakness to her. The client 

decided to marry that Hindu person to give a good lesson to her previous boy friend. During 

that time she reftised two proposal of marriage arranged by her family. The second friend did 

not assure to marry her but requested to carry on her academic study. Six month ago of her 

illness the second friend informed that marriage is not possible but he could maintain a good 

friendly relation. She became disappointed and requested to meet her in Dhaka. He used to 

come in Dhaka but he offered her to meet at one of his friend’s house. She thought that he 

might want to sex with her so she refused his proposal. The relation was going on in this way 

through mobile phone. Her first friend also phoned her and she expected his phone call 

reguleu-ly. She also expected that he will marry none but her and if the marriage is not possible
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due to religious difference then both of them will never marry but they will live for each 

other. At the same time she also decided to marry her second Hindu friend but he denied to 

marry her. One month ago she came to know that her first friend had just married a Hindu 

woman. Then she phoned him but he behaved very roughly and denied to talk to her. From 

that time she became very depressed and developed other symptoms o f major depressive 

disorder for which she came for psychiatric treatment.

Control-I:

Ms. “A2” was a 23 years old unmarried girl. She was a university student and had no 

psychiatric history. She was drawn as a control sample of case-1 (A 1) and the above four (1.1- 

^  1.4) scenarios were used to assess her cognitions. In the scenario she stated, “I think I

have done wrong and feel bad, but I will also think to hate him because I have to feel good for 

myself, as the relationship is not possible without the positive attitude of both side. So, I will 

try to forget him.” She also mentioned that in our life we may take many wrong decisions but 

it is normal and I will see the incidence just as a simple mistake in my life which will not 

create any problem to carry on my daily life normally. In the second scenario, she said, “Real 

love does not consider the religious barrier as a problem, but if he deny me due to religion I 

will also hate him. She added, “I will feel bad and think that I have done wrong.” She also 

mentioned that she will think in a way so that she can feel better. In the third scenario, Ms. 

“A2” told, “ I will feel bad but 1 will accept their proposal and think that my previous 

relationship was wrong. I’ll have to lead my rest of the life, so I will consider the suggestion 

and proposal of my family.” In the fourth scenario, she stated, “Due to religious difference I 

did not get my love therefore, it might happen that his memories are coming back in religious 

occasion, but 1 will try to ignore his memories.

----------------------------------0--------------------------------------

Case report-2:

Probiem description;

Mr. “B l” was a 35 years old businessman. He was married having a child and lived in a city. 

He was suffering from Generalized Anxiety Disorder (GAD) for two years. Mr. “B l” 

complained that he always felt tired and nervous and did not feel physically and
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psychologically energetic. He added that he felt excessive worry for simple thing and his body 

started to shake. The patient added that he felt headache for which he could not sleep 

properly. If he could not sleep properly he looked sick and it seemed to him that people 

thought him as a drug addicted person. He was afraid o f this type of comments and became 

irritated. Moreover, the patient did have a fear of suffocation in lift, traffic jam and in any 

closed space. He also could not climb more than first floor of a building. He felt worry that he 

would fall down and die if he went to roof or side of a high ridge building, over bridge or 

flyover. The patient was also afraid o f police, police car or van. He thought that police may 

arrest and beat him. He also mentioned that if police arrests and pick him up in police van 

then he will die automatically. Moreover, people will think him as a bad person and they will 

not respect and obey him. If police arrests him, he will loss his entire social support. Mr. “B l” 

added that he was afraid of sound, even mobile ring tone used to irritate him. He reported that 

his wife talked in loud voice which made him irritated because people will think her bad 

woman which is embarrassing to him. He had another fear of being bad to his wife, family 

and society due to extramarital relationship with his sister-in-law. He also mentioned that he 

always feel worry that if his wife came to know about that affair she might divorce him. 

Moreover, he wanted to forget the relationship with his sister-in-low but he could not. He 

expected that she would marry none but continue the love relationship with him. If she marry 

another person he could not live. The patient also reported that he always suspects that his 

sister-in-law might have love relationship with other boys which made him angry, frustrated 

and nervous as well. Whenever he gets or hears any news about relationship of her he become 

nervous and thinks that she should not maintain any other relation except him, she should not 

ignore his love towards her etc. This type of thinking made him angry, depressed and he could 

not behave normally. As he has fear of being caught to others so he does not want to face that 

type of incidence that made him angry and depressed.

Developing history:

Client’s problem of worry and nervousness was developed gradually by the incidence of 

several unwanted situations. He started his occupation as a car driver and he had some bad 

experiences during five years of his driving such as giving illegal money to the police. 

During that time, he always scared of police and thought to fall in danger; police might arrest
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^  him due to violating the rules etc. Though most of the driver violated many traffic rules but he

became more scared and worried seeing the police. Once he stopped driving and started to do 

business. Among the business community, he aiwrays tried to be evaluated as a good man. 

One day some people came to his business center for taking money illegally from him and 

there was a chaos for the incidence. From that incidence he feel worry, anxious and nervous 

whenever he see crowd in their area. Moreover, if he hears some people are gathering and 

gossiping in front of his shop, he become so nervous and thinks that he is going to fall in 

danger again. He had another traumatic experience seven years back. He was waiting for a 

journey in a bus with his mother to go to their village home. It was ten minutes left to start the 

bus and he got down from the bus to buy a bottle of water. After coming back he saw that the

^  bus had gone. He became so nervous and got into another bus to follow the previous bus but

he could not catch the bus. At last he went to their village home but did not find his mother 

there. Then he phoned in their home at town and heard that his mother did not travel that bus 

and she went back to home with the help of a man. That incidence made him traumatized and 

after that he felt anxiety to travel in bus. The client stated that he always wants to be a good 

man but situation does not permit him. As for example, he liked a girl who was his friend’s 

younger sister. He had good understanding with that family also. But his friend’s mother 

requested him to marry his friend’s sister. He could not refuse the proposal and marred his 

fi'iend’s sister about three years back. After marriage he was not satisfied with his wife’s 

behavior. She talked in loud voice and did not perform house hold choirs properly. These 

made him irritated and he gossiped most of the time with his sister-in-law rather than his wife. 

Gradually, a love relation was developed between them. For that relation he always fell scare 

and guilty also and for which he developed several bodily symptoms as well. Every where he 

sees some danger for which he could not concentrate in any activities.

Control-2:

Mr. “B2” was a 37 years old businessman. He was drawn as the control sample of case-2(B I). 

In the above four (2.1-2.4) scenarios his cognitions were assessed by thought listing. In the 

first scenario he stated, “i am very afraid and try to know the reason, I think that someone has 

stolen in my shop or somebody has come for robbery in the shop or there is an accident in 

front of my shop.” He also said, “due to these thinking I may be more anxious, my heart bit
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will be increased etc.” In the second scenario Mr. "‘B2” said, “1 feel afraid to ride on lift 

because it may fall down, I also feel afraid to ride on roof of the high ridge building because I 

think that I will fall from the roof.” In the third scenario he stated, “I will feel nothing 

because it is normal to moving the police van hear and there and there is no reason to think 

any others.” In the fourth scenario the man mentioned, “I will feel pain because 1 have love 

relation with her but she is going to be wife of others, he also said, I’ll have to accept it easily 

because o f my family.
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^  Case report-3

Problem description:

Mr. “C l” a 42 years old male respondent who was suffering from panic disorder for one 

month. He had frequent panic attack, sleep disturbance, fear of death, fear of losing control 

over body, severe headache, irritation, guilt feeling etc. for which he was leading a 

disharmonious and unhappy life. Those problems were hampering his daily life functioning 

such occupational activity, family and marital life, social activity etc. which were escalating 

his sufferings. The client reported that when he got into a bus without his close relatives or 

well-known person he thought that he might get ill by collapsing his breathing and will die. 

He mentioned that when he thought that type of thinking he felt chest pain and headache, loss 

o f energy and loosing his control over himself. In those situations he thought that he could not 

reach his house and he is going to be seriously ill and die, his family member will not even 

find his dead body. He added that he felt serious pain during the panic attack but after a 

couple of minutes he became free from that attack but felt very tired. He felt panic attack at 

his home also but the severity is low and his wife gave him courage and tried to normalize 

him. During night he could not sleep well though his wife reported that he slept at night. ITie 

client mentioned that he did not feel fresh at morning rather he felt tired for which he could 

not perform well at his office. At office he had a good reputation and credibility even six 

month ago but now he forgot about ditlerent file frequently and became anxious that he will 

be embarrassed by other colleagues. He also reported that currently he avoided going outside

r -
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alone due to fear of being attacked. He always searched for colleagues for going to office and 

return back to home.
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Developing history:

The client brought un in a chaotic family environment. His father married three w'omen who 

had different family setup. Client’s mother was second in number. He had three brothers and 

two sisters among them one sister was mentally disturbed due to her marital conflict. The 

client lived with his wife and three children in a city. He married a woman with lower 

education level 15 years back but his wife could not teach their children well for which he felt 

that he had done wrong by marrying that woman. The client developed in a religious family 

and he had Madrasha background education. He usually practiced the rules and regulation of 

Islamic life style until his professional life. During professional life he could not control his 

demand and usually compare with colleagues from salary perspective. He reported that his 

colleagues usually earn a lot violating their job rules and regulation. Due to comparing with 

other colleagues, he felt that he should also earn some extra money beyond his monthly 

salary. Then he decided that he would take two or three thousand black money from different 

clients they usually dealt, l ^ t  ten years he was taking money from different clients in this 

way. He reported that though he earned in an illegal way he always felt conflict with that. For 

last five years he had been suffering from pain in his leg .During these periods he had suffered 

a lot for one year and he stopped his illegal earning from then. He visited different renowned 

doctors for his problem of pain but he was cured by consulting a junior doctor who said him 

that he had no problem and it would be cured automatically. That doctor also told him that 

due to earning money he (D) was writing some vitamin tablet but his problem will 

automatically be cured. After that treatment his pain was moved and he started illegal earning 

again. But sometimes he felt his pain still then. For last one year his job position was changed 

in the same location and after that his pain in leg, tension, guilt feeling, worry etc. became 

stronger. In the mean time, he had developed sleep disturbance for which he was not satisfied 

with sleeping. He usually thought that if he could not sleep well, he would not be able to do 

his regular activities properly for which he will be humiliated by other colleges. For the sleep 

disturbances he visited a number of physicians but significant improvement was not achieved. 

f-- He started to think that he had problem in his brain for which he could not sleep. And the

Dhaka University Institutional Repository



problem occurred due to his sin. Therefore, he felt guilty for his misdeeds of earning illegal 

money. One month ago of his coming for psychiatric treatment he was going back to home 

from his office by public bus. On the way, he suddenly thought that possibly he was going to 

be seriously ill and he could not reach home. On that situation, he faced the first panic attack 

and the following day he had got another panic attack. Gradually his panic attack problem 

expanded in different situations. Whenever he goes outside alone he thought that the problem 

may occur for which he tries to manage a partner everywhere. But he could not manage 

partner every time for which his life functioning was greatly hampered. Therefore he came for 

psychiatric treatment.

