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ABSTRACT
Obsessive-compulsive disorder (OCD) can be a disabling mental condition.
Although research has suggested that OCD can affect occupational, social, and
interpersonal functioning, few research studies have examined the effects of OCD on
romantic relationships. While research has shown that individuals v^th OCD report
lower levels of relationship satisfaction, no research to date has been able to establish a
relationship between OCD symptom severity and relationship satisfaction. The aim of
the current study was to examine romantic relationship functioning in individuals with
OCD. Participants with OCD were recmited from a national conference (N= 64) and
completed measures of OCD symptoms, depressive symptoms, relationship satisfaction,
intimacy, relationship worry, and self-disclosure.
Results suggested that symptoms of OCD can be detrimental to romantic
relationship functioning. Correlations revealed that the severity of obsessions was
negatively associated with intimacy, relationship satisfaction, and self-disclosure. Partial
correlations revealed that the early age of OCD onset was negatively associated with
relationshipfimctioningwhen controUing for the severity of obsessions, sex, and
depressive symptoms. Results from logistic regression showed that the early age of OCD
onset also was a significant predictor of marital status such that individuals who were
diagnosed v^th OCD at an earlier age were less likely to be married. An ANCOVA
revealed that participants who worry about telling their romantic partner about their
obsessions and compulsions disclosed significantly less intimate and personal details
about themselves when controUing for depressive symptoms. Results fî*om stmctural
equation modeling revealed that the severity of compulsions significantly predicted
higher levels of relationship satisfaction. Moreover, intimacy was a significant
moderator in the relationship between the severity of obsessions and relationship
satisfaction such that intimacy buffered the negative effects of obsessions on relationship
satisfaction. Results also indicated that participants who have contamination fears also
worry about becoming contaminated through sexual activity with their romantic partner.

IV

However, the hypothesis that depressive symptoms moderate the relationship between
OCD symptom severity and relationship satisfaction was not supported. The hypothesis
that depressive symptoms moderate the relationship between relationship worry and
relationship satisfaction also was not supported. The clinical implications and future
directions for research are discussed.
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CHAPTERI
INTRODUCTION

Obsessive-compulsive disorder (OCD) can be a disabling mental condition.
Although research has suggested that OCD can affect occupational, social, and
interpersonal functioning, few research studies have examined the effects of OCD on
romantic relationships. The aim of the current research study is to examine how
individuals with OCD ftmction in romantic relationships. The first section considers the
highly comorbid condition of OCD and depression because the relationship between
OCD and depression may have implications for relationship functioning. Next, the
possible associations between OCD and relationship variables are discussed, including
intimacy, self-disclosure, and relationship satisfaction, followed by the hypotheses for
this study.

OCD and Depression
Individuals v^th OCD tend to be at higher risk for developing comorbid Major
Depressive Disorder (MDD). As many as 39% of individuals with OCD meet the
diagnosis of MDD (Demal, Lenz, Mayrhofer, Zapotoczky, & Zitterl, 1993; Pemgi et al.,
1999; Ricciardi & McNalIy, 1995). Research has suggested that individuals v^th OCD
and comorbid depression have more severe OCD symptomatology and a greater need for
treatment than individuals with OCD alone (Demal et al., 1993; Ricciardi & McNally,
1995). Depressed mood seems to directly affect obsessions (Rachman, 1971) by
increasing the frequency of negative intmsive thoughts and making obsessional
symptomatology more severe (Reynolds & Salkovskis, 1991). When depression is
comorbid wdth OCD, individuals spend more time occupied wdth obsessive thoughts,
report higher levels of distress, and demonstrate less control over obsessive thoughts,
which significantly interferes with their work and social functioning (Ricciardi &
McNally, 1995). In contrast to obsessions, compulsions do not appear to be affected by
depressive symptoms (Ricciardi & McNally, 1995). Thus, depressive symptoms increase

obsessions and the inability to control them, which interferes with social functioning.
However, no research has investigated whether comorbid depression significantly
interferes with romantic relationshipfimctioningin individuals with OCD.
Research has revealed that individuals with OCD who have severe levels of
comorbid depression are more treatment resistant than those with nonsevere levels of
depression. Ambramowitz and Foa (2000) found that among clients with OCD and
depression, those who were severely depressed received few benefits from exposure and
response prevention. In contrast, clients with mild to moderate levels of depression
demonstrated significant improvement in their OCD symptomatology. Thus, the finding
that only severe levels of depression attenuates treatment response for OCD suggests that
the relationship between comorbid depression and OCD treatment outcome is nonlinear.
Many studies have assumed a linear relationship between the severity of depression and
the treatment response of OCD and have employed correlation or regression statistics
accordingly. The results of this study help explain the mixed fmdings in these previous
studies (Abramowitz, Franklin, Street, Kozak, & Foa, 2000) and should be considered
when investigating the importance of depression in the relationship between OCD and
relationship variables.
OCD and Intimacv
Intimacy is a multifaceted constmct consisthig of both behaviors and experiences.
An interaction becomes intimate when one shares something personal (Prager, 1995).
Partners may share a touch, self-disclose personal information, or feel warmth and
affection for each other, but would not share these things under impersonal circumstances
(Prager, 1995). Thus, intimate interactions are comprised of both behaviors and
experiences in which something personal is shared, positive feelings are felt, and a
mutual imderstanding is experienced between two people (Prager, 1995). The
accimiulation of multiple intimate interactions is what makes a relationship intimate.
Thus, it is possible for two people tofrequentlyinteract but not to experience intimacy.

Research has suggested that couples who seek therapy for their marital problems
demonstrate lower levels of marital intimacy than nonclinical marital partners (Patton,
1984). However, no research to date has investigated whether OCD affects intimate
functioning. Research has been conducted on the effects of OCD on sexual fimctioning
and sexual satisfaction, which is qualitatively different from sexual intimacy.
Nonetheless, examining the research on OCD and sexual satisfaction will help establish
the framework on which research examining the effects of OCD on intimate fimctioning
can be developed.
Research has suggested that OCD interferes with sexual fimctioning. Up to 60%
of men and women with OCD have reported being sexually dissatisfied with their current
partner (Staebler, Pollard, and Merke, 1993). Other research has suggested that
individuals with OCD are sexually nonsensual, anorgasmic, and avoidant (Aksaray,
Yelken, Kaptanoglu, Oflu, & Ozaltin, 2001). Aksaray et al.'s (2001) study suggested that
developing OCD before establishing sexually intimate relationships may interfere with
the normal leaming process in developing healthy sexual relationships. This may be
especially relevant for those individuals wáth fears of contamination from bodily
secretions because their use of rituals to reduce anxiety prevents them from being
provided wdth contrary evidence. For example, after having sex with a partner, a woman
may wash herself vigorously to prevent contamination. This neutralizing behavior
precludes her from gaining the knowledge that bodily secretions are often harmless and
reinforces her obsessional fears. Notably, Aksaray et al. (2001) found that 78% of the
participants with OCD had obsessional fears of contamination including fear of bodily
secretions and germs. These participants were more sexually nonsensual than individuals
with other obsessional fears. Similarly, Freund and Steketee (1989) found that
individuals wdth OCD who had obsessions about bodily secretions were more likely to
report that their OCD symptoms interfered with their sexual functioning. However, the
type of interference was not clearly defmed. It may be that fears of being contaminated
by bodily secretions prevent individuals from engaging in sexual intercourse or oralgenital sex. Given that the frequency of oral-genital sex is positively associated with

sexual satisfaction, especially for men (Sprecher & Regan, 2000), the possibility that
individuals with contamination fears avoid this activity may be a contributing factor to
their sexual dissatisfaction. In summary, it appears that OCD interferes with sexual
satisfaction, especially for those individuals who have obsessions about being
contaminated by bodily secretions. However, whether these fmdings will generalize to
sexual intimacy and other forms of intimacy has yet to be empirically tested.
OCD may negatively affect one's capacity to be intimate. The research indicating
that individuals with OCD report lower levels of sexual functioning and sexual
satisfaction suggests that they may also have difficulty v^th sexual intimacy. For
example, a man who is disgusted by his wife's bodily secretions during sex may be
xmcomfortable expressing these and other sexual concems to her because he does not
want to hurt her feelings. Moreover, research has revealed that individuals with OCD
conceal their obsessions and compulsions because they fear being rejected, avoided,
feared, and distmsted by others (Nev^h & Rachman, 2001). Thus, it is possible that
individuals v^th OCD have lower levels of intellectual and emotional intimacy because
they are afraid to reveal their innermost thoughts and feelings. This may especially be
tme when their OCD symptoms are about their relationship partner. For example, an
individual with OCD may engage inritualsto prevent harm from coming to his
relationship partner but may fail to disclose his feelings and concems because he is afraid
that his partner will fear or reject him. The high percentage of socially unskiUed
individuals with OCD (i.e., 65%) suggests a negative relationship between the ability to
successfiiUy generate meaningful interpersonal interactions and OCD symptom severity
(Welkowitz et al., 1989). Low levels of social skills may result in a punishing
environment causing the affected individual to avoid social events. Thus, individuals
v^th OCD may also experience reduced levels of social and recreational intimacy
because they socially isolate themselves (Kringlen, 1965; Welkowitz, Bond, & Anderson,
1989). In summary, there is some research suggesting that OCD may affect several areas
of intimacy. Research also has revealed that intimacy is highly associated with both

relationship satisfaction and self-disclosure (Greeff & Malherbe, 2001; Schaefer & Olsen,
1981).
OCD and Self-Disclosure
Self-disclosure is the revealing of intimate, private, or risky information about
oneself including thoughts, feelings, and experiences (Dindia, 1997). Research has
emphasized that self-disclosure is an ongoing behavioral process rather than a trait-Iike
condition, which varies depending on the context and the relationship of the people
involved (Chelune, 1975). Some research studies have demonstrated that women tend to
engage in self-disclosure significantly more than men (Hendrick, 1981; Miller, Berg, &
Argher, 1983). Other research has found that men and women engage in similar levels of
self-disclosure (AntiU, & Cotton, 1987) and that spouses disclose at similar levels
(Levinger & Senn, 1967).
Research has demonstrated a positive association between self-disclosure and
social skills. Chelune, Sultan, & WiIIiams (1980) found that lonely women whose
disclosure pattems varied appropriately to social-situational cues demonstrated increased
levels of social activity, whereas lonely women who demonstrated inappropriate pattems
of disclosure showed decreased levels of social activity. Chelune et al. (1980) concluded
that the lack of social awareness in the latter group led to social isolation via peer
rejection. Thus, it appears that a certain level of social skills is required to ascertain the
appropriate amount of self-disclosure in interpersonal interactions.
Although no research to date has investigated the relationship between OCD and
self-disclosure in romantic relationships, there is some indirect evidence suggesting that
OCD symptoms may cause lower levels of self-disclosure in close relationships. In
general, research has found that couples who are in therapy for marital problems disclose
less to their partner than control couples (Levinger & Senn, 1967). This may provide
some support to the notion that individuals with OCD may limit their self-disclosure
given that many of them have marital difficulties. Moreover, other research has
suggested that individuals with OCD report several reasons for concealing their

obsessions. Examples of these reasons include: (1) that revealing their obsessions v^II
increase the probability that their fears will happen (i.e., thought action flision), (2) that
others will use their obsessions as evidence against them, (3) that people will think they
are crazy, and (4) that it wiU lead to shame and embarrassment (Newth & Rachman,
2001). Thus, it is possible that the reluctance of individuals with OCD to self-disclose
information about their obsessions v^II generalize to other personal information, making
self-disclosure in romantic relationships less likely. Accordingly, Burke, Weir, and
Harrison (1976) found that individuals who could supply reasons for not disclosing
personal information about themselves were more likely to refrain from self-disclosure to
their romantic partner. Thus, because individuals with OCD generate many reasons to
refrain from disclosing their obsessional beliefs (Newth & Rachman, 2001), they also
may be less likely to disclose other personal information to their romantic partner.
Furthermore, research suggests that individuals with OCD have social skill deficits
(Welkowitz et al., 1989), which supports the notion that these individuals will be
reluctant to disclose personal information to their romantic partner, especially since social
skill deficits are negatively related to the frequency of self-disclosure (Chelune, et al.,
1980).
Research has revealed that self-disclosure is both positively and negatively
associated with relationship satisfaction. Much of the research has shovm self-disclosure
to be positively associated with relationship satisfaction (Hendrick, 1981; Meeks,
Hendrick, & Hendrick, 1998). Other research has demonstrated that disclosing both
positive and negative aspects about oneself is positively associated with relationship
satisfaction (AntiU & Cotton, 1987). Levinger and Senn (1967) found that positive selfdisclosure was more strongly related to relationship satisfaction than negative selfdisclosure. Research also has revealed that certain types of self-disclosure can negatively
effect relationship functioning. For example, blaming behaviors and communicating
aversiveness has shown to be negatively associated with relationship satisfaction
(Schumm, Bames, BoUman, Jurich, & Bugaighis, 1986).

OCD and Relationship Satisfaction
Relationship satisfaction has been defmed as the subjective and affective feeling
regarding how individuals "feel" about their relationship (Hendrick 1995; Lewis &
Spanier, 1979). Couples who report being content and happy with their relationship also
report high levels of relationship satisfaction (Hendrick, 1995). Although research has
revealed that OCD symptoms hinder occupational and social functioning (Matsunaga et
al., 1998), relatively few research studies have investigated the effects of OCD on
intimate relationships. Research that has examined the marital status and quality of
individuals with OCD has reported that many of these individuals are not married and
that there is a significant amount of marital distress among those who are married
(Freund & Steketee, 1989; Riggs et al, 1992). Furthermore, Emmelkamp et al. (1990)
found that 52% of married individuals with OCD were experiencing marital distress.
Khanna et al. (1986) found that married individuals reported symptom onset at a later age
than individuals who were not married, suggesting that OCD symptomatology may
interfere with the development of healthy romantic fiinctioning.
Research has suggested that marital status in individuals with OCD is influenced
by a nimiber of factors including gender, age of onset, and symptom severity. A greater
percentage of men with OCD appear to remain unmarried than women (e.g., Freimd &
Steketee, 1989; Kharma et al., 1986; Lo, 1967). Moreover, research has suggested that
men with OCD tend to avoid close relationships whereas women with OCD tend to draw
their partners closer (Matsunaga et al., 2000). However, Kringlen (1965) found that
among individuals with OCD, more women were single than men suggesting other
factors may influence marital status. The age of OCD symptom onset may be one such
factor that has not been thoroughly examined. According to the DSM-FV, men
experience earlier OCD symptom onset (i.e., between ages 6 and 15 years) than women
(i.e., between ages 20 and 29 years), although prevalence rates are equivalent for both
genders. HoUingsworth (1980) found that only 30% of individuals who developed OCD
during childhood were dating by the age of 16 and that these individuals reported
significant problems in their social lives. Of the individuals who were married in Khaima

et al.'s (1986) sample, 72% of the men and 89% of the women experienced symptom
onset after they were married. Thus, for these individuals, the stifling social effects of
OCD did not preclude themfromfíndinga love partner because they did not begin to
experience symptoms of OCD until after they were married. Perhaps the early onset of
OCD hinders the development of the necessary social skills required for acquiring and
maintaining successfiil intimate relationships. These social deficits may cause problems
in future intimate relationships because the skiUs necessary for having successfiil intimate
relationships are never fully developed. Altematively, the OCD symptoms themselves
may cause the affected individual to avoid social situations, preventing individuals with
OCD from meeting potential intimate partners.
OCD symptom severity is another factor that may influence relationship
satisfaction. Ingram (1961) reported that 90% of a sample of men with severe OCD
symptoms were single. Kringlen (1965) found that 40% of individuals with OCD lived
in isolation, avoiding social activities and contact with family and friends. Research also
has demonstrated a reduction in marital distress subsequent to both self-controUed and
partner assisted exposure therapy for OCD symptoms (Emmelkamp & De Lange, 1983).
This finding suggests a negative relationship between OCD symptom severity and marital
satisfaction because couples experienced less marital distress when OCD symptoms were
reduced (Emmelkamp & De Lange, 1983); however, this hypothesis was not directly
tested. Riggs et al. (1992) found a negative relationship between relationship satisfaction
and avoidance of obsessional triggering stimuli. Although the severity of obsessions and
rituals was not related to relationship satisfaction, rater error may have contributed to this
null fmding, as standardized measures of assessment were not used in this study.
Moreover, because the majority of individuals had severe obsessions and compulsions,
the range of OCD symptom severity was restricted and likely attenuated the potential
relationship between OCD symptom severity and relationship satisfaction. Although
MiUer and Davila (2001) found a negative relationship between OCD symptom severity
and relationship satisfaction, this relationship was not significant after partialling out the
variance accoimted for by depression. However, previous research has established that

only severe levels of depression influence OCD treatment outcome (Abramowitz & Foa,
2000). Accordingly, perhaps only severe levels of depression exacerbate OCD symptoms
to the extent that relationship satisfaction is diminished. If this premise is true,
depression would be more accurately conceptualized as a moderator in the relationship
between OCD symptom severity and relationship satisfaction. Along these same lines,
Riggs et al. (1992) tested depression as a mediator in the relationship between OCD
symptom severity and relationship satisfaction. However, in contrast to previous
research that has established a negative relationship between depression and relationship
satisfaction (Culp & Beach, 1998), the relationship between depression and marital
distress was not significant; and therefore, the model could not be adequately tested.
Thus, further research is necessary to understand how depression may impact the
relationship between OCD symptom severity and relationship satisfaction.

Purpose of the Studv
The purpose of this study was to examine romantic functioning in individuals
with OCD in three areas including intimacy, self-disclosure, and relationship satisfaction.
Because depression is highly comorbid with OCD, and has been shown to reduce
relationship satisfaction, its effects on relationship fimctioning in individuals wdth OCD
also were examined.