C ontrol-3:

Mr. “C2” was a 45 years old married man who had been servicing in private sector. He was 

drawn as a control sample for case-3 (Cl). He had no psychiatric history and clinical level of 

anxiety and depression. The above four (3.1-3.4) scenarios were used to assess his cognition. 

In the first scenario, he stated that if he could not sleep at night, he would normally feel bad 

and try to sleep by recalling God but no other feelings would come to him. He also 

mentioned, “I think I should sleep properly otherwise my work plan will be hampered, if I 

have some family problem or financial crisis I will think how to solve the problems but I will 

not be upset about those problems.” In the second scenario, he mentioned, “I wil! feel bore if 

I go for long route but usually I feel no problem.” In the third scenario, he stated, “I will feel 

bad for my misdeeds and think that I should not have taken illegal money, possibly I am 

suffering for difTerent problems for my misdeeds.” He also mentioned, “ I will feel afraid 

about my office file because once I took money for each file but now my file may be rejected 

by higher authority.” In the forth scenario, he said, “1 think, when I was young I did not take 

care of my leg properly. Moreover, sometimes I may think that due to my illegal earning my 

pain is not recovered.”

-------------------------------------------------------0-----------------------------------------------------------------
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Case report-4:

Probtcm description:

Mr “D I” a 25 years old young man. He was unmarried and doing M. Ed. Degree in Dhaka. 

He lived tn a govt, hostel. The client reported that he had many problems such as fear of being 

bad to others, fear of losing credibility to others, fear of being humiliated and embarrassed in 

social situation. He thought that his IQ and maturity is less than his peer and colleagues. 

Mr.”D I” also reported that he felt very anxious and become nervous during viva voice for job 

and he thought that he would not get any job in future. The client added that he felt frequent 

thrust and gets tried easily. Moreover, his physical health is deteriorating and he thought that 

he might have any serious disease for which he could not concentrate and do usually wrong in 

^  every important task and decision. He also mentioned that he avoided many situations like

going to marriage or any other parties. Attaining parties seems to be embarrassing because he 

thought that people screened his behavior such as eating, walking etc. and he thought that he 

could not eat, talk with people properly. He also avoided speaking in public situation because 

he became nervous and felt tremor and body shaking. He also fell stuttered during talking in 

public situation and with higher authority. He usually thinks that if he faces those people they 

will understand that his IQ is very low and he has no personality and problem solving ability. 

Whenever he feels the need to talk with higher authority he thought that he is going to fall in 

danger and lose important things. Therefore he did not want to face interview board and also 

thinks that he will never get a good job. He was always scared of being humiliated in public 

places for which he avoided public places and social situation. Moreover, he was afraid of 

bomb attack and chaos in public gathering for which he avoids public gathering such as any 

cultural program, party etc. Mr. S. also added that he could not initiate to talk with an 

unknown person due to fear of being evaluated as a bad and foolish person. Therefore, he 

could not develop and maintain friendship with newly known person. He had also fear 

associated with his family members. As his father died and his mother lived alone with his 

younger sibling so he always thought that his mother and other family members are in any 

problem consequences of which might be very dangerous for their family. One of his younger 

brothers lived in a foreign country and he frequently thought that his brother might be cheated 

by others and can lose all money and fall in danger, nobody will help him in foreign country. 

He had also complained that he could not maintain good relation with others due to throwing
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foolish comments. He thought that his friends and colleagues are more matured and they can 

mange any situation very quickly but he can not do that and he is intellectually 

underdeveloped.

Developing history:

Mr. “D l” was brought up in a family with low socioeconomic status where he always had to 

face financial crisis. After all he was a good student in his class and did good results by hard 

work and taking help from his teachers. After passing SSC examination with good result he 

came to Dhaka to get admission in a good college. But after that he started to face adjustment 

problems with his cliissmates and roommates as well. He thought that no one in Dhaka is 

helpful in making his good result and his decision to come in Dhaka was wrong. He always 

felt stressed and thought that he would not be able to do good result in his HSC exam. He also 

thought that if he could not do good result he will be evaluated as a bad student by his 

villagers. Due to his stress he could not concentrate on his study and finally he got second 

division in HSC exam which was very shocking to him. He tried for the second time but could 

not do good result and after that he got admitted into graduate class but he always felt anxious 

about his carrier and performance. Meanwhile he lost his father for which he had more 

financial crisis. From that time his anxiety become pervasive into different social situation 

and he thought that he would fell into danger for which he would not be able to do anything in 

his life. He also thought that most of his friends are reaching to very good position but he is 

falling behind. After his father’s death he took a job as a teacher in their village school but 

within few months he became very upset and thought that this job will destroy his carrier. So 

he resigned from the job and got admitted into Masters in education (M.Ed.) program in 

Dhaka. But he could not do any activity here with confidence. Even if he wants to talk with 

his classmates for education purpose he feels anxious to tell valueless statement. Moreover 

when he goes to school for practice teaching he could not control classes and thinks that the 

students know better than him.
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Mr. “D2” was a 24 years old control subject for clinical case-4(DI). He was a university 

student and had not psychiatric history. According to Anxiety Scale and Depression Scale, he 
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used for clinical case-4(Dl) were also used to collect his cognitions by thought listing 

technique. In the first scenario, he stated that he will not feel bad because we all face many 

unknown person. If we need to talk with them, we have to create a positive situation to talk. 

He added that if the unknown person is interested to talk with him then he will continue the 

conversation. The person may be busy with other person or with many others thing, so he 

might not be interested to continue with him but hewill try to make him interested on his 

topic. Then if he also wants to talk, they will continue. In the second scenario, he mentioned 

that he had respect for higher authority but nothing is absolute. “1 will not try to be 100% 

perfect in communicating with higher authority, I will try to present any thing as good as 

possible for me and will expect respect from higher authority that they will encourage me. If 

they don’t do it, I will accept it easily because it will not destroy my life and I don’t want to 

think anything that is harmful for me. Besides that I shall have to arrange my life according to 

myself. So, I will try in an alternative way. As for example, I will talk with another authority.” 

In the third scenario, he stated that “to get job in our country is not so easy, so 1 will prepare 

myself before facing interview bt>ard. If the board has any intension to evaluate me 

negatively, they can do it because they are more experienced than me. However, I will try 

another one if 1 relay have need of a job.” In the forth scenario, he told, “Once I felt very bad 

if someone avoided me or did not talk cordially. But now I think it in different manner 

because all people are busy with themselves so sometimes they may not talk to me cordially 

or even avoid me to talk.”

Case report-5:

Problem description:

Mr. “E l” was a 32 years old married man. He was a private job holder. His prevailing 

problem wtis low mood, loneliness and lack of interest in all activities most of the time. He 

reported that he was suffering from these problems intensely for last six month and he thought 

several times for committing suicide along with one attempt by taking sleeping pills. 

Moreover he had late onset sleep disturbance problem, adjustment problem with his family 

members and wife, loss of appetite and weight loss. He had also serious guilt feelings for 

some previous decision and anger problem as well.
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Developing history:

The client was brought up in a middle class family and they had a good reputation in their 
local area. From his childhood he was an average student but he had many friends. After 
graduation he did not continue his study and took a job in a medicine company. After getting 

the job the client got married 6 years back but he had adjustment problem with his parents-in- 

law. He reported that there was good and loving relation with his wife and they had a male 

child. But due to conflicting situation he decided to divorce his wife. He added that during 
conflicting relation with his parents-in-Iaw’s family he became involved in anther love 

relation with a girl and he married second time one year ago followed by divorce with first 

wife. Within six month of second marriage he felt that his first wife loved and cared more 

rather than his second wife. This made him depressed and increased his guilt feeling about his 

' f~  wrong decision to divorcee his first wife. He thought that he had made a sin by divorcing his

first wife. He added that his second wife did not want to live with him in his job placc for 
which he had to live alone most of the time. His second parents-in law accepted him cordially 

but he reported that they always gave preference to Iheir daughter’s decision like unwilling to 
live in the job place. It should be mentioned that the client’s family did not accept his second 

marriage easily and some of their important family members have not accepted yet and they 
did not talk with the client. However the client lived alone in his job place and usually came 
to his wife at the weekend. After week end when he went back to job place at morning he had 

to go sometimes without eating. He stated that his wife is so lazy to leave the bed at morning 
and she did not prepare his breakfast for which he had to go without eating. The client felt too 
much neglected for that incidence and thought that he was responsible for those scenarios 

— because he had done wrong by divorcing his first wife. He also thought that his second wife
did not give him value as her husband and his parents-in-law also did not evaluate him as son. 
These made him depressed and angry. Moreover after six month of second marriage his wife 
started to mistrust about his sexual life. She started to believe that the client was maintaining 

another relationship either with his first wife or with another one. Though he assured her 
several times but she started to misbehave with him continuously on that issue and her 
behavior made the client so stressed, angry and frustrated as well. One day a sister of his 
colleague phoned him over his mobile for which his wife broke his mobile phone and scolded 
him a lot. He thought that there was meaning of his life so he decided to commit suicide by 
taking enough sleeping pills and he did so. His neighbors admitted him in the hospital and the 

y- authority referred him for psychiatric services.
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^  Control-5:

Mr. “E2” was a 33 years old married man. He was drawn as a control sample of case-5(EI) 

and he had not psychiatric history. His cognitions were assessed by thought listing using the 

above four (5.1-5.4) problems scenarios. In the first scenario, he said, “1 feel very bad and 

think that all wives are bad, I will divorce the second wife as well and never marry because no 

wife will believe me.” He added, “I will be depressed also because my first wife has gone and 

if second wife also goes then I have to live alone for the rest of my life.” In the second 

scenario, Mr. E2 stated, “If I can not live with my wife I will drop the job and live with my 

family, moreover, if I can not live with my wife my sleep problem will be increased.” In the 

third scenario, he told, “It was my responsibility to prepare myself for office. Moreover, I am 

habituated to prepare food so J will not feel bad.” In the forth scenario, he mentioned, “I have 

married for my betterment so she must go with me in my job place otherwise I will definitely 

feel bad.”

-----------------------------------0------------------------------------

Case report-6:

Problem description:

Ms. “FI” was a 24 years old unmarried Muslim girl. She had been suffering from depression 

for six month. She was an honors student in Dhaka and came from upper middle class family. 

Her prevailing problems were lack of confidence, lack of interest in activity; indecisiveness; 

disturb relationship with boy friends and class friends. She had also lack of concentration and 

serious dissatisfaction with academic performance. She also stated that she had sleep 

disturbances and also had bad dreams during sleep. The client added that she could not 

achieve the goal of her parents and she is a failure person. She had an affair with her friend 

but she could not maintain it successfully and in future she will not be happy in life. Therefore 

she was scared with her future life. She believes that she does not have any good qualities and 

she k>oks unattractive and her personality is not impressive. Therefore nobody will like her to 

marry. She added that if she wants to develop friendship with her classmates and roommates 

she felt shame and low because she thought that they will came to know about her past history 

of affair and educational records. The client reported that her boy friend was a bad boy and he

/ -  took alcohol and drugs but she did not know about it. She felt scared that if her classmates
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camc to know it they will evaluate her as a bad girl and worst student. Therefore she always 

avoids to talk with other girls and live alone most of the time in her room. The client also 

mentioned that she was confused with her boy friend. Their relationship started from school 

life and they were very good friend and liked each other. The client stated that she looks 

unattractive for which thought that her boy friend possibly did not like her with his heart. She 

added that she was confused because her boy friend usually said that he liked her very much. 