Hvpotheses
It was hypothesized that:
1. OCD symptom severity would be negatively associated v^th relationship
satisfaction.
2. Depressive symptoms would moderate the relationship between OCD symptom
severity and relationship satisfaction such that individuals v^th OCD who had
severe levels of depressive symptoms would report significantly lower levels of
relationship satisfaction than individuals who had nonsevere or no depressive
symptoms. This model was tested for overall severity of OCD symptoms and for

obsessions alone, given that depressive symptoms has been found to affect
obsessions but not compulsions.
3. There would be a negative relationship between OCD symptom severity and selfdisclosure. Individuals with OCD whose symptoms were about their love partner
or who worried about telling their love partner about their obsessions and
compulsions would demonstrate lower levels of self-disclosure to their love
partner than those who did not.
4. There would be a negative relationship between OCD symptom severity and
intimacy. Moreover, intimacy was predicted to moderate the relationship between
OCD and relationship satisfaction such that individuals v^th OCD who reported
higher levels of intimacy would report higher levels of relationship satisfaction.
5. Individuals with higher levels of contamination fears, especially those regarding
bodily secretions, would be more likely to worry about having sexual intercourse
and oral-genital sex with their partner and would report lower levels of sexual
intimacy than individuals with OCD who did not have contamination fears.
Additionally, individuals who worried about becoming contaminated by having
oral-genital sex but did not worry about becoming contaminated by having sexual
intercourse would report lower levels of sexual intimacy than individuals who did
not worry about becoming contaminated by oral-genital sex and intercourse.
6. The age of OCD symptom onset would be positively related to relationship
functioning such that individuals with an earlier age of onset would report fewer
intimate relationships and would be less likely to be married or in a romantic
relationship. Moreover, individuals with an early age of OCD onset would report
lower relationship satisfaction, would be less intimate, and would report lower
levels of self-disclosure. These relationships were expected to remain significant
after partialling out the variance accounted for by gender differences.
7. The degree of worry about the effect of OCD on romantic relationships would be
negatively related to relationship satisfaction. Moreover, depressive symptoms
would moderate the relationship between worry about the effect of OCD on

10

romantic relationships and relationship satisfaction. Specifically, individuals who
worried about their OCD symptoms affecting their relationship and also were
severely depressed would report less relationship satisfaction than those who were
not severely depressed.

11

CHAPTERII
METHOD
Participants
Participants were recmited at the 10* Annual Conference of the Obsessive
Compulsive Foundatíon in NashviUe, Tennessee, July 25^-27*, 2003. Attendees at the
conference included individuals wdth OCD and their family members, and psychiatrists,
psychologists, and social workers working with individuals with OCD. Participants were
recruited at the conference from a table located in the exhibition area and were given a
clipboard to complete the survey on the conference grounds to ensure their privacy.
Other participants were recmited indirectiy at the conference by asking mental health
workers and family members to ask individuals with OCD to complete the survey
anonymously. A stamped envelope addressed to the principal investigator of this project
was provided to increase the likelihood that the survey would be completed and retumed.
Approximately 450 surveys were either handed out at the conference or mailed to mental
health workers who attended the conference. A total of 88 participants (34 men and 54
women) completed and retumed the survey. Of these, 69 participants (15.3%) retumed
the survey to the researcher at the conference, while 19 participants (4.2%) retumed the
survey by mail. Only participants wtíh a score of 4 or higher on the Obsessing scale of
the Obsessive-Compulsive Inventory-Revised scale were included in the analyses to
ensure they were experiencing clinically signifícant symptoms of OCD. Sixty-four
participants (25 men and 39 women) met this criterion and were included in the fmal
analyses. The ages of participants ranged from 18 to 63 (M= 38.97, SD = 13.22). The
majority of participants were Caucasian (92.2%), v^th others reporting that they are
Hispanic (1.6%). The remaining participants in the sample either reported an ethnic
background other than those listed (3.1%) or did not provide a response (3.1%). Most of
the participants were single; however, a substantial portion of them were married (see
Table 1 on p. 18). Among the participants who were married, 36.8% reported
experiencing divorce or separation. In addition, 25.1%) of participants reported that they
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currentiy were not in a relationship, while 49.2% reported being in their current
relationship for more than 2 years (see Table 2). The length of time participants reported
being in their previous romantic relationship is provided in Table 3, while the number of
previous romantic and sexual relationships are presented in Tables 4 and 5, respectively.
Sixty-one participants (95.3%) reported being diagnosed with OCD in the past, with the
age of diagnosis ranging from 8 to 56 years (M= 27.66, SD = 12.97) and the age of
symptom onset ranging from 3 to 47 years (M= 14.00, SD = 9.35). Fifty-one (79.7%)
participants reported taking medication for their OCD symptoms that have known sexual
side effects as indicated by the Physicians' Desk Reference (2004). With regard to
psychotherapy, 23 (35.9%) participants currently were in individual treatment for their
symptoms of OCD and four (6.3%) were in group therapy. The majority of participants
reported having more than 15 sessions of psychotherapy for their symptoms of OCD (see
Table 6), Although most of the participants reported being in marital therapy in the paist,
the majority of them had fewer than six sessions (see Table 7).

Procedure
Participants who completed the survey at the conference were asked to complete a
consent form (see Appendix D) and to place it in a green box before completing their
survey. Participants who were asked to complete the survey from a mental health
practitioner or family member who attended the conference were not required to give
their informed consent because their information was completely anonymous.
Participants read the instmctions (see Appendix E) and completed the measures of
obsessive-compulsive symptomatology, depressive symptoms, relationship satisfaction,
self-disclosure, £md worry about how their OCD affected their relationships. Upon
completion, participants placed their survey in a blue box labeled "surveys" and were
thanked for their participation. Surveys that were completed and retumed by mail were
coded as such and were analyzed for potential differences from those completed at the
conference. However, no differences were found and they were therefore combined with
the entire data set to increase statistical power.
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Measures
Obsessive-Compulsive Inventorv-Revised (OCI-R: Foa. et al., 2002). The OCI-R
is a self-report instrument designed to measure symptoms of OCD comprising 18 items
rated on a 5-point Likert-type scale. The 18 items form six subscales (i.e., three items per
subscale), which are based on symptoms commonly found in OCD: Washing, Checking,
Ordering, Obsessing, Hoarding, and Neutralizing. Items are rated from Not at all (0) to
Extremely (4). Higher scores indicate greater levels of OCD symptomatology.
Representative items of the OCI-R include "I am upset by unpleasant thoughts that come
into my mind against my wiU." and "I check things more often than necessary." (Items
are reprinted with permission from Edna Foa). The OCI-R has demonstrated good
intemal consistency for the total score (Cronbach's alpha = .81) and for the six subscales
(ranging from .81 to .90). The test-retest reliability for the total score and subscale scores
is excellent (ranging from .74 to .91). A score of 4 or higher on the obsessing subscale
constitutes the clinical cutoff for OCD, yielding 76% specificity. Convergent validity has
been demonstrated by high correlations between the OCI-R total score and the YaleBrown Obsessive-Compulsive Scale (r = .53; Goodman et al., 1989) and the Maudsley
Obsessive-Compulsive Inventory (r = .85; Hodgson & Rachman, 1977). This measure
has shovm excellent discriminant validity, differentiating individuals with OCD from
nonanxious controls, and from individuals with social phobia or posttraumatic stress
disorder. However, it has shown high correlations with the Beck Depression Inventory
(r = .70; Beck, Rush, Shaw, & Emery, 1979), which corresponds to research
demonstrating high comorbidity rates between OCD and depression (Pemgi et al., 1999).
The Center for Epidemiological Studies Depression Scale (CES-D; Radloff
1977). The CES-D is a 20-item self-report instrument designed to measure symptoms of
depression. Four main factors underlie this measure and include positive affect,
depressed affect, retarded activity, and an interpersonal factor (Nezu, Ronan, Meadows,
& McClure, 2000). Responses are rated on a 4-point Likert scale ranging from rarely or
none ofthe time (0) to most ofthe time (3). Scores range from 0 to 60 with higher scores
generally indicating more severe levels of depressive symptoms. Scores ranging from 16
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to 22 kidicate moderate depressive symptoms and scores of 23 and above indicate severe
depressive symptoms. Representative items of the CES-D include "I felt that I could not
shake off the blues even with help." and "I felt depressed." (Items are reprinted with
permission from the National Institute of Mental Health, 5600 Fishers Lane, RockviUe,
MD 20857). The CES-D has demonstrated good intemal consistency (Cronbach's alpha
= .85-.90). Test-retest reliability has been shown to range from .32 to .54, demonstrating
that depressive symptom scores change for many people from one testing session to the
next. Convergent validity for this measure has been demonstrated by moderate
correlations with measures of depression such as the Hamilton Clinician's Rating Scale
(r = .44; Hamilton, 1959) and tiie Raskin Rating Scale (r = 54; Radloff, 1977). This
measure discriminates well between psychiatric inpatients and the general population,
and discriminates moderately well among patient groups whose depression differs in
severity (Nezu et al., 2000).
Relationship Assessment Scale (RAS: Hendrick, 1988). The RAS is a 7-item
self-report instrument that is designed to measure general relationship satisfaction. The
items are rated on a 5-point Likert scale îrompoor (1) to excellent (5). Scores are
determined by totaling across items wdth higher scores indicating higher relationship
satisfaction. Representative items of the RAS include "In general, how satisfied are you
v^th your relationship?" and "How good is your relationship compared to most?" (Items
are reprinted with permission from Susan Hendrick). Intemal consistency is reportedly
good (Cronbach's alpha = .80; Hendrick, Dicke, & Hendrick, 1998), and test-retest
reliability over a 7-week period is also good (r = .85). Hendrick et al. (1998) reported
good convergent validity for this measure, demonstrated by high correlations with the
Kansas Marital Satisfaction Scale (r = .74; Schumm et al, 1986) and the Dyadic
Adjustment Scale (r = .80). This scale also was found to be a significant component of
perceived relationship quality (Fletcher, Simpson, & Thomas, 2000). In addition, the
RAS is effective in discriminating between couples in current relationships from those
who break up (Hendrick, 1988).
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Self-Disclosure Index (SDI: Millen Berg. & Archer. 1983). The SDI is a 10-item
self-report measure that assesses an individual's tendency to self-disclose to a love
partner. Participants rate self-disclosure on a 5-point Likert scalefromstrongly disagree
with statement (1) to strongly agree with statement (5). Scores are determined by totaling
across items, with higher scores indicating higher levels of self-disclosure. Participants
are asked whether they have talked about specific subjects to a love partner including
"My personal habits." and "My deepest feelings." (Items are reprinted v^th permission
from Richard Archer). Intemal consistency is excellent (Coefficient alpha = .87). This
measure has shovra modest correlations with measures of self-consciousness (r = .25) and
sociability (r = .16) and a negative correlation with shyness (r = -.16). No studies
published to date have investigated the test-retest reliability of this instrument.
Personal Assessment of Intimacv in Relationships (PAIR: Schaefer & Olson,
1981). The PAIR is a 36-item self-report measure designed to assess intimacy in
relationships. The 36 items comprise five subscales of intimacy including emotional,
social, sexual, intellectual, and recreational intimacy. Items are rated on a 5-point Likert
scale ranging from strongly disagree (1) to strongly agree (5) with higher scores
reflecting higher levels of intimacy. Representative items of the PAIR include "My
partner listens to me when I need someone to talk to." and "My partner helps me clarify
my thoughts." (Items are reprinted with permission from Life Innovations, P.O. Box 190,
Minneapolis, MN 55440). This measure also includes a conventionality scale to measure
social desirability responding, whichfiinctionsas a validity scale. Split half reliabilities,
intemal consistencies (i.e., estimated by the Spearman-Brown formula), and adjusted
reliabilities to correct for attenuation (i.e., estimated by the Spearman-Brown Prophecy
formula) for the 5 subscales are listed in Table 4 below. Convergent validity has been
demonstrated by high correlations v^th the Waring Intimacy Questionnaire (r = .77;
Schaefer&Olson, 1981).
Negative Relational Expectations Ouestionnaire (NREO: MiUer & Davila. 2001).
The NREQ is a 4-item self-report questionnaire designed to measure the degree of worry
about the effect of OCD on romantic relationships. This measure is comprised of four

16

items in which individuals rate their worry on a 5-point Likert scale ranging from
strongly disagree (1) to strongly agree (5) with higher scores reflecting higher levels of
worry about the effect of OCD on one's romantic relationship. Representative items of
the NREQ include "I worry that romantic partners won't understand my OCD
symptoms." and "I worry that my OCD will have a negative impact on my romantic
partner's life." (Items are reprinted with permission from Joaime Davila). Intemal
consistency for the NREQ is good (Cronbach's alpha = .85).
OCD Relationship Ouestionnaire (OCD-RO: see Appendix F). The OCD-RQ is a
5-item self-report questionnaire specifically designed for this study that inquires about
contamination concems regarding sex, worry about disclosing obsessions or compulsions
to one's partner, and whether obsessions or compulsions are about one's love partner.
Since these questions have not been used in previous research, no reliability information
is available.
A demographic questionnaire (see Appendix G) also weis administered in addition
to the above measures. Participants were asked to indicate their sex, age, ethnicity, their
age of OCD onset, current treatment modality, current medications for treating OCD,
marital status, length of current relationship, number of past romantic relationships, living
arrangements v^th partner, and their sexual desire for their partner.
An open-ended question (see Appendix H) was included in this survey to elicit
qualitative information about the participant's thoughts about OCD and about
relationships. It was expected that responses would provide information useful in
designingfiitureresearch.
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Table 2. The length of time participants reported being in their current romantic
relationship.

Lengthoftime : in currentrelationship

Nimiber of
Participants
Percent

Not in a
relationship

0-6
months

6-12
months

12-24
months

More than
24 months

16

8

5

3

31

25.4

12.7

7.9

4.8

49.2

N = 63

19

Table 3. The length of time participants reported being in their previous romantic
relationship.

]Lengthoftime

Number of
Participants
Percent

in previous romantic relationship

No previous
relationship

0-6
months

6-12
months

12-24
months

More than
24 months

6

13

10

15

18

9.7

21.0

16.1

24.2

29.0

N = 62

20

Table 4. The number of previous romantic relationships reported by participants.

Number of previous romantic relationships

Number of
Participants
Percent

None

2-4

5-7

8

34

10

12.7

54.0

15.9

N = 63

21

8-10

11 ormore

3.2

14.3

Table 5. The number of sexual relationships reported by participants.

Number of sexual relationships

Number of
Participants
Percent

None

2-4

17

22

27.0

34.9

5-7

8-10

11 or more
12

11.1

N = 63

22

7.9

19.0

Table 6. The number of group or individual psychotherapy sessions reported by
participants for previous treatment of OCD symptoms.

Number of Sessions

Numberof
Participants
Percent

Ô

TS

6^ Ô

fM5

> J

1

3

3

4

52

L6

4J

4J

7,8

8L3

N=63

23

Table 7. The number of marital psychotherapy sessions reported by
participants.

Number of Sessions

Numberof
Participants
Percent

TS

6ÃÔ

M5

>TJ

7

5

3

4

36,8

26J

15,8

2h]_

N=\9

24

Table 8. Split-half consistency, estimated intemal consistency, and intemal consistency
adjusted for attenuation for the PAIR subscales.

Split-Half
Reliability

Estimated Intemal
Consistency

Intemal Consistency
Adjusted for
Attenuation

Emotional

.75

86

.95

Sexual

.77

,87

.95

Social

.71

.83

.94

Intellectual

.70

.82

.93

Recreational

.70

,82

.93

PAIR Subscales
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CHAPTERIII
RESULTS
The intemal consistency of all measures is reported followed by the
intercorrelations among the relationship variables. Next, the associations between
symptoms of OCD, relationship variables, and the age of OCD onset are provided.
Gender differences could not be directly tested because only a small portion of men
responded to the survey. Instead, the associations between OCD, relationship variables,
and the age of OCD onset are given after partialling out the variance accounted for by
gender. Moreover, these same associations also are provided after partialling out the
variance associated with depressive symptoms and various symptoms of OCD. The
results of the models tested conceming the relationships between symptoms of OCD,
depressive symptoms, relationship worry, and relationship satisfaction are presented at
the end of this section. Tables andfiguresare presented at the end of this chapter
(beginning on p. 43).
Data Screening
Prior to conducting statistical analyses, the data were screened for accuracy,
missing values, outliers, and normality. Data was checked for accuracy by proofreading
the original data set from participants' surveys against the computerized data file.
Univariate outliers were screened on all measures including the OCI-R, CES-D, NREQ,
PAIR, SDI, and the RAS using Z scores and histograms. No univariate outliers were
found on any measure using a Z score criterion greater than 3.0 (Tabachnick & Fidell,
2001). Histograms, skewness, and kurtosis were used to screen for normality on all
measures. Attempts to reduce skewness and kurtosis were made on the OCI-R, PAIR,
RAS, and the SDI through data transformations recommended by Tabachnick and Fidell,
(2001), including reflect square root and square root, but they did not result in significant
improvements in normality. Therefore, transformations were not used for data analyses.
Multivariate outliers were screened using Mahalanobis Distance with/? < .001 as the
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criterion for all multivariate analyses (Tabachnick & Fidell, 2001). One multivariate
outlier was detected and deleted from all multivariate analyses. Moreover, participants
with missing values on a questionnaire were excluded from the perspective analyses. The
range, means, and standard deviations of the variables used in this study are presented in
Table 9.

Intemal Consistency of Measures
Intemal consistency analyses were conducted for the OCI-R, PAIR, CES-D,
NREQ, RAS, and the SDI (see Tables 10 to 12). AII subscales and total scales for the
measures demonstrated intemal consistencies above .80, with the exception of the
Obsessing scale (a = .64) of the OCI-R and the Social Intimacy (a = .65) and Sexual
Intimacy scales (a = .74) of the PAIR. Because the intemal consistency for these three
subscales was inadequate, it was expected that associations involving these two variables
woxxld be attenuated (Nunnally & Bemstein, 1994). Therefore, corrections for
attenuation were estimated using an intemal consistency of .90 for these subscales as
recommended by Nurmaliy and Bemstein (1994). These adjustments were not made for
multivariate analyses because software that corrects for attenuation for multivariate
analyses was not available and these procedures were too complex to calculate by hand.