During college life they had a quarrel for mistrust and the relationship was broken. After that 

they did not communicate with each other for four years. During those periods the boy 

developed friendship with higher class boys and started to abuse alcohol and drugs. One year 

ago they communicated with each other with the help of some school friends and they agreed 

to reestablish their affair. But within few months the boy started to misbehave with her and 

they quarrel several times. The client stated that if her parents came to know about the relation 

they will never accept it and give her marriage forcefully ignoring her feeling. She thought 

that her parents did not love her and they could not understand her feeling. Therefore she felt 

scared and could not understand what to do.

Deveiopiag history;

The client was the first child of her parents and she had only one younger brother. Her 

parents and brother lived in a district town, out side Dhaka. Due to transferable job of her 

father she had to change her school and college several times. From her childhood she was an 

average grade student but she stated that if her parents sat beside her during study she could 

understand and learn her lesson quickly. She also stated that her parents usually did not give 

her time during study but she wanted it very much. During her school life her mother did not 

go to her school even in the parent’s day but her friend’s mothers usually came at school with 

her friends that gave her pain. She thought that her mother did not like and love her for which 

she did not give her much time. She also thought that as she is a girl so her mother did not like 

her. On the other hand her mother took care of her younger brother very much. She added that 

her mother went to school of her brother during his school age. Moreover in the S.S.C. 

examination she passed with C-grade but her expectation was to achieve minimum A-grade. 

Her family also expected so. She mentioned that due to bad result she had to drop and sit for 

the examination second time. In second time she achieved A-grade. Those incidences made
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her self-esteem lower. Moreover her mother told her that they did not expect the result from 

her so bad and her father had to face embracing situation for her bad results. However in 

college education the client did not have any interest to study in science group but she had to 

do for parent’s satisfaction. In H.S.C examination she had very g(»d preparation but due to 

illness before examination she did bad results and achieved F-grade. This made her very 

fhistrated and she decided to shift Into arts group from science. For this reason she dropped 

another two years from her education life. It was harder to accept but she did it for better 

result. And at last she achieved A-grade in her H.S.C exam and got admitted for graduation.

Control-6:

Ms. “F2” was a 24 years old control subject for clinical case-6 (FI). She was a university 

student and had no psychiatric history. According to Anxiety Scale and Depression Scale she 

had no clinical level of anxiety and depression. The above four (6 .1-6.4) problem scenarios 

used for clinical case-6(F 1) were also used to collect her cognitions by thought listing method. 

In the first scenario, she stated that she feels bad, depressed and thinks that her boy friend 

should inform her that he did not like and love her. She also told, “If he likes another girl he 

should go to her. He has not given value of my love. My study will be hampered and I will 

not be able to concentrate in my regular activities due to those thinking. I will go to my 

parents because without my parents support 1 will not get satisfaction in that situation.” In the 

second scenario, she mentioned, “I feel bad and think I will not make friendship with them. 1 

feel uneasy to mix with them because I always had confusion whether they will accept me or 

not. 1 am confused because I am senior to them and age difference must create a gap between 

us. Moreover, I feel that I am bad in study comparative to them. For those thinking even if I 

want to make friendship with my classmates I will not be able to mix with them freely.” In the 

third scenario^ she stated “ 1 feel afraid and sad to tell them because they will not accept my 

relation. And if I don’t say to my parent I will fall in danger in future and my life will be 

destroyed. My education will be greatly hampered. In fourth scenario she stated that she felt 

very bad anger, sad, and also said “I did not have tried enough to do good results for which I 

did bad result again, and in fiiture good result will not occur. As a result I will feel very low 

and my self esteem will be lower and I will not be able to concentrate on my studies.
>  ------------------------0----------------------------
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Case repoii-7:

Problem description:

Ms. “G l” was a 20 years old unmarried female respondent. She came from a lower middle 

class family and was an honors student. She had one elder sister and all of her family 

members were religious minded. She was suffering from Obsessive Compulsive Disorder 

(OCD) for last one year. She stated that she had been suffering from feeling of discomfort 

with dirt for about three years but it was not hampering her life functioning. But since last 

year she could not maintain her daily life ftinctioning for which everybody became annoyed 

and angry with her. The client reported that she had fear of being dirty by street, drain and 

dustbin dirt’s. If she had a doubt of dirt she had to wash her oma, hand bag etc anywhere she 

felt dirt. She could not take a bath with stored water in bucket. More over she had to spend 

more than one hour for bathing for which family members scold her. She felt that she could 

come out from bathroom easily but as she had to wash everything in the bathroom before 

taking a bath so she took longer time to bath. She could not tolerate guests from village 

because she thought that they carried dirt under their shoes. If village people came to their 

house she felt irritated and wanted to wash everywhere they sat or walk in the room. The 

client added that due to fear of dirt, she consciously avoided to go to college. She thought that 

if she goes out side, her dresses will be dirty with the contact of dustbin and drain and she will 

have to wash everything. The client also said that it was painful to wash everything so she 

tried to avoid dustbin, drain and bathroom. To avoid bathroom she took very little water and 

food for which her health status was becoming worse. She also stated that she could not sleep 

alone in her bed. Two years ago she saw a film name “Koborer Ajab” and after that she felt 

scare to sleep alone. Due to washing problems the relationship with her mother and sister is 

becoming bad which made her more scared. She thought that without support of her mother 

and sister it is not possible to maintain her life.
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Developing history:

The client was brought up in a religious family but she was very hyperactive in nature in her 

childhood. She played more than studying her school lessons time but her result was 

comparatively good. The client stated that her washing problems developed gradually. In her
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childhood she was forced to be clean, wash etc. When the client read in class four she fell in a 

dirty drain during playing with her peers but that incidence did not create any discomfort 

within her. After S.S.C examination she started to feel irritation with dirt and her washing was 

increasing also. For last one year her problems became worst and pervasive to everywhere. 

She thought that there are urine and stool in drain and dust bin which are very dirty. 

Everywhere in the road there might be dirt so she felt irritated to go out side home. In home 

she felt irritated also whenever she has to go to bathroom because she thought that bathroom 

is a very dirty place. Therefore she has to wash everything in the bathroom before taking a 

bath. She stated that she feel relaxed for two/three hour after taking a bath. But rest of the 

time she felt bad and could not concentrate on her daily life activities and study.

Control-7:

Ms. “G2” was drawn as the control sample of case-7(Gl). She was 20 years old and had no 

psychiatric history. Her cognitions were assessed in the above four (7.1-7.4) situations using 

thought listing technique. In the first scenario, she stated, “As there is accommodation 

problem, i may feel little bit bored but my behavior towards them will not be changed and my 

feeling will not be sustainable.” She added that as she did not like village guest so she had to 

sacrifice for everything and she would do it easily.” In the second scenario, G2 said, “ I have 

no problem regarding bathroom inside the home but I feel bad for outside because most of the 

public toilet are dirty.” She added that still she could go in public toilet if it was necessary. In 

the third scenario, she stated that as most of the dustbin in our country spread bad smell so 

she always try to avoid or pass quickly the dustbin. In the fourth scenario, she mentioned, “1 

will feel nothing but if I get bad smell before eating, I will fresh myself otherwise 1 will feel 

like vomiting”.

------------------------------------------------ 0--------------------------------------------------

Case report-8:

Problem description;

Mr. “HI” was a 24 years old unmarried Muslim male respondent. He was suffering from drug 

dependency for two years. He stated that he had abused different types of drug like heroin, 

cannabis etc. that stimulate him a lot to enjoy different situations. He was primarily a social 

addict from his college life but for last years he could not maintain his normal functioning
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without drugs. Every day he had to take drug to remove his withdrawal problems. He could 

not sleep at night without drugs. The client mentioned that he had an adjustment problem with 

his parents that increased his craving lor drug. He added that he hardly communicates with his 

parents at home and most of the time he receives negative feedback from them. In those 

situations he felt alone, angry and urge to take drugs. He had also problem of feeling of 

rejection by his peers and teachers. He always wants to be accepted by others but he felt that 

he might be rejected by others due to his wrong decision. Therefore he always felt scared of 

being rejected by others and could not take decision confidently. He added that due to lack of 

confidence many times he took wrong decision and he felt guilty and angry as well. All of 

these triggered his drug taking behaviors. Mr. “H I” also mentioned that when he interacts 

with others in social situation, he does not feel confidence to initiate the talking. He thought 

that he might say illogical words for which he can lose the acceptance of others in social 

situation. Those situations also forced him to take drugs. He believed that drug increases his 

confidence to communicate with others.

Developing history:
The client came from a higher class family. He was youngest between two siblings but their 

age gap is 15 years. His father was a teacher of Cadet College and he developed in the cadet 

college campus. The client was an ex student of cadet college. He reported that he took 

alcohol occasionally from his college life but the amount and frequency was negligible. When 

he got admitted into university he was very regular in his study. He had a love relation with 

one of his classmates. In first year examination he obtained good result but his girl friend 

could not do well for which she blamed the client and gradually the relation was dismissed. 

After that the client started to believe that there is no need to maintain good relationship with 

girls and like many other boys he will also become a negative hero who enjoyed the antisocial 

activities such as having sex with different girls, breaking the social norms etc. He then 

developed friendship with such type of boys who usually tried to be focus of discussion by 

doing antisocial activities such as breaking the rules, disobeying senior students and teachers, 

having sex with multiple girls etc. He stated that he had a tendency to break rules from his 

cadet college life. And it was exciting to him because he got a lot of punishment from the 

senior students for silly mistake. Therefore he got pleasure if he could break the rules silently. 

Many of his teachers also gave him emotional and physical punishment due to minor
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mistakes. So, he usually tried to avoid most of the teachers for personal educational help. He 

thought that his teachers do not like him and he is a bad boy. He also thought that he had no 

need to be good boy and he will do more negative activities rather than positive activities. 

Moreover his father always indicates his negative activates and told him to do good things 

like doing better results, saving money etc. On the other hand, he mentioned so many good 

things about his son to others that made the client confused. The client also mentioned that his 

elder sister usually took care of him more than his parents. Therefore, he had more attachment 

with his sister rather than his parents and he usually share everything with her. When he was 

in class five his sister went away to her husband’s family that made him very sad. Afterwards 

his out going tendency increased for which he got lot of punishment. He told that they had a 

group who enjoyed lot by breaking rules. However, during his university life his desire for 

negative heroism was increased with the contact of his university friends. They would like not 

to read regularly but to do good results in the exam. They usually read a lot taking stimulant 

drugs during the exam and they also arranged different parlies to take drugs and gradually he 

became fully dependent on drugs.