Correlations between Relationship Variables
Correlational analyses were performed between Self-Disclosure, Relationship
Satisfaction, Relationship Worry, and the intimacy subscales from the PAIR to establish
that these variables are related for individuals with OCD (see Table 13). Self-Disclosure
showed significant positive correlations v^th Relationship Satisfaction and all of the
intimacy subscales wtíh the exception of Social Intimacy. Self-Disclosure also showed a
significant negative association with Relationship Worry. Relationship Satisfaction
showed significant positive associations with all of the intimacy subscales and a
significant negative association with Relationship Worry. Relationship Worry showed
significant negative associations with Intellectual Intimacy and Emotional Intimacy. AU
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of the intimacy variables showed positive significant intercorrelations. The above
relationships remained statistically significant after partialling out the variance accounted
for by obsessive and depressive symptomatology with the exception of the relationship
between Self-Disclosure and Sexual Intimacy (see Table 14). Table 15 shows these same
associations after partialling out the variance accounted for by Depressive Symptoms
fi-om the CES-D and the total obsessive-compulsive symptoms from the OCI-R. AU of
the significant relationships remained significant, with the exception of the relationship
between Self-Disclosure and Sexual Intimacy.

Correlations between Obsessive-Compulsive Svmptoms
and Relationship Variables
Correlational analyses were performed between the OCI-R scales and
Relationship Satisfaction, Self-Disclosure, Relationship Worry, and the intimacy scales.
Relationship Satisfaction and Self-Disclosure showed significant negative associations
v^th the Obsessing scale from the OCI-R (see Table 16). Relationship Satisfaction also
showed a significant positive association with the Neutralizing scale from the OCI-R. AU
of the intimacy scales from the PAIR showed significant negative associations with the
Obsessing scale, including intellectual, recreational, emotional, social, and sexual forms
of intimacy (see Table 17). Notably, a significant positive association was revealed
between the Neutralizing scale of the OCI-R and Recreational Intimacy.

Does the Content of Obsessions and Compulsions affect Self-Disclosure?
The data were analyzed in two ways to test whether the content of obsessions and
compulsions affects self-discloser. Participants were placed into one of two groups for
both analyses depending on the content of their obsessions and compulsions. In the first
analysis, one group (« = 15) comprised individuals who reported worrying about telling
their love partner about their obsessions or compulsions and the other group (n = 34)
consisted of individuals who did not. In the second analysis, one group (n = \5)
consisted of individuals reporting that their obsessions or compulsions were about their
love partner and the other group (n = 31) consisted of individuals who denied that their
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obsessions or compulsions were about their love partner. In both analyses, Levene's test
for equal variance was not significant (p > .05), suggesting that the variances for each
group were not significantly different. Participants who reported worrying about telling
their love partner about their obsessions or compulsions had significantly lower levels of
Self-Disclosure, / (45) = 3.41, p < .01. An ANCOVA showed that these lower levels of
Self-Disclosure in individuals who worry about telling their love partner about their
obsessions or compulsions were evident even after partialling out the variance associated
with Depressive Symptoms, F (2,43) = 4.87, p < .05. Subsequently, a correlation was
performed to examine whether worry about disclosing obsessions to one's romantic
partner was associated with Self-Disclosure. Notably, worry about disclosing obsessions
or compulsions to one's partner showed a significant negative correlation with SelfDisclosure (r = -.59,p < .01), which remained significant after partialling out the
variance associated v^th Depressive Symptoms (r = -.57,/? < .01). In contrast,
participants who reported that their obsessions or compulsions were about their love
partner did not significantly differ on reported levels of Self-Disclosure, t (47) = .82,
p > .05. Moreover, the degree to which one's obsessions or compulsions were about
one's love partner was not significantly associated with Self-Disclosure (r = -.16,
p > .05). In summary, worry about telling one's romantic partner about one's obsessions
and compulsions was negatively associated with Self-Disclosure, whereas obsessions and
compulsions that were about one's romantic partner were not.

Partial Correlations between Obsessive-Compulsive Svmptoms
and Relationship Variables Controlling for Depressive Svmptoms
Previous research has suggested that associations between obsessive-compulsive
disorder and relationship variables are not significant after partialling out the variance
accounted for by depression (MiUer & Davila, 2001), suggesting that depression may
better account for the variance in relationship variables than symptoms of OCD. To test
whether symptoms of OCD accoimted for the variance in relationship variables over and
above the variance accounted for by symptoms of depression, partial correlations were
conducted between the OCI-R scales and relationship variables after partialling out the
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variance accounted for by Depressive Symptoms. A significant partial correlation
indicates that the particular variable analyzed from the OCI-R scale accounts for the
variance in Relationship Satisfaction over and above the variance explained by
Depressive Symptoms. Table 18 shows the partial correlations between the OCI-R scales
and the relationship variables. The positive association between Relationship
Satisfaction and Neutralizing remained significant (see Table 16). Notably, Relatíonship
Satisfaction and Washing now showed a significant positive association, and
Relationship Satisfaction and Self-Disclosure were no longer significantly associated
váûi Obsessing. Table 19 provides the partial correlations between the OCI-R scales and
the intimacy scales from the PAIR after partialling out the variance accounted for by
Depressive Symptoms. Significant partial correlations indicate that the OCI-R scale
included in the analysis explains the variance in the respective intimacy variable beyond
what is accounted for by Depressive Symptoms. The original significant negative
associations (see Table 17) between Obsessing and Intellectual Intimacy, Recreational
Intimacy, and Sexual Intimacy remained significant. Moreover, the positive relationship
between Neutralizing and Recreational Intimacy also remamed significant. Notably,
Neutralizing now was positively associated v^th Emotional Intimacy and Social
Intimacy, and Washing now showed a significant positive association v^th Emotional
Intimacy. This finding suggests that Depressive Symptoms suppressed the latter two
relationships, since the original correlation between these variables were not significant.