Control-8:

Mr. “H2” was drawn as the control sample of case-8{H I). He was 23 years old and had no 

psychiatric history. His cognitions were assessed in the above four (8 .1-8.4) scenarios used 

for case-8(H I). In the first scenario, he stated, “When 1 was in school I felt angry and thought 

that they did not like me, but now I think that my parents are helping me to solve my 

problems. So, I accept their comments positively.” In the second scenario, Mr. H2 said, “ I am 

dynamic and if someone ask me to follow the traditional rules 1 feel bored and it seems to me 

that they are out of date for which I avoid them”. In the third scenario, he stated, “I primarily 

try to discuss with my friends and then with the teacher if it is necessary”. He added that if he 

knows that the teacher is not collaborative then he himself will proceed with the question. 

Moreover, if there is senior teacher in the exam hall, I will not talk with them because senior 

teachers are unhelpfiil. In the fourth scenario, he said, “If we want to enjoy the situation I’ll 

have to participate in the gossiping but it will depend on my mind. If I feel bad, I will not 

cordially participate,”
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Case report-9:

Problem description:

Ms. “II” was a 23 years old female respondent. She had been suffering from somatoform 

disorder for seven years. She was a student and was brought up in a lower middle class 

family. She had multiple somatic complains for which she could not continue her study and 

other daily life functioning. I ’he client had headache, chest pain, difficulty in berating 

specially feel pain and suffocation, pain in difTerent parts of the body and lack of energy. She 

also added that she did not get pleasure in any activity and preoccupied with fear of being ill 

with serious disease. For last two years, she could not sleep properly and felt very tired also. 

She also mentioned that she had constipation problem and felt gas in her stomach for which 

she could not eat properly and lost her weight. Along with these problems she mentioned that 

she wants to continue her study but she can not concentrate on study and whenever she sits for 

study she becomes preoccupied with her illness and feels problem in her body.

Developing history:

The client lived in a village. She had very good relation with her family members. She had 

one elder sister and two younger brothers also. Her father was a govt, employee and mother 

was a house wife. She was an average student from her childhood. When she was in class six, 

she suffered from frequent diarrhea for which she could not attend school regularly. However, 

subsequently she cured from that problem but her headache problem started from class nine 

and in S.S.C she could not obtain good result. After that different somatic problems were 

developed but no medical treatment cured her completely and she could not continue her 

study in college. Afterwards she took different treatments but she could not come back to 

normal life functioning. Whenever she faced stressful situation like preparing for 

examination, she became ill. She stated that her friends are going to finish their graduation but 

she could not complete her H.S.C. When she thought all these, she feels so upset and stress 

and also thinks that “she is failure in life”, “she will not be able to complete her education and 

to establish in life” etc. She added that some of their relatives and neighbors told that af\er 

marriage her problems will be automatically cured but she thought that the problem will be 

more complex because she will not be able to maintain family and household chores. 

Moreover, she believes that it is not possible to leave her parents’ house. If she goes to other’s
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family they will not understand her problem. Therefore she is scared of marriage. Whenever 

she thinks to live outside their home and family, she became much stressed and her somatic 

complain exacerbate.

Control-9:

Ms. “12” was a 21 years old control sample for case-9(ll). She was a university girl and had 

no psychiatric history. Her cognitions were assessed in the above four (9.1 -9.4) scenarios by 

thought listing method. In the first scenario she stated, “As 1 have a goal and my study will 

help me to achieve that goal so i will feel very good to study regularly.” In the second 

scenario she said, “ I will definitely feel bad because marriage is not solution, I will feel angry 

with them because they should understand my problem. Moreover I will think that I must 

establish myself to face these difficulties. In the third scenario “i2” stated, “It will increase 

my pain and 1 will think that if I can live with my family my problems will be decreased, out 

side home I will not feel relaxed but I have to cope with pain.” In the fourth scenario she 

mentioned, “I will feel normally sorry for the news of accident but if the news is related to my 

close one then my physical problems will be increased.

----------------------------------------------- 0-----------------------------------------------

Case report-10:

Problem description:

Ms. “J l ” was a 25 years old married Muslim woman. She lived with her two children and 

parents in-law. Her husband was living in abroad for last one year. The client was suffering 

fi-om panic disorder without agoraphobia for five months and reported the complain of 

headache, tiredness, loss of appetite, weight loss, sleep disturbance, intense fear of death, 

body shaking, fear of loosing control over body, etc. The client reported that she felt her 

problem most when someone criticized her. She mentioned that being criticized by other is 

similar to death. Therefore, if someone criticizes her, she thought that her life is meaningless 

and she should rather die, everybody is knowing that she is a bad woman etc. these type of 

thinking made her so anxious and depressed also and she developed different somatic 

symptoms.
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Developing history:

The client was brought up in a middle class family and she was the only one daughter of her 

parents. She was good student but she developed an affair with her relatives when she was in 

class eight and they got court marriage which was not accepted by her family. After three 

years of their marriage her family accepted them. However she could not continue her study 

afterwards. Moreover she gave birth of her first child at her 17 years of age. When her first 

child was one year old she had a conflict for silly matter with her parents-in-law and her 

father-in-law beat her. Her husband was only one son of his parents for which he made her 

understood to cope with the situation. Subsequently she had a communication gap with her 

parents-in-law. She stated that they always scold her and criticize her. The client added that as 

she always tries not to do any fault so she had not to face any criticism. But as her parents-in- 

law always criticize her so she was scared of being bad to others. Two years ago her elder 

brother scolded and criticize her and told that she was not taking care of her parents-in-law. 

That incidence made her so upset and she had a serious headache and chest pain. The 

following day she had serious breathing problem and it seemed to her that she was dicing. She 

took treatment from a doctor and her problem disappeared. One year ago her husband went to 

abroad for job and her tension increased a lot. She thought that she will never meet her 

husband and she could not sleep at night properly. Six month ago her husband sent 50 

thousand taka for repairing their house. She was doing so but her mother-in-law told other 

people that she was wasting money by doing fashion but did not give money for their feeding 

and treatment. Other people also told her about that. These made her so tensed and stressed as 

well and she thought that she was becoming bad to others. One night she was trying to sleep 

and suddenly she felt that she was dying by collapsing her breathing. Subsequently she felt 

the same problems in different time for which she felt so tired that she could not work and eat 

properly. She took treatment from doctors and natural healers but was not cured. Finally she 

came for psychiatric treatment.

Control-lO: Ms. “J2” was a 27 years old married woman. She had no psychiatric history and 

had no clinical level of anxiety and depressive feature. She was imaginally exposed to the 

above four (10.1-10.4) scenarios that was used for thought listing of client-IO(Jl) to assess 

her cognition, in the first scenario, she stated, “I feel bad and think, i have done any mistake 

or misbehave for which others are criticizing me.” In the second scenario, “J2” said, “I will
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feel bad and think to take rest.” She added that she will try to understand the reason of 

discomfort and talk to doctor. In the third scenario, she mentioned, “ I feel upset because I 

think that obviously 1 have done some wrong thing.” She added that if her family members 

also criticize her, she will feel hopeless and thinks that she is helpless. In the fourth scenario, 

she said, “It seems to me that if my husband was with me, nobody will criticize me and if I 

remember his memory very frequently, I will feel helpless and alone for which everything 

will be boring.

--------------------------------------------0-----------------------------------------
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DISCUSSION

Maladaptive cognitions have an essential role in the development and maintenance of 

different psychiatric disorders. Therefore, changing maladaptive cognition about different life 

situations is the prime focus in Cognitive Behavior Therapy. Sufficient data about any 

phenomena is essentia! to make it more scientific and to develop different technologies for the 

wellbeing of society. In Bangladeshi cultural perspective very few scientific data are available 

on maladaptive cognitions, schema or core belief etc. This is the first empirical initiative to 

study on cognitive distortion among different psychiatric patients in Bangladesh. Therefore, 

the aim of the current research was to understand the phenomena of cognitive distortion in 

Bangladeshi cultural perspective. For this reason a number of specific objectives such as 

“what are the different types of cognitive distortion present among different psychiatric 

patients? What is the impact of those cognitive distortions on their mental health? What is the 

relationship among cognitive distortion, dysfunctional attitude and general mental health 

status? etc. were set for the current research. To pursue the current research objectives a total 

of 10 clinical and 10 non-clinical samples were purposively drawn into two phases. At first 10 

clinical samples with different psychiatric disorders which are mostly common in Bangladesh, 

were assessed by in-depth interview, Dysftinctional Attitude Scale (DAS) and General Health 

Questionnaire (GHQ-28). By in-depth interview four most problematic scenarios were 

assessed first which were used for thought listing to explore cognitive distortion. All 

situations were different in content. In the second phase, 10 non-clinical samples were 

selected matching the demographic variables of clinical samples but who did not have any 

psychiatric history. Each non-clinical sample was used as control sample for each clinical 

sample and their cognitions were also assessed by thought listing using the same problem 

situations used for the respective clinical sample. DAS and GHQ-28 were also used to assess 

their severity of cognitive distortion and the status of mental health condition. One of the 

prime objectives of this study was lo explore different pattern o f cognitive distortion. By 

conceptual content analysis of qualitative data, collected by in-depth interview, it was found 

that all clinical samples had a number of cognitions which were maladaptive and distorted as 

well. As the scenarios were associated with problem of the respective sample so a number of 

cognitions were elicited when they were imaginally exposed to those situation. Among their
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cognitions different pattern of distorted cognitions were found. As for example a patient with 

depression was exposed to four problem situations and it was found that 27 distorted 

statements (Table-4) were elicited on those situations. Patient with depression had more 

cognitive distortion among different clinical sample. They had minimum 27 and maximum 40 

distorted cognition (Table-4) in their respective four problem scenarios. Research found that 

depressive patient shows greater level of cognitive distortions. In an empirical comparative 

group study it was found that the depressed subjects selected significantly more depressed 

distortions on the Cognitive Bias Questionnaire than did the non-depressed subjects 

(William el al„ 2005).

Once the term cognitive distortion was widely used for depressive patients but the current 

study shows that cognitive distortion is also common among other psychiatric patients. Table- 

4 shows that patients with GAD, Panic, OCD, drug dependency and somatoform disorder also 

had higher level o f cognitive distortion which ranged from 16 to 37 distorted statements in 

their respective four problem scenarios. Pattern of cognitive distortion varies according to 

diagnosis. Among all the patterns of cognitive distortion it was found that magnification and 

minimization pattern was reported the most and all or nothing pattern was least. All or 

nothing pattern (eg,, /  have even no quality to get love o f  a man) was found mostly among 

depressive patient and magnification pattern (eg., 1 will be seriously ill and die i f  I  can 7 sleep) 

was mostly found among different types of anxiety patients. In the current study there were 

more sample with anxiety disorder and they had more cognitive distortion o f magnification 

and minimization therefore, the total frequency of magnification and minimization was higher 

than other cognitive distortions among clinical sample. The most significant cognitive 

distortion among the depressive patients was personalization (eg., I  have destroyed our family 

reputation by second marriage) and jumping to conclusion (eg., My life will be end with 

dissatisfaction). In another study in Bangladesh it was found that overgeneralization and 

Jumping to conclusion were the most frequent CD among patients with major depression 

(Hossian, Deeba and Begum,2008). Among the patient with Generalized Anxiety Disorder 

magnification-minimizalion and overgeneralization were found the most significant cognitive 

distortion. Literature suggests that GAD patients hold Catastrophizing, Arbitrary Inference, 

Personalization, Selective Abstraction, Overgeneralization, Dichotomous Thinking, and 

Labeling type of cognitive distortion, (Meek.2009). Patients with panic and somatoform
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disorder had the most significant cognitive distortion of magnification-minimization and 

jumping to conclusion. Different studies (eg.,Casey et a!., 2004) also show that panic patients 

had Catastrophic misinterpretation of their bodily sensation. Patients with somatoform 

disorder hold mostly the catastrophising, dichotomous thinking and selective abstraction types 

of cognitive distortion (Wells, 2004) which were also significantly found in the current study 

except dichotomous thinking or black and white thinking. The current client with somatoform 

disorder got higher attention from her family members due to her illness and it might be the 

reason of showing no distortion in black and white thinking. Moreover, this distortion usually 

found when the person feels more depression. But the current case had a good family support 

to prevent and heal her depression. Among OCD patients it was found that overgeneralization 

and magnification-minimization were most significant cognitive distortion (Table-5). 

Literature suggest that All or nothing" thinking are common in OCD, Gorbis (2008). Another 

research indicates that tendency to Overvalue of dangerousness and disastrous consequences 

if the ritual is not performed are found among OCD patients (Foa & Kozak, 1986). In a 

Bangladeshi study overgeneralization and emotional reasoning was found as the most 

frequent cognitive distortion among OCD patients (Uddin et al.,2008). Patient with drug 

dependency had more cognitive distortion in overgeneralization and jumping to conclusion 

category. Previous study indicates that Levels of cognitive distortion among drug user is 

comparable with depressed people (Chabon & Robins, 1986). Depressive patients in the 

current study also had high level of jumping to conclusion and overgeneralization (Table-5). 

On the other hand cognitive distortions among non-clinical sample in the same problem 

scenarios were found but at a lesser degree. A total of 0 to 8 distorted statements were found 

among different non-clinical sample. The highest rate of distorted statement was found in the 

should statement category and no distorted statement was found in all or nothing, mental 

filtering and disqualifying the positive category. Emotional reasoning, jumping to conclusion 

and labeling-mislabeling were also present in a higher rate but significantly lower than 

clinical sample. Analysis of results show that average number of cognitive distortion among 

clinical sample was significantly higher than that of non-clinical sample (Fig-12). Literature 

also says that we all experience cognitive distortions to some extent but people with anxiety 

and depression tend to experience greater and more frequent distortions (Sykes, 2008). 

Table-6  and Fig-14 indicate that the qualitative findings of cognitive distortion contradict
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little bit with the measurement of dysftinctional attitude scale. Literature and psychometric 

properties of dysftinctional attitude scale stated that higher score in DAS indicates higher 

cognitive distortion and the score above 120 indicates the clinical level of dysfunctional 

attitude having higher level of cognitive distortion. But in the current study Table-6 shows 

that 100% of clinical sample scored above 120 and 90% of the non-clinical sample also 

scored in clinical level. Though there is a significant difference between the average score of 

DAS but most of the non-clinical sample along with ail clinical samples had clinical level of 

dysfunctional attitude which is alarming, rhough the People having no clinical feature of 

psychiatric illness were drawn for control sample but the assessment shows that they have 

cognitive vulnerability that might contribute to develop different psychiatric problem. As for 

example one non-clinical respondent rated the highest score in item-8 of DAS that describe “I 

should be able to please everybody”. As the person strongly believe this hypothesis so she 

will always try to make all people satisfied which is not possible practically. Because 

satisfaction depends on many things and it is rational that each people will be conscious about 

their own satisfaction showing respect to others. Although the above mentioned person had no 

psychiatric problem and had very few cognitive distortions she might be predicted as a 

vulnerable case in any stressful situation. Moreover, as the problem scenarios used in thought 

listing were taken from clinical sample which might not be representative of the non-clinical 

sample. For which non-clinical sample shows little cognitive distortion because people 

usually perceive any pattern by assimilating with their own schema. ITie rate of cognitive 

distortion might be higher if the original scenarios of their own life were used for thought 

listing. However, as the current study focused on exploration and the qualitative assessment 

on a small number o f sample it is not possible to generalize the findings. But it can be 

assumed that many people in the current cultural perspective have dysfunctional attitudes that 

might make them vulnerable for developing psychiatric disorder such as depression, anxiety 

etc.

It was also aimed to know the impact o f  cognitive distortion on general mental health state. 

From the qualitative data it was found that all clinical samples evaluated the negative thinking 

as bad for themselves but they could not think with out negative thinking. They added that 

due to those type of thinking they can not perform their daily life functioning properly 

because they feel bad due to their unexpected life situations and negative thinking as well. In

U N D E R S T A N D I N G  P A T T E R N S  OF  C O G N I T I V E  D I S T O R T I O N S  80

Dhaka University Institutional Repository



r

a study it was found that high cognitive distortion is associated high functional impairment 

(Alan et al.,1999). In another study it was found that cognitive distortions have significantly 

negative impact on Chinese student’s sense of autonomy and could play the roles of 

psychological defense mechanism (Zhang,2008). Judge and Locke (1992) found that there is a 

strong causal relationship among subjective well-being, job satisfaction and dysfunctional 

thought processes.

In the current study as the samples were neurotic patients who are usually aware of their 

sufferings. They were also aware of the psychosocial reasons of their sufferings. Moreover, 

most of them added that their family members or friends suggested them not to think 

negatively. Therefore, it was found that all clinical samples were aware of the impact of 

negative thinking but they did not have control over their thinking for which they were 

suffering from different problems in different life situations. On the other hand non-clinical 

sample showed mixed answers. Five out of ten respondents mentioned that their thinking in 

the negative situation will be disappeared after leaving the situation. So, they did not feel any 

impact on daily life functioning. Rest of the non-clinical sample mentioned that they feel very 

bad if they think negatively. But most of the non-clinical sample responded that they try to 

avoid negative thinking because it will increase the bad feelings. To see the impact of 

cognitive distortion on general mental health, GHQ-28 was also administered and it was 

found that clinical sample, who had high level of cognitive distortion, had higher GHQ score 

also. High GHQ score indicates high life stress or low mental health state. So, the clinical 

sample had high level of cognitive distortion and high level of stress or low level of mental 

health slate. On the other hand non-clinical sample had low level of cognitive distortion and 

low level of life stress or high level of mental health state. Table-7 and fig-15 indicate that 

most (70%) of the clinical sample had clinical level of stress but none of the non-clinical 

sample had clinical level of stress. GHQ-28 also measures four sub-area of mental health 

(Table-8) and it was found that most of the clinical sample had moderate to severe stress in all 

the four sub-scales. On the other hand very few non-clinical samples had moderate stress and 

no one had severe stress in any sub-scale. Only in social dysfunction sub-scale 30% non- 

clinical sample had moderate stress. Overall finding reveals that the cognitive distortion was 

higher and the status of mental health was lower among clinical sample. On the other hand
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cognitive distortion was lower and the status of mental health was higher among non-clinical 

sample. Therefore, it might be said that there is a negative correlation between cognitive 

distortion and mental health state which indicates that cognitive distortions affect mental 

health negatively. In another study it was found that cognitive distortion and functional 

impairment was reported as highly correlated among medical patients also (Christensen et 

al„l999).

There was another objective to see the relationship between cognitive distortion and general 

mental health status. It was found that clinical sample had high frequency of cognitive 

distortion, high level of dysfunctional attitude and high level of GHQ score or low level of 

mental health state. On the other hand non-clinical sample had low frequency of cognitive 

distortion, and comparatively lower score on dysfunctional attitude and lower score on 

General Health Questionnaire (GHQ) or higher level of mental health state (TabIe-9 and Fig- 

17, 18). Therefore, it can be predicted that there is a relationship between cognitive distortion 

and mental health. In a study it was found that DAs were significantly correlated with levels 

of depression and anxiety at intake and at 12 weeks; in addition, changes in DAs were 

significantly correlated with changes in depression and anxiety during treatment (Burns and 

Spangler, 2001).

In the current study it was also found that clinical sample had higher scores on different sub- 

scaie of GHQ-28 than non-clinical sample (Fig-19). It was also evident from the Fig-20 that 

both clinical and non-clinical sample were almost similar, considering the demographic 

variable but there were significant differences in the frequency o f cognitive distortion, 

dysfunctional attitude and general mental health state between the groups. Though the DAS 

score of non-clinical sample was lower than clinical sample but they also had clinical level of 

dysfunctional attitude like clinical sample, fhe difference between two groups can be 

described fi'om other clinical perspective such as general mental health state and the 

frequency of cognitive distortion. As the non-clinical group of sample had no clinical level of 

anxiety, depression and they did not have any psychiatric history so they might have better 

coping strategies. Therefore, the negative automatic distorted cognitions were not in activated 

state and it may help them to feel better. If people can feel better they can perceive most of
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the situations in an optimistic way which make them motivated to achieve their goal. On the 

other hand if people can see different phenomena in a positive way they can feel better as 

well. After all, the non-clinical group of sample was in good mood for which they did not 

show many cognitive distortions but still they had maladaptive schema and dysfunctional 

attitude according to the scale score for which they had vulnerability to feel worse by 

activating those schema and cognitive distortion when they will face unwanted and 

unfavorable situations in their lives. Previous research also indicates that there are specific 

association with dysfunctional schema or/and cognitive distortion and psychopathology 

(Leung and Poon, 2001) It should also be mentioned about the cognitive coping strategies of 

the sample. The clinical sample mentioned that they could not control their negative 

automatic thinking but half of the non-clinical sample told that they could resolve their 

problems and control the negative thinking for which they did not feel bad for a long time 

when they face difficult situations. Therefore, it can be said that if the sample had cognitive 

control over their thinking they could avoid psychiatric illness and maintain happy and 

productive life. But it can not be claimed from the current study that cognitive distortion 

causes mental health problems or mental health problem causes cognitive distortions. It can 

be claimed that if people can perceive any situation in an adaptive and practical way then it is 

possible to feel better and to avoid mental health problem.

To see the development o f cognitive distortion the childhood experiences and other 

developmental histories were analyzed to see the contributing factors of developing cognitive 

distortion. It was found that all clinical sample had different life experiences behind their 

distorted cognitions. Two of them mentioned the critical incidence after which their 

psychological problems and distorted perception were developed but the rest of the clinical 

sample mentioned a number of life experiences which made them to think in a pattern that 

creates negative feelings within their mind. As for example a clinical sample stated that his 

parents and some of his teachers evaluated him negatively which were very painful to him. 

Those experiences lead him to think that his teachers and parents do not love him and he can 

lose their support for silly mistake. Research shows that negative parenting and negative life 

events are corresponded with higher levels of depressive cognitions, whereas positive 

parenting is corresponded with lower levels of depressive cognitions (Bruce et al.,2006). In
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the current research these types of incidences were experienced by six out of ten clinical 

samples. Previous study also suggest that emotional maltreatment, parents' typical feedback 

styles, and parents' dysfunctional attitudes regarding their offspring contribute to develop 

maladaptive cognitive patterns (Oliver et al.,2007).
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L i m i t a t i o n s  o f  t h i s  r e s e a r c h :

• We know generalization is the essence of science. But the current research has

limitation in respect of global generalization. Cognitive distortion is a vast issue in the 

world of science. But in Bangladesh this is the first initiative to study with CD. 