Associations between Obsessive-Compulsive Disorder and Sexualitv
Table 20 shows the associations between responses to four questions designed for
this study and the OCI-R scales and Sexual Desire. These associations were attenuated
due to restriction in range because most of the participants (i.e., between 86% and 92%)
reported that they worry about becoming contaminated by their partner through sexual
contact to some degree. Nonetheless, Question 1, "I worry about having intercourse with
my partner because I am afraid that I wiU become contaminated by his/her bodily fluids,"
showed significant positive associations with Obsessing and Washing. Question 2,
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"I worry about having oral/genital sex with my partner because I am afraid that I vnll
become contaminated by his/her bodily fluids," showed a significant positive associatíon
with Washing. Questíon 3, "I insist that my partner must wash his/her genitals
thoroughly before we have sexual intercourse," was positively associated v^th Obsessing
and the OCI-R Total scale. Questíon 4, "I insist that my partner must wash his/her
genitals thoroughly before we have oral/genital sex," showed significant poshive
associatíons with Obsessing, Washing, Hoarding, Ordering, Checking, and the OCI-R
Total scale. Notably, Sexual desire was not associated with any of the questíons
regarding fears of sexual contamination.
The associations between sexual desire for one's partner and symptoms of OCD
from the OCI-R are given in Table 21. Sexual Desire showed a significant positive
association M th Washing, which remained significant after partialling out the variance
associated with Depressive Symptoms. Sexual Desire was not significantly associated
with any of the other scales from the OCI-R. Correlations also were performed between
Sexual Desire and the age of OCD onset. Notably, Sexual Desire showed significant
negative associations vnth the age at which individuals reported being diagnosed with
OCD (r = -.38,/? < .05) and the age at which individuals reported experiencing their first
symptom of OCD (r = -32, p < .05).
Associations between Age of Obsessive-Compulsive Disorder
Onset, OCD Svmptom Severitv. and Relationship Variables
In order to examine whether the age of OCD onset was related to success in
maintaining intimate relationships, correlational analyses were performed between the
length of time in current and previous relationships and the age at which individuals
reported being diagnosed with OCD (Age of OCD Diagnosis) and the age at which
individuals reported experiencing their first OCD symptom (Age of OCD Symptom
Onset; see Table 22). Notably, the length of time in one's current relationship showed
significant positive associations with Age of OCD Diagnosis and Age of OCD Symptom
Onset. Thus, participants who experienced OCD at a later age reported staying in
relationships longer. The length of time participants were in their previous relationships
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and the number of relatíonships were not associated with Age of OCD Diagnosis or Age
of OCD Symptom Onset. However, it is unclear whether the number of relatíonships are
related to OCD onset because errors were made in the questíons regarding the number of
romantíc relatíonships (i.e., participants were unable to report having only one previous
relatíonship; see Appendix M on page 173). With regard to obsessive-compulsive
symptoms and the longevity of relatíonships, Washing was the only symptom that
showed a significant negative associatíon with the length of tíme in participants' current
relationship (see Table 23).
To examine the effect that age of OCD onset has on different forms of intimacy,
correlations were performed between the intimacy variables and Age of OCD Diagnosis
and Age of Symptom Onset (see Table 24). Age of OCD Diagnosis showed significant
negative associations v^th Intellectual Intimacy, Recreational Intimacy, Emotional
Intimacy, and Sexual Intimacy. In contrast, Age of OCD Symptom Onset was not
significantly associated with any of the intimacy variables. To ensure that the variance
accounted for by Age of OCD Diagnosis and Age of OCD Symptom Onset in the
intimacy variables was not better accounted for by the severity of obsessions or the
overall nimiber of obsessive-compulsive symptoms, these analyses were repeated
separately after partialling out the variance accounted for by the severity of obsessions
and by the total number of obsessive-compulsive symptoms from the OCI-R. Table 25
shows the relationships between the intimacy variables and Age of OCD Diagnosis and
Age of OCD Symptom Onset after partialling out the variance accounted for by the
severity of obsessions. The significant associations between Age of OCD Diagnosis and
Intellectual Intimacy, Recreational Intimacy, Emotional Intimacy, and Sexual Intimacy
remained significant. Notably, the relationship between Age of OCD Symptom Onset
and Sexual Intimacy now was significant. Thisfindingsuggests that the severity of
obsessions suppressed this significant association because these two variables were not
significant when the original correlation was performed (see Table 24). Table 26 shows
the partial correlations between relationship variables and Age of OCD Diagnosis and
Age of OCD Symptom Onset after controUing for the variance accounted for by the total
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number of OCD symptoms from the OCI-R scale. Negative associations remained
significant between Age of OCD Diagnosis and Intellectual Intimacy, and between Age
of OCD Diagnosis and Recreational Intimacy. Notably, the association between Age of
OCD Diagnosis and Sexual Intimacy no longer was significant. However, the association
between Age of OCD Symptom Onset and Sexual Intimacy remained significant.
Table 27 shows partial correlations between Age of OCD Diagnosis and Age of
OCD Symptom Onset with the intimacy variables, Self-Disclosure, Relationship
Satisfaction, and Relationship Worry after partialling out the variance associated with the
sex of the participants. Significant negative associations remained significant between
Age of OCD Diagnosis and Intellectual Inthnacy, Recreational Intimacy, and Sexual
Intimacy, and the negative association between Age of OCD Symptom Onset and Sexual
Intimacy now was significant. However, the association between Age of OCD Diagnosis
and Emotional Intimacy no longer was significant. These analyses were run again after
partialling out the variance accounted for by sex, depressive symptoms, and the severity
of obsessions (see Table 28). Intellectual Intimacy, Recreational Intimacy, Emotional
Intimacy, and Sexual Intimacy again maintained significant negative associations vnth
Age of OCD Diagnosis, and Sexual Intimacy showed a significant negative association
with Age of OCD Symptom Onset.
Logistic Regression: Predicting Marital Status
A logistic regression analysis was performed using marital status as the dependent
variable and Age of OCD Diagnosis as the predictor variable using SPSS logistic
regression. Four of the 64 cases were deleted from the analysis due to missing values.
Standardized residuals identified two multivariate outliers that were deleted from the
analysis because their absolute Z scores were greater than 3.0. Fifty-eight cases were
included in the final analysis. A test of the model against a constant-only model was
statistically reliable, ^(\.N=^

58) = 34.10,;? < .001, indicating that Age of OCD

Diagnosis reliably predicted marital status. Age of OCD Diagnosis accounted for 60.0%
of the variance in marital status (Nagelkerke's B? = .60). Prediction success was good.
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with 85.3% of unmarried participants and 79.2% of married participants correctiy
classified. Participants who were predicted to be single reported that they were
diagnosed with OCD between the ages of 8 to 27 years (M= 17.91, SD = 5.22), while
participants who were predicted to be married reported that they were diagnosed with
OCD between the ages of 29.00 to 56.00 years (M= 39.94, SD = 6.88). In additíon, Age
of OCD Diagnosis showed a strong positive association with the predicted probability of
being married (r = .98, p < .01) such that participants who were diagnosed with OCD at
an older age have a higher probability of being married than participants who were
diagnosed with OCD at a younger age (see Figure 1). Table 29 shows the regression
coefficient, Wald chi-square, odds ratío, and 95% confidence intervals for the odds ratío
for Age of OCD Diagnosis. The odds ratio indicates that for each year earlier individuals
were diagnosed with OCD, they were, on average, 19% less likely to be married.
A second logistic analysis was performed to test whether the Age of OCD
Symptom Onset would be a significant predictor for marital status. Three of the 64 cases
were deleted due to missing values and no multivariate outliers were detected. The
hypothesized model was statistically different from the constant only model,
X^ (1, A^= 61) = 9.52,p < .01, indicating that Age of OCD Symptom Onset reliably
predicted marital status. However, Age of OCD Symptom Onset accounted for only 18%
of the variance in marital status (Nagelkerke's R?= .18). Moreover, prediction success
was poor, with 91.9% of the single participants and only 41.7% of the married
participants correctly classified. Participants who were predicted to be single reported
that their OCD symptoms started between the ages of 3 and 18 years (M= 10.05,
SD = 4.00), while participants who were predicted to be married reported that their OCD
symptoms started between the ages of 19.00 and 47.00 years (M= 27.57, SD = 9.83).
Table 30 shows the regression coefficient, Wald chi-square, odds ratio, and the 95%
confidence interval for the odds ratio for Age of OCD Symptom Onset. The odds ratio
indicates that for each year earlier that individuals were diagnosed with OCD, they were,
on average, 10% less likely to be married.
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Logistic regression also was used to test whether the sex of the participants would
predict marital status. One case was deleted from the analysis due to missing values and
one multivariate outiier was detected and deleted from the analysis because its absolute
Z scores were greater than 3.0. The sex of the participants was not a significant predictor
of marital status, x^ (1, A^= 62) = \J2,p > .05.
In summary, the age in which individuals reported being diagnosed with OCD
was the best predictor of marital status, while the age in which individuals reported
experiencing their first OCD symptoms and the sex of the participants were not effective
predictors of marital status.

Model Testing
The EQS stmctural equation modeling program (Bentler, 1995) was used to test
whether the hypothesized moderator variables were significant. The variables were
centered to reduce problems associated with muIticoUinearity (Tabachnick & Fidell,
2001). All the moderators were tested for significance in two ways. First, the path from
the moderator to the criterion variables was tested for significance. Second, the fiill
model that included the path from the moderator to the criterion was compared to a
model that constrained this path to zero, and the chi-square difference test was used to
test whether deleting the moderator path resulted in significant deterioration in
parsimonious fit. A significant chi-square difference test indicates that the moderator
path makes a significant contribution to parsimonious model fit (Byme, 1994). In
addition, models that included nonsignificant moderators were subjected to simulation
statistics using the bootstrap method to ensure that nuU findings were not the result of
insufficient power due to low sample size. The bootstrap method randomly selects cases
from the existing sample used in the study to create a new sample, calculates the
standardized coefficients for each path between the predictor and criterion variables, and
saves them to a file, After 1000 samples are drawn, the means and confidence intervals
for each path are calculated. A path between a predictor and a criterion is significant if
the lower and upper bounds of the confidence interval does not cross zero (Howell,
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2002). Finally, the results for each model tested in this sectíon are illustrated infiguresin
which rectangles represent measured variables, circles represent latent variables, and "E"
represents error terms.

Model 1: Do Depressive Svmptoms moderate the relatíonship
between tiie severitv of obsessions and Relatíonship Satisfactíon?
To test the hypothesis that Depressive Symptoms moderate the relatíonship
between Obsessing and Relatíonship Satísfactíon, a dummy variable was created to
dichotomize the Depressive Symptoms score from the CES-D total score. This made it
possible to test whether severe versus nonsevere Depressive Symptoms would interact
Mdth Obsessing. If the moderator was significant, individuals reporting severe
Depressive Symptoms would have significantly lower relationship satisfaction compared
to those who do not, for individuals with similar levels of obsessional severity. To test
this hypothesis, scores on the CES-D greater than 22 were assigned values of V% and
scores equal to or less than 22 were assigned values of - V%, for severe and nonsevere
Depressive Symptoms, respectively (Howell, 2002). The interaction between Obsessing
and Depressive Symptoms was used to test the significance of the measured moderator
variable, Obsessing/Depressive Symptoms, by multiplying Obsessing and Depressive
Symptoms (Byme, 1994). Finally, Relationship Satisfaction served as the criterion
variable in the equation using the total score from the RAS.
The hypothesis that Depressive Symptoms moderate the relationship between
Obsessing and Relationship Satisfaction was evaluated in two ways. First, by testing
whether the path from Obsessing/Depressive Symptoms to Relationship Satisfaction was
significant. Second, by comparing the parsimonious fit between thefixllmodel, which
included the Obsessing/Depressive Symptoms interaction term, to one that did not
include the interaction term. Because the data was significantly skewed, p < .01, the
robust maximum likelihood estimation was used because it is robust to violations of
normality (Byme, 1994). Thefiillmodel that included the effects of Obsessing,
Depressive Symptoms, and Obsessing/Depressive Symptoms on Relationship
Satísfaction was a poor fit to the data as indicated by the comparative fit index
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(CFI = .82), The path from Obsessing/Depressive Symptoms to Relationship Satisfactíon
was not significant. The path from Obsessing/Depressive Symptoms to Relationship
Satísfactíon was constrained to zero to test whether deletíng this pathway would resuU in
significant deterioratíon in overall model fit (Bentier, 1995). Resuhs indicated that
omitting the Obsessing/Depressive Symptoms path did not resuU in significant
deterioration of overall parsimonious fit as indicated by the chi-square difference test,
X (l,A^=55) = .15,/?>.05, The final model is illustrated in Figure 2. Higher levels of
Depressive Symptoms was moderately predictive of lower levels of Relationship
Satisfaction (standardized coefficient = -.31, /? < .05), and the severity of obsessions
predicted lower levels of Relationship Satisfaction (standardized coefficient = -.16,
p < .05), although the predictive value was weak in magnitude. The moderator path from
Obsessing/Depressive Symptoms to Relationship Satisfaction was not significant
(standardized coefficient = .01, p > .05).
The bootstrap method was used to retest this model in order to ensure that the
nonsignificant path between Obsessing/Depressive Symptoms was not due to insufficient
power because the sample size was too small. Table 31 shows the means, standard
deviations, and confidence intervals for the standardized coefficients. Although the path
of the moderator variable, Obsessing/Depressive Symptoms was significant, the effect
was negligible (standardized coefficient = -.08, j!? < .05), as was the path between
Depressive Symptoms and Relationship Satisfaction (standardized regression coefificient
= -.06,/? < .05). Moreover, the path between Obsessing and Relationship Satisfaction
was not significant (standardized coefficient = -.19; see Figure 3).
For completeness, the model was rerun using EQS with Depressive Symptoms as
a continuous variable. Depressive Symptoms and Obsessing again were moderate and
weak predictors of Relationship Satisfaction, respectively, and the Obsessing/Depressive
Symptoms moderator variable was not significant (see Figure 4). Moreover, the
Obsessing/Depressive Symptoms interaction term did not significantly improve model fit,
X (1, A'^^ 55) = 1.20,/?>.05. To ensure that the nuUfindingof the Obsessing/Depressive
Symptoms interaction term was not due to insufficient power due to small sample size.
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the bootstrap metiiod was employed. There were 999 successfiil replications and one
replicatíon failed to converge. Notably, the Obsessing/Depressive Symptoms interactíon
term was significant, as indicated by the lower and upper bounds of the confidence
interval not crossing zero (see Table 32). Although higher levels of
Obsessing/Depressive Symptoms were predictíve of lower levels of Relatíonship
Satísfactíon, the predictíve value was weak in magnitude (standardized coefficient = -.18,
/? < .05; see Figure 5). In addition, higher levels of Depressive Symptoms were
moderately predictive of lower levels of Relationship Satisfaction (standardized
coefficient = -.31,/? < .05) and the path from Obsessing to Relationship Satisfaction was
not significant (standardized coefficient = -.19,/? > .05).
In summary, the hypothesis that severe levels of Depressive Symptoms moderate
the relationship between the severity of obsessions and Relationship Satisfaction was not
supported. However, when the severity of Depressive Symptoms was allowed to vary on
a continuiun, the results from the bootstrap method supported the hypothesis that
Depressive Symptoms moderate the relationship between the severity of obsessions and
relationship satisfaction.
Model 2: Do Depressive Svmptoms moderate the relationship
between the severitv of obsessions and Relationship Satisfaction?
Because the severity of obsessions and compulsions showed negative and positive
relationships with the intimacy variables, respectively (see Table 17 and 19), Obsessing
and Compulsions were used as separate predictor variables in the fiill model. Depressive
Symptoms was again used as a dichotomous variable. In addition, Obsessing and
Depressive Symptoms both were used as measured variables, and the
Obsessing/Depressive interaction term was constmcted by multiplying the Obsessing and
Depressive Symptoms variables. Compulsions was constmcted as a latent variable using
the measured variables Washing, Hoarding, Ordering, Checking, and Neutralizing as
indicators. The measured Depressive Symptoms variable was multiplied by the Washing,
Hoarding, Ordering, Checking, and Neutralizing measured variables, respectively, and
each of these terms were used as indicators to constract the Compulsions/Depressive
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Symptoms latent variable. Results of the stmctural equation model are illustrated in
Figure 6. The fiiU model was a good fit to the data (CFI = .99) and accounted for 22% of
the variance (iî =.22). Higher levelsof ObsessingandDepressive Symptoms were
predictive of lower levels of Relationship Satisfaction (standardized coefficients were .24 and -.42, respectively, botii/?s < .05). However, the Obsessing/Depressive interaction
term was not significant (standardized coefficient = -. 14, p > .05). Notably, higher levels
of Compulsions were predictive of higher levels of Relationship Satisfaction
(standardized coefficient = .37,/? < .05). However, the Compulsions/Depressive
Symptoms interaction term was not significant (standardized coefficient = .15,/? > .05).
To ensure that the nuU fmdings of the moderator variables were not due to restricting the
variance in Depressive Symptoms, the same model was run again using Depressive
Symptoms as a continuous variable. The results were similar (see Figure 1), except
Compulsions now was a stronger predictor of Relationship Satisfaction (standardized
coefficient = .56,/? < .05).

Model 3: Does Intimacv moderate the relationship between
Obsessing and Relationship Satisfaction?
The five subscales from the PAIR were used to constmct the Intimacy latent
variable, including Intellectual Intimacy, Recreational Intimacy, Emotional Intimacy,
Social Intimacy, and Sexual Intimacy. Obsessing was used as a measured variable in the
equation. The interaction term was created by multiplying Obsessing with the subscales
from the PAIR, resulting in five interaction terms (Obsessing/Intellectual Intimacy,
Obsessing/Recreational Intimacy, Obsessing/Emotional Intimacy, Obsessing/Social
Intimacy, and Obsessing/Sexual Intimacy). The total score from the RAS served as the
Relationship Satisfaction criterion variable.
The hypothesis that Intimacy is a moderator in the relationship between
Obsessing and Relationship Satisfaction was examined by testing the significance of the
path from the Obsessing/Intimacy latent variable to Relationship Satisfaction, and by
comparing the fit of the fiill model that included the Obsessing/Intimacy interaction term
to a model did not include the interaction term. The full model that included the effects
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of Obsessing, Intimacy, and Obsessing/Intimacy on Relationship Satisfaction fit the data
well (CFI = .97). The path from Obsessing/Intimacy to Relationship Satísfaction was
significant (standardized coefficient = .54,/? < .05). Moreover, the chi-square difference
test between thefiiUmodel and a model in which the pathway from Obsessing/Intímacy
to Relatíonship Satísfaction was constrained to zero revealed thattiiefiiUmodel
significantly improved the fit to the data, x^ (1, N = 50) = 14.68,/? < .05. Therefore, tfie
hypotiiesis tiiat Intimacy is a moderator in the relationship between Obsessing and
Relationship Satisfaction was supported.
ThefiiUmodel is iUustrated in Figure 8 with standardized coefficients. Higher
levels of Obsessing moderately predicted lower relationship satisfaction (standardized
coefficient = -.39,/? < .05). Higher levels of Intimacy showed moderately high predictive
power of greater levels of relationship satisfaction (standardized coefficient = .56,
/? < 05). The Obsessing/Intimacy interaction term also was a strong predictor of
Relationship Satisfaction (standardized coefficient = .54,/? < .05), suggesting that
Intimacy buffers the negative effects of Obsessmg on Relationship Satisfaction.
Model 4: Do Depressive Svmptoms moderate the relationship
between Relationship Worrv and Relationship Satisfaction?
In order to test whether Depressive Symptoms moderate the relationship between
Relationship Worry and Relationship Satisfaction, Relationship Worry, Depressive
Symptoms, and the interaction between Relationship Worry and Depressive Symptoms
(Worry/Depressive Symptoms) were used as predictors of Relationship Satisfaction. The
Relationship Worry total score was used as a measured predictor of Relationship
Satisfaction. For completeness, two models were run, one with Depressive Symptoms as
a dichotomous variable foUowing the same procedures outlined above in Model 1, and
one with Depressive Symptoms as a continuous variable. The dichotomous Depressive
Symptoms variable was used to test whether individuals who reported experiencing
severe Depressive Symptoms experienced significantly less Relationship Satisfaction
than those who did not report severe levels of Depressive Symptoms. Multiplying
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Relationship Worry and Depressive Symptoms created the interaction term Relationship
Worry/Depressive Symptoms.
The hypothesis that Depressive Symptoms moderate the relationship between
Obsessing and Relationship Satisfaction was evaluated by testing the path from
Relationship Worry/Depressive Symptoms to Relationship Satisfaction, and by testing
whether constraining this path to zero would result in significant deterioration of overall
model fit. Relationship Worry and Depressive Symptoms were allowed to covary with
the interaction term because significant correlations were expected between these
variables because they comprised the Worry/Depressive Symptoms interaction term. The
fiiU model fit tiie data well (CFI = .99). However, tiie patii from Relationship
Worry/Depressive Symptoms to Relationship Satisfaction was not significant
(standardized coefificient = -.25,/? > .05; see Figure 9). Moreover, model fit was not
significantly reduced when the path from Relationship Worry/Depressive Symptoms to
Relationship Satisfaction was constrained to zero as indicated by the chi-square
difference test y^ (1, A^= 54) = 1.81,/? > .05. Higher scores on Relationship Worry
strongly predicted lower levels of Relationship Satisfaction (standardized
coefficient = -.50,/? < .05). The dichotomous Depressive Symptoms variable was not
significant (standardized coefficient = -.22,/? < .05). For completeness, the model was
rerun using Depressive Symptoms as a continuous variable. The direct path from
Relationship Worry to Relationship Satisfaction again was the only path that was
significant, and the chi-square difference test also was not significant,
X^ (1, A^= 54) = .88,/? > .05 (see Figure 10).
To insure that the nonsignificance of the Relationship Worry/Depressive
Symptoms interaction term was not due to small sample size, the bootstrap method was
employed. Due to problems v^th multicollinearity, the model including Depressive
Symptoms as a dichotomous variable could not be performed. Therefore, the bootstrap
method was used only for the model that included Depressive Symptoms as a continuous
variable. Table 33 shows the means, standard deviations, and 95% confidence intervals
of the standardized coefficients in the model. Standardized coefficients are significant if
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its lower and upper bounds of the confidence interval do not cross zero. The model is
iUustrated in Figure 11. The Relationship Worry/Depressive Symptoms interaction term
again was not significant. However, higher Relationship Worry was strongly predictive
of lower Relationship Satisfaction (M= -.98). Higher levels of Depressive Symptoms
was moderately predictive of lower levels of Relationship Satisfaction (M= -.35).
In summary, the results of the tests employed in this section did not support the
hypothesis that Depressive Symptoms is a moderator in the relationship between
Relationship Worry and Relationship Satisfaction.
Participants' responses to the open-ended question
At the end of the survey, participants were asked to write about the ways in which
their obsessive-compulsive symptoms have affected their current or past romantic
relationships. Examples of participants' responses were organized into five categories
including the general ways in which OCD has affected participants' romantic
relationships, their sexuality, the secrecy of their obsessions and compulsions, their
developmental delays and social difficulties, and the ways in which romantic partners
have misunderstood their symptoms of OCD (see Figures 12 to 16, respectívely).
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Table 9. Range, means, and standard deviations of the variables included in the study.
Maximum