Therefore, the aim of this was to understand the general picture of CD among 

Bangladeshi sample. The current research focused on some general questions among 

different psychiatric disorders. So, there was no representative sample from any 

disorder.

• The current study found the relationship between CD and mental health but it is not

possible to calculate and predict the causal relationship from this findings.

• The current study did not cover all research questions related to cognitive distortions

because there was a time limit for the current research. Moreover as it was a 

qualitative study so diverse group of sample were studied here. But many specific 

questions related to specific disorders were not included here.

• The scenarios used for thought listing were not representative and common for all 

sample. To develop representative scenarios is very time consuming but there was a 

time limitation for which it was not possible to develop representative scenarios. 

Moreover, the psychometric instruments (DAS and GHQ) used in the current study 

were not developed in Bangladesh. Therefore, the findings of these instruments might 

not be free from bias due to cultural variation.
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R e c o m m e n d a t  i o n s  :

• No research design is 100% perfect. Therefore knowledge gained in any research is 

not out of bias but repeated conduction of a research can promote more perfect 

knowledge. As the current research was the first initiative in Bangladeshi perspective 

and it was a small sample study so further study should be conducted on this 

phenomenon with large number of sample. The study could be replicated by same 

design and with random sampling to increase the strength of knowledge found in the 

current study.

• Research questions such as what is the relationship between parenting style and 

cognitive distortion? Are there any relationship between cognitive distortion and 

intelligence? What is the causal relationship between cognitive distortion and 

psychopathology? All these questions should be studied to understand the cognitive 

distortions more comprehensively.

• DitTerent research focusing on specific disorder should be conducted to gain more 

knowledge on different disorders.

. Different challenging situations are common in human life. Therefore, development 

of every child should be promoted in a way so that they can accept those challenges 

easily. To prevent and minimize CD, scientific knowledge about life should be 

promoted within community

• Clinical Psychologists (CP) should be employed in different govt, and non-govt, 

organizations so that they can help people to learn how to think in an adaptive way to 

promote positive living. Moreover, Clinical Psychologists should be engaged to 

design different programs to improve the mental health status of the community.
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____________________________ APPENDlX-1_________________________

Guideline to assess CD

U N D E R S T A N D I N G  P A T T E R N S  OF  C O G N I T I V E  D I S T O R T I O N S 98

Comprehensive assessment {problems, onset, duration, severity, e t c )

Problem variance (does the problem vary according to situation)

Y N

Problem situation (when does the problem felt more)

Scenarios for thought listing (what fou r situations seem to be most problematic)

Thought listing (what thinking goes on mind in those sitm tions)

Whether it is 
tested or 
matched with 
realitv

Y

1
Cognitive
Distortion

Evaluation of cognition

Whether it is 
helpful

I
Whether most 
others think so

I I
N Y

Whether it is 
consistent with 
demand

in i
Rational
thinking
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APPENDlX-11:

List of problem scenarios and CD 

Cross table of CD for clinical and non-clinical sample; 1

The following four stressfijl scenarios were applied on clinical and non-clinical sample-1 for 

thought listing.

Scenario-1.1: Though I was committed to myself not to have love relation before marriage, 1 

got in love with a man from different religions and the relation is also broken. When I 

remember my commitment I think.........

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in I ’able-I 

Cross table-1 for scenario: 1.1

Clinical sample
■  ■ —  1

1 Non clinical sample

PCD
1
1
1
1
1

FCD
1
1
1
1
1

SCD
1
1
1

PCD
1
1
1
1
1

FCD 1

i

j  SCD
1
1
1
j

AN
1
1
1
1

1 * ■
1
1
1
1

I have lost my everything
!

AN
1
1

1

1i 1 i 1 
j  1

111
1

OVG 11 21
1

None will marry me OVG 1

MF 
—— -------- 1

1
1  .  ■  ■

1 could not be happy in life
L

MF
I — r ; : ; - - - - - - - - - - - - - - - - - - -

1■ 1
\ 1 
1

1

1

JC
relation and i could not show my 

face to others.

PRS I have ruined my family status " T  PRS

Scenario-1.2: I talked over telephone with a hindu boy and fall in love with the boy and he 

did also. But he avoids and denies the relationship as well as me due to religious barrier. This 

makes me thinking.......
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On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Tab!e-2 

Cross table-2 for scenario: 1.2

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

DP 1 I have even no quality to get love 

of a man

DP *

JC I 1 could not comc back to normal 

life again

JC *

SS 1 He should not cheat me SS *
LML 3 Hindu nation is very bad LML ■
PRS I I could not control myself, 1 was in 

wrong

PRS

Scenario-1.3:

After breaking the relationship when my family members suggest to marry another boy and to 

forget that beloved boy it makes me thinking........

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-3 

Cross table-3 for scenario: 1.3

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

AN i I could not love my husband 

completely.

AN

DP I Family members can not understand DP ■
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my pain

JC could not make my husband happy JC

ER I am spoiled so I could not be happy 

in marital life.

ER

SS Family members should evaluate my 

feelings

SS

LML No family members love me LML

PRS myself have burned my forehead PRS

Sceaario-1.4

When ever 1 go to any religious occasion I think.

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Tabfe-4 

Cross table-4 for scenario: 1.4

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG 1 No one is available to stand 

beside me

OVG

MF 2 Religious difference has 

spoiled all my feelings

MF *

ER I If 1 were hindu my dream 

would come to be true

ER 1 Due to religion I did 

not get my love

Cross table of CD for clinical and non-clinical sample: 2
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The following four stressful scenarios were applied on clinical and non-clinical sample-2 for 

thought listing.

scenario-2.1: When I have heard by others that some people are gathering in front my shop or 

if my relatives ask me to meet, I think.........

On the abtJve scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Tabie-5 

Cross table-5 for scenario-2, i ;

Clinicat sample Non clinical sample

AN FCD SCD AN FCD SCD

OVG 1 I will be alone if I can’t 

help the relatives

OVG

JC 2 Someone in the family 

may be in threat

JC ■

MGMN 4 My shop has been 

attacked by criminal

MGM

N

1 Someone has stolen In my 

shop or somebody has 

come for robbery

Scenario-2.2: When [ go upstairs in a building or ride on lift or roof or on crowded bus, 1 

think.........

On the above scenario, a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-6 

Cross table-6 for scenario-2.2;

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

MGMN 3 1 will be closed and die MGMN 1 1 will fall from the 

roof

ER ^ 1 1 couldn’t come out from 

bus if it stuck in jam

ER *
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Scenario-2.3: When I see pt)iice van on my way to road 1 become think.

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-7 

Cross table-7 for scenario-2.3:

CUaical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG will be bad to all if police arrest me. OVG

JC I am going to fall in police hazards. JC

MGMN 1 will die if police get me into police 
van.

MGM
N

ER Police is going to arrest me for some 
reason.

ER

LML Police is very bad people. LML

Scenario-2.4: 1 have extra marital relationship with my sister in law and when her family 

members talk about her marriage anywhere I think.....................

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-8 

Cross table-8 for scenario-2.4:

Clinical sample Non clinical sample
PCD FCD SCD PCD FCD SCD

OVG 5 I will be evaluated as very bad in 
the society and nobody will obey 
me.

OVG

JC 2 Others are knowing my bad side 
from my irritation.

JC *

MGMN 2 My fame and respect will be 
destroyed.

MGMN •

Dhaka University Institutional Repository



U N D E R S T A N D I N G  P A T T E R N S  O F  C O G N I T I V E  D I S T O R T I O N S ] 04

Cross table of CD for clinical and non-clinical sample-3:

The following four stressful scenarios were applied on clinical and non-clinicai sample-3 for 

thought listing.

Scenario-3.1: When I go to bed for sleep but lay down without sleep, I think.

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-9

Cross table-9 for scenario-3.1:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG 1 If i can not sleep my 

breathing problem will occur 

again and again.

OVG

JC 3 If I can not sleep 1 will do 

wrong and others will 

criticize me at office

JC

MGMN 6 I will be seriously ill and die 

if I can’t sleep

MGM

N

ss 1 I shouldn’t made sin by 

taking extra money.

SS 1 I should sleep 

properly otherwise 

my work plan will 

be hampered
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Scenario-3.2: When I climb up public bus alone I think.

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-10 

Cross tablc-10 for scenario-3.2:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

MGMN 4 I will lose control over my body 
and will not be able to arrive at 

the family

MGM
N

Scenario-33: When I remember those scenarios o f taking illegal money from different clients 

or if someone wants to see any official file from me I think....

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-11 

Cross table-11 for scenario-3.3:

Clinical sample Non clinical sample
PCD 1 FCD SCD PCD FCD SCD

JC 3 Due to my sin treatment 
is not working

JC 1 My file may be rejected 
by higher authority

ER 1 1 am sick so I am going 
to do wrong and lose my 
job position.

ER 1 Possibly 1 am suffering for 
different problems for my 
misdeeds

ss SS I I should not have taken 
illegal money

LML 1 I have done illegal action 
by knowing 1 am bad

LML

PRS I I will be responsible for 
any mistake in any file.

PRS
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Scenario-3.4: Sometimes when I feel pain in my leg for which I suffered a lot ten years back, 

1 think..........

On the above scenario a number of cognitive distortions were identified. I’requency of those 

cognitive distortions and some sample statements are presented inTab!e-I2 

Cross table-12 for scenario-3.4:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

JC I have to suffer for whole 

life due to my sin

JC

MGMN My whole body will be 

paralyzed and no

treatment will be

effective.

MGM

N

ER ER Due to my illegal earning 

my pain is not recovered.”

Cross table of CD for clinical and non-clinical sample: 4

The following four stressful scenarios were applied on clinical and non-clinical sample-4 for 

thought listing.

Sscenario-4.1: When I want to talk with an unknown person or among multiple people I 

think.................

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Tab!e-13
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Cross table-13 for scenario-4.1:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

JC 3 They will come to know that my 

IQ is low

JC

MGMN 5 He is more intelligent and smart 

than me

MGMN •

ER 1 I will prove myself as foolish by 

saying illogical words

ER

Scenario“4.2: When I want to initiate to discuss something with higher authority or if I face 

the higher authority 1 think.........

On the abtwe scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-14 

Cross table-14 for scenario-4.2:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG 2 My intellectual development is not 

occurred for which my self­

confidence is very poor.

OVG

DP 1 I have no capacity to impress 

others

DP *

JC 1 1 may say wrong words and they 

will think me as a bad boy.

JC

LML 1 My intelligence is low LML
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Scenario-4.3: When 1 go for facing interview board for any job I think.

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-15 

Cross tabIe-15 for scenario-4.3;

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG 1 I will never get a job OVG

JC 1 Board members think from my answer 

that I am a foolish

JC •

MGMN 1 1 will be asked very hard question MGMN •
ER 1 My head will be jam and 1 will not be 

able to answer easy question

ER

LML 1 I am a low intellect LML ■

Scenario-4.4: When someone known to me does not talk cordially I think.........

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-16 

Cross table-16 for scenario-4.4:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG My insight is low so I fall in danger OVG

JC Others think that 1 am very bad and 

selfish

JC

MGMN everybody can understand other’s mind 

but 1 can’t do N

MGM

PRS Definitely I have some serious mistakes 

for which they are not talking with me.

PRS
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Cross table of CD for clinical and non-clinical sampie:5

The following four stressful scenarios were applied on clinical and non-clinical sanfiple-5 for 

thought listing.

Scenario-5.1: When my wife (2"*̂  marriage) suspects that 1 am maintaining another affair for 

which she scolds, I think.......

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-17 

Cross table-17 for scenario-5.1:

Clinical sample Non clinical sample

PCD FCD SCO PCD FCD SCD

AN 1 Only death can solve my problem AN

OVG 2 I will not be happy in life with my 

second wife

OVG 1 All wife are 

bad

MF My wife is so bad and selfish 

women

MF '

DP 1 1 have no quality to please my wife DP

JC JC 2 No wife will 

believe me.

ss 1 She should not give me false blame SS

LML 1 I am valueless person LML ■
PRS 3 1 have destroy our family reputation 

by second marriage

PRS ■
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Scenario-5.2: At night when I go to bed for sleep alone but can’t sleep, I Think.

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-18 

Cross table-18 for scenario-5.2:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG 3 No one in this world will 

take care of me

OVG

JC 3 My life will be end with 

dissatisfaction

JC

MGMN 2 Due to lack of sleep 1 will be 

sick and die

MGMN

ER ER 1 If I can not live 

with my wife my 

sleep problem will 

be increased

SS 1 My wife should stay with me SS

PRS 1 1 myself have destroyed my 

luck for which she does not 

come to me

PRS

Scenario-5.3; Sometimes when I go to office in the morning at 7 o’clock from my parent’s in 

law’s house without taking breakfast I think...

On the above scenario a number of cognitive distortions were identified, f’requency of those 

cognitive distortions and some sample statements are presented in Table-19
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Cross table-19 for scenario-5.3: 

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

AN My wife never take care of me AN

MF They are insulting me MF

DP am an ignorable person DP

JC 1 am going to be a funny man JC

SS They evaluate me as iheir son SS

LML i have no value as a husband LML

PRS I am atoning for my decision to divorce 

my first wife having a child also.

PRS

Scenario-5.4; When my wife does not agree to go and live with me in my work place I 

think.................

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Tabie-20 

Cross table-20 for scenario-5.4:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

AN No one understands my suffering. AN

OVG She does not obey and respect me OVG

MF Everywhere she disobey my 

decision
MF

DP I have lost love and respect from 
all

DP

MGMN My children will not also obey me 

for my wife.

MGM
N

SS She should obey my decision SS She must go
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w ith  m e in m y  

jo b  p lace

LML 1 My life  is  v a lu e le s s LML •
PRS 6 1 h a v e  d o n e  th e grea test w ro n g  by  

m arrying w ith o u t a cc ep ta n c e  o f  

ou r fa m ily

PRS
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Cross table of CD for clinical and non-clinical sample: 6

The following four stressful scenarios were applied on clinical and non-clinical sample-6 for 

thought listing.

Scenario-6.1: When 1 think or someone else tell me that my boyfriend likes another girl I 

think..............

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Tabie-2l 

Cross tabIe-21 for scenario-6.1:

Clinical sample Non clinical sample
PCD FCD SCD PCD FCD SCD

OVG * OVG 1 He has not given 

value of my love.

JC 1 He will leave me or give pain 

me for whole life.

JC

ER 1 I love him a lot but he does 
not really love me.

ER •

ss
1

1 should have more 
conscious before doing the 
relation.

SS 1 He should inform me 
that he likes another 
girl.

LML 1 All boys are fraud they love 
multiple girls 
simultaneously.

LML

PRS 2 I am not beautiful for which 
he has pain and unhappiness 
by loving me.

PRS *
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Scenario-6.2: If I want to initiate to talk and make friendship with other classmates 1 

think..............

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-22 

Cross table-22 for scenario-6.2:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

AN 1 It is worthless because they will 

not understand me completely

AN

OVG OVG 1 I am bad in study

JC 3 They will know my past 

background and will not give me 

value

JC

ss SS 1 Age difference 

must create a gap 

between us

Scenario-6.3: When I do bad result in any examination ! think.

On the above scenario a number of cognitive distortions were identified. Frequency o f those 

cognitive distortions and some sample statements are presented in Table-23

Cross table-23 for scenario-6.3:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

AN 1 1 could not understand 

anything of my book .

AN

MF 1 All my study is MF -
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meaningless.

DP 2 I have nothing good to 

offer my family.

DP •

JC 1 Parents think that 1 don’t 

study regularly.

JC 1 They will not accept 

my relationship.

MGMN MGM

N

1 If I don’t tell my 

parents I will fall in 

danger and my life 

will be destroyed.

SS 1 I should have studied more 

seriously.

SS

LML 2 I am very bad girl. LML

PRS 3 Parents will be shamed for 

my result.

PRS

Scenario-6.4: when [ think to say my parents about the relationship with my boy friend I 

think.................

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-24 

Cross table-24 for seen aria-6.4:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

AN 2 They don’t love me so our 

relation will not be 

accepted.

AN

MF 1 They have never 

understand my pain.

MF -

DP 1 1 have done nothing good 

for my parents.

DP
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JC 5 1 will be a bad girl to my 

parents.

JC 1 In future good result 

will not be occurred.

MGM

N

3 They will stop my 

education and forcefully 

give marriage anywhere.

MGM

N

ER 3 As 1 am their daughter so 

they will not give any 

value of my feeling.

ER 1 1 did not have tried 

enough for good 

results for which 1 did 

bad result again.

LML 1 Basically I am not 

qualified for love.

LML

Cross table for clinical and non-clinical sample: 7

The following four stressful scenarios were applied on clinical and non-clinical sample-7 for 

thought listing.

Scenario-7.1: if someone comes to visit in our home from village I think.............

On the above scenario a number of cognitive distortions were identified. Frequency o f those 

cognitive distortions and some sample statements are presented in Table-25 

Cross tabIe-25 for scenario-7.]:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG If village people sit in the room 

everything in the house will be dirty.

OVG

MF There are stools under their shoes. MF

JC Everybody will think that 1 am mad. JC

MGMN Everything in the house has to be 

changed. N

MGM

LML Village people are dirty. LML
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Scenario-7.2: When I have to go to bathroom or toilet in our home or anywhere I think.

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented on Table-26 

Cross table-26 for scenario-7,2:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

AN Everything in the bathroom are dirty. A N

OVG If I go to bathroom I could not say my 

prayer.

OVG

MF If I go to bathroom my pain will be 

increased.

MF

MGMN If I go to bathroom I have to be 
scolded and be punished.

MGMN

LML I am unable to come out from 

bathroom quickly.

LML

PRS Suffering of my mother and sister is 
increasing for me.

PRS

Scenario-7.3: if  I have to walk beside the dustbin or the truck of dustbin goes beside me I 

think.........

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-27 

Cross tabIe-27 for scenario-7.3:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG 3 Dirt will be speeded to all of my 

dresses in the house.

OVG ‘

MGMN 4 I will be sick by dustbin dirt. MGMN ■
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Scenario-7.4: When I have to walk beside the drain or cross over the drain 1 think.

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in l ’able-28 

Cross table-28 for scenario-7.4:

Clinical sample Non clinical sample

PCD PCD SCD PCD FCD SCD

> --

OVG 4 1 have to wash everything in the house if 

I cross the drain.

OVG

MGMN I With the contact of drain my dresses 

will be dirty and I will be sick.

MGMN ’

Cross table for clinical and non-clinical sample: 8

ITie following four stressful scenarios were applied on clinical and non-clinical sample-8 for 

thought listing.

Scenario-S.l: When my parents say good things to others about me but they give me negative 

feedback and say to me that 1 have many negative characteristics which should be changed, I 

think........

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-29 

Cross table-29 for scenario-8.1:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG 1 I ’hey know me as a bad boy. OVG •
MF 2 They don’t love me. MF •
DP I Basically I have no good things. DP •
JC 1 Even if 1 quit drug they will not see me JC ■
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positively.

ER If I want get parents’ love I have to 

achieve the top most level.

ER

SS They should not follow double standard 

rules.

SS

LML I am unable to please them. LML

Scenario-8.2; When I see some of my friends and others are very much obedient to social 

rules and regulation I think that they are fraud. And if they advise me to be respectful to 

senior and to obey the social rules and norms, I think.......

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortion and some sample statements are presented in Table-30 

Cross table-30 for scenario-8.2;

Ctioical sample Non clinical sample

PCD FCD sen PCD FCD SCO

OVG If 1 say sorry to others my self­

esteem will be damaged.

OVG

ER I could not show myself 

extraordinarily if 1 behave like 

gentle boy.

ER

SS Everybody should express 

genuine feeling.

SS

LML They are fraud who behave 

gently.

LML They are out 

of date.

Scenario-8.3: My position in our class is comparatively better other but during my

examination if I don’t understand a question and if I want to ask the teacher or my friends to 

remove my confusion, I think....
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On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in rable-31 

Cross table-31 for scenario-8.3:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG 3 I will be valueless to everybody. OVG

JC 3 Others will criticize me and 1 

will lose my leadership

JC

LML • LML 1 Senior teachers 

are unhelpful

Scenario-8.4: My cousins usually make fun to each other and through fun they express their 

feelings and demand to others but if 1 plan to do so, 1 think....

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-32

Cross tabIe-32 for scenario-8.4:

Clinical sample
PCD

OVG

JC

ER

ss

FCD SCD

I will lose my status in the family.

Family will not give value to my 
demands.

If 1 say about my demands I have to 
be insulted.

Others should understand about my 

needs and demands.

Non clinical sample
PCD FCD

OVG

JC

ER

SS

SCD
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Cross table for clinical and non-ctinical sample: 9

The following four stressful scenarios were applied on clinical and non-clinical sample-9 for 

thought listing.

Scenario-9.1: I could not continue my study due to illness but my friends have already 

become four year academically senior to me. Now a day whenever I try to prepare myself for 

the examination, I think.........

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in TabIe-33 

Cross table-33 for scenario-9.1:

Clinical sample Non clinical sample

PCD FC13 SCI) PCD FCD SCD

OVG 1 could not do anything in my life. OVG

MF I am staying behind from all of my 

fi-iends.

MF

JC Everybody thinks that I have no 

ability to study.

JC

MGMN I have problem in my head. MGMN

LML I am a girl with bad iuck. LML

Scenario-9J2; Our relatives and neighbors say that after marriage my illness will be cured. 

When they recommend my marriage, I think........

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-34
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Cross table-34 for scenario-9.2:

Clinical sample Non clinical sample

PCD FCD SCO PCD FCD SCD

OVG 2 1 can not adjust with 

other’s family.

OVG *

MF 1 People are destroying my 

life by humiliating me.

MF

JC 5 People think that I 

intentionally become ill.

JC •

MGMN I 1 will be completely ill 

after marriage.

MGM

N

SS 1 They should not interfere 

in my personal life.

SS 2 They should 

understand my 

problem.

9.3: When t have to stay out side my home or other’s house, I think....

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-35 

Cross table-35 for scenario Scenarto-9.3:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG 1 Nowhere 1 will get support out 

side of my family.

OVG ’

DP 1 I can not help my self when 1 

fee! bad.

DP •

JC • JC I Out side the home I
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will not feel relaxed 

but 1 have to cope 

with pain.”

MGMN 5 If 1 go outside of our family 

problem my problem will be 

increased.

MGM

N

ER 6 if  I stay at our home I will be 

cured.

ER 1 if I can live with my 

family my problems 

will be decreased

LML 2 Doctors can not understand my 

problem.

LML

Scenario-9.4: When I see or hear any news of illness of others, 1 think.

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-36

Cross table-36 for seenario-9.4:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG i Bad news is linked with my 

problems.

OVG

MF 2 Everything will be bad to day. MF ....................

JC 1 Something very bad will also 

occur to my family.

JC

MGMN 3 My pain will also be increased. MGM

N

1 My physical 

problem will 

be increased.
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Cross table for clinical and non-clinical sampte:10

The following four stressful scenarios were applied on clinical and non-clinical sample-10 for 

thought listing.

Scenario-10.1: When my parents-in-Iaw criticize me towards others and they tell me about 

that, I think.........

On the above scenario a number of cognitive distortions were identified. Frequency of those 

cognitive distortions and some sample statements are presented in TabIe-37 

Cross tabIe-37 for scenario-10.1:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

OVG 1 I am becoming bad to 

everybody

OVG •

MF 1 They are trying to 

punish me by others

MF *

DP 2 They are bad parents DP •
SS 1 1 should prove myself as 

good to others

SS *

LML 1 Everybody is against me LML ■
PRS PRS 1 I have done some mistake 

or misbehavior with others 

for which others are 

criticizing me.

$cenario-10.2: Whenever I feel any discomfort in my body, I think.

On the above scenario a number of cognitive distortions were identified. Frequency o f those 

cognitive distortions and some sample statements are presented in Table-38
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Cross table-38 for scenario-10.2:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

MGMN 5 I will die by collapsing my 

breathing

MGMN *

ER \ If 1 stayed with my husband then 

the problem would gone

ER

LML I My life is meaningless LML

Scenario-103: When someone specially my family members say that I am not doing well 

enough for others, I think........

On the above scenario a number of cognitive distortions were identified. Frequency o f those 

cognitive distortions and some sample statements are presented in TabIe-39

Cross table-39 for scenario-10.3:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

AN 1 They always consider me as bad. AN -

OVG 1 1 am totally failure to satisfy 

others.

OVG

SS 1 My family should consider 

everything.

SS

LML 1 I am alone. LML 1 1 am helpless.

PRS PRS 1 1 have done 

some wrong 

thing.
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Scenario-10.4: When I think about my husband or remember husband’s memory, I 

think................

On the above scenario a number of cognitive distortions were Identified. Frequency of those 

cognitive distortions and some sample statements are presented in Table-40 

Cross table-40 for scenario-10.4:

Clinical sample Non clinical sample

PCD FCD SCD PCD FCD SCD

MGMN 1 My husband will also 

misunderstand me

MGMN

ER 1 1 am going to be bad to my 

husband also

ER

LML • LML 2 1 am alone
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APPENDIX-IH:

Dysfunctional Attitude Scale (DAS-Form-A)

...............

..................
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APPENDIX-IV:

General Health Questionnaire(GHQ-28)
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APPENDIX-V:

Data collection format by interviewing

1 .Demographic data:

a)Name:...................................... ; b)Age:.........Y; c)Sex; M/F; .

d)Education:......................... ; e)Occupation:.................... .................... ;

f)Total family income; Tk......................................per month/year.

g)Total family members:........... ; h)Average budget for each member:......... .....Tk/month

(Socioeconomic status: >2000/P=Lower class; 2001-4000/P=lower middle class; 4001- 

6000=Middle class; 600l-8000/P=Upper middle class; 8001 and ahove/P= Higher class)

i)Living area: Village/town/city; (town= thana/ dist.; city= division)

j)Family genogram:

k)Birth order;

l)Educational records;

Topic Guide

Exploring problem related cognitions and different patterns o f  cognitive distortions 

among clients with different psychiatric disorder and normal people (What are your 

problems for which you have come to hospital; what are the triggering situations on which 

you fell your problems; in these situations how do you feel; what are the meaning of these 

situations to you when you face these situations/ how do you interpret or appraise these 

situations; what are the evidences behind your such types o f appraisal)
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1. Problems suffering from

a) Would you tell me your problems for which you are seeking treatment? {probe for 

exploring problems in different functional areas such as eating, sleeping, professional 

activities, interpersonal relationships (eg, family, social etc,)

2. Triggering situations

a) Would you tell me that how you feel when do you face these situations (probe for 

specifying the feelings eg., depressed, anxious, angry, disgust, sad, cry etc.)
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3. Cognitions triggered by the situations

a) You are saying that i n .........Situations you fee l.......Could you now please tell me you

thinking that are passing through your mind just now (probe to explore different 

cognitions and cognitive/perceptual process and attributions which are done by the 

patients to the different triggering situations)

• When you remember that/those incidence and think/preoccupied with these thinking 

how would/did you feel?

• What do you think about the impact of these types of feelings that you feel when you 

are preoccupied with these thinking? / What type of benefit or loss occur to you when 

your mind is preoccupied with these feelings and thinking

To see the Impact o f  CD on client’s problems from  client*s perspective (when you face these 

situations your appraisal are ....! What are the impact of these appraisal on the functional area 

of your life)

1. Problem in functional area

a) What are the functional area in your life where you have to contribute eg,, at 

office, at home, at instruction, within society, within friends and colleagues, within 

family members and relatives etc.
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b) How are you performing in your functional area?

c) Do you think that your functionality is hampering by your current cognitive 

process and how? (probe to explore the impact on different functional area and 

different problem situations)
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Assessing the development o f  CD (when did you experienced such satiations for the first time 

and from when you appraise the situations in this way)

I. Childhood experience

a) Would you please tell me your different experiences during childhood at your home 

(parenting), school, surroundings, ft-iends, relatives etc which are frequently 

remembered in your mind in different situation now a days

b) When you feel your problems and think about you, others and future what previous 

experiences are recalled frequently?

c) Among these experiences which are related to your present suffering

d) When you feel your presenting problems what experiences automatically come to your 

mind?
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_____________ APPENDIX-VI:

Consent form for clinical sample
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f?FC5 ^  Ĉ TQ̂ ît «^[sit3l ’t t w t t  ^  ^  £̂R°s C ^'l^tw T  ^  ^  ^  I
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______________________ APPENDIX-Vll:___________________

Consent form for non-clinical sample
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-51̂  CT, ^  C’Tf‘‘1% ^  ^  ^  ’ftl^ 'tl
^  ^  1 .ilt ^  ^  ^  ^  1

Tfsra «^pit3i iA  i ^  ̂  ̂  1
ncwrtf&c^ ^ s r ^ s i w  

’srr^ (7Rt?i 'SRVtFf ? N w  I ^  c ? n :^
j^ t^ ll '5TOHJ ^?,'“t5j3-H<JS|llf) 'Ŝ ilT I SfRTa ^
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List of Research Assistant

I want to acknowledge the support of my following colleagues who helped me a lot to collect 

data for this research.
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Name Profession

Flasina Khatun Trainee Clinical Psychologist, 9'*’ intake. Dept, of Cpsy. D.U

Md. Shaiful Islam Trainee Clinical Psychologist, 10*'' intake Dept, of Cpsy. D.U

Md Shibly Sadik Trainee Clinical Psychologist, 10* intake Dept, of Cpsy. D.U

Zianur Kabir Trainee Clinical Psychologist, 10*̂  intake Dept, of Cpsy. D.U

Nayma Islam Trainee Clinical Psychologist, i l'^ intake Dept, of Cpsy. D.U

Shaima Siddika Sheme Trainee Clinical Psychologist, 11*'’ intake Dept, of Cpsy. D.U

Mitu Sharmin Trainee Clinical l^sychologist, 1 1^ intake Dept, of Cpsy. D.U

Shahinur Akter Dipu Trainee Psychotherapist, Dept, of Psychiatry, BSMMU

Abu Yousuf Trainee Psychotherapist, Dept, of Psychiatry, BSMMU
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APPENDlX-iX:

Permission l.etter

Date: 06 .03.2008 

To

The director,

National Institute of mental health (NIMH),

Sher-e-Bangla Nagar, Dhaka.

B a n g la d esh .

Subject: Prayer for the pemiission of data collection for M. Phil research.

Sir,

With due respect I beg to state that I am an M. Phil researcher of Dhaka University under the 

supervision of Professor Dr. Roquia Begum, Dept, of Clinical Psychology, University of 

Dhaka. I am going to conduct an exploratory research for the partial fulfillment of my M. Phi! 

degree in clinical psychology. My research title is “Understanding Patterns of Cognitive 

Distortions”. Main objective of this research is to explore different types of cognitive 

distortions among clients with psychological disorder which arc mostly prevalent in 

Bangladesh. I will use clinical interview and different psychometric scale as the instrument 

for this research. For data collection phase of this research I greatly need to have some 

diagnosed patients with psychological disorder from your institute. The period of data 

collection phase may range from two to three months.

In this circumstance I pray and hope that you would be kind enough to grant me permission to 

collect data from diagnosed indoor and/or outdoor patients from your Institute.

Sincerely yours

Md. Shahanur Hossain

M. Phil part-II, Dept, of clinical psychology

University of Dhaka.

Recommended by
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Professor Dr. Roquia Begum

Dept, of Clinical psychology. D.U.
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Date: 06.03.2008 

To

The chairman.

Dept, of Psychiatry,

Bangabondhu Shekh Mujib Medical University (BSMMU).

Dhaica-IOOO

Bangladesh.

Subject: Prayer for the permission of data collection for M. Phil research.

Sir,

With due respect 1 beg to state that 1 am an M. Phil researcher o f Dhaka University under the 

supervision of Professor Dr. Roquia Begum, Dept, of Clinical Psychology, University of 

Dhaka. I am going to conduct an exploratory research for the partial fulfillment of my M. Phil 

degree in clinical psychology. My research title is “Understanding Patterns of Cognitive 

Distortions”. Main objective of this research is to explore different types of cognitive 

distortions among clients with psychological disorder which are mostly prevalent in 

Bangladesh. I will use clinical interview and different psychometric scale as the instrument 

for this research. For data collection phase of this research I greatly need to have some 

diagnosed patients with psychological disorder from your department. The period of data 

collection phase may range from two to three months.

In this circumstance 1 pray and hope that you would be kind enough to grant me permission to 

collect data from diagnosed indoor and/or outdoor patients from your department.

Sincerely yours

Md. Shahanur Hossain

M. Phil part-II, Dept, of clinical psychology

University of Dhaka.

Recommended by
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Professor Dr. Roquia Begum

Dept, of Clinical psychology. D.U.
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