Mean

Standard
Deviation

4

12

7.50

2.75

64

0

12

3.70

3.63

Hoarding

64

0

12

4.23

3.61

Ordering

64

0

12

4.73

3.77

Checking

64

0

12

4.13

3.41

NeutraHzing

64

0

12

4.13

4.37

OCI-RTotal

64

6

68

28.41

14.34

hitellectual Intimacy

58

6

30

20.36

5.54

Recreational Intimacy

55

9

30

20.36

5.54

Emotional Intimacy

60

6

30

19.67

6.30

Sociai Intimacy

57

8

26

19.59

4.53

Sexual Intimacy

55

9

30

20.31

5.08

Depressive Symptoms

58

7

46

24.05

10.22

Relationship Worry

60

4

20

15.20

4.06

Relationship Satisfaction

61

8

35

23.34

7.52

Self-Disclosure

59

12

50

35.95

10.41

Age of OCD Diagnosis

61

8

56

27.66

12.97

AgeofOCD
Symptom Onset

62

3

47

14.01

9.35

Variable

A^

Obsessing

64

Washing

Minimum
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Table 11. Intemal Consistency of the Personal Assessment of Intimacy in Relationships
(PAIR) scales.

Subscales

Coefficient
Alpha

Intellectual
Intimacy

Recreational
Intimacy

Emotional
Intimacy

Social
Intimacy

Sexual
Intimacy

.84
(n = 58)

.82
(n = 55)

.89
(n = 60)

.65
(n = 57)

.74
(n = 55)
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Table 12. Intemal Consistency of the Center for Epidemiological Studies Depression
Scale (CES-D), the Negative Relational Expectations Questionnaire (NREQ),
the Relationship Satisfaction Scale (RAS), and the Self-Disclosure Index
(SDI).

Scale

Coefficient
Alpha

CES-D

NREQ

RAS

SDI

.85
(n = 58)

.85
(n = 60)

.93
(n = 6l)

.94
(n = 59)
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Table 13. Correlations between Self-Disclosure, Relationship Satisfaction, Relationship
Worry, Intellectual Intimacy, Recreational Intimacy, Emotional Intimacy,
Social Intimacy, and Sexual Intimacy.
Variable

1. SelfDisclosure
2. Relationship
Satisfaction
3. Relationship
Worry

1.00

.60**
(n = 58)

-.44**
(n = 57)

.47**
(n = 55)

.38**
(n =52)

.55**
(n =57)

l^O

-56**
(« = 59)
100

.77**
(« = 57)

.60**
(« = 54)

.86**
(« = 59)

.51**
(n = 56)

.61 **
(« = 54)

-51**
(« = 56)

-22
(« = 53)

-.53**
(« = 58)

-.26
(« = 55)

-.14
(n = 53)

100

.69**
(« = 54)

.85**
(« = 57)

.41**
(« = 56)

.56**
(n = 54)

100

-62**
(« = 55)

.50**
(« = 54)

.64**
(n = 51)

100

-44**
(« = 57)

.52**
(« = 54)

1.00

.44**
(« = 53)

4. Intellectual
Intimacy
5. Recreational
Intimacy
6. Emotional
Intimacy
7. Social
Intimacy
8. Sexual
Intimacy

.17
(n = 55)

.29*
(n = 53)

1.00

*p < .05
**;?<.01
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Table 14. Correlations between Self-Disclosure, Relationship Satisfaction, Reiationship
Worry, Intellectual Intimacy, Recreational Intimacy, Emotional Intimacy,
Social Intimacy, and Sexual Intimacy after partialling out the variance
accounted for by the severity of obsessions and Depressive Symptoms.
Variable

1. SelfDisclosure
2. Relationship
Satisfaction
3. Relationship
Worry

1.00

.60**
(n =49 )

-.42**
(n = 49)

.42**
(n = 47)

.30*
(n = 44)

.54**
(n = 48)

.05
(n = 46)

.20
(n = 45)

1.00

-.54**
(n = 5\)

.74**
(« = 49)

.59**
(n = 46)

.83**
(n = 50)

.46**
(n = 47)

.60**
(n = 46)

1.00

-.49**
(n = 49)

-.22
(n = 46)

-.51**
(n = 50)

-.16
(n = 47)

-.15
(n = 46)

1.00

.66**
(n = 47)

.83**
(n = 49)

.29*
(« = 48)

.52**
(n = 46)

1.00

.63**
(/7 = 47)

.46**
(« = 46)

.58**
(« = 44)

1.00

.35*
(n = 4S)

.53**
(n = 46)

1.00

.44**
(n = 45)

4. Intellectual
Intimacy
5. Recreational
Intimacy
6. Emotional
Intimacy
7. Social
Intimacy
8. Sexual
Intimacy

1.00

*/? < .05
**;?<.01
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Table 15. Correlations between Self-Disclosure, Relationship Satisfaction, Relationship
Worry, Intellectual Intimacy, Recreational Intimacy, Emotional Intimacy,
Social Intimacy, and Sexual Intimacy after partialling out the variance
accounted by Depressive Symptoms and the total obsessive-compulsive
symptoms from the OCI-R.

Variable

1. SelfDisclosure
2. Relationship
Satisfaction
3. Relationship
Worry
4. Intellectual
ntimacy

1.00

.62**
(n = 49)

-.46**
(n = 49)

.47**
(n = 47)

.36**
(n = 44)

1.00

-.52**
(n = 51)

.73**
(n = 49)

.58**
(n = 46)

.83**
(n = 50)

.46**
(n = 47)

.59**
(n = 46)

1.00

-.47**
(n = 49)

-.18
(n = 46)

-.49**
(n = 50)

-.16
(n = 47)

-.17
(n = 46)

1.00

.67**
(n = 47)

.83**
(n = 49)

.32*
(n = 48)

.57**
(n = 46)

1.00

.62**
(n = 47)

.48**
(n = 46)

.62**
(n = 44)

1.00

.36*
(n = 48)

.53**
(n = 46)

1.00

.46**
(" ~ ^^)

5. Recreational
Intimacy
6. Emotional
Intimacy
7. Social
Intimacy

.57**
(n = 48)

.11
(n = 46)

.27
(n = 45)

1.00

8. Sexual
Intimacy

*p < .05
**/?<.01
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Table 21. Correlations between Sexual Desire and the OCI-R Scales and Partial
Correlations between Sexual Desire and the OCI-R Scales after partialling
out the variance accounted for by Depressive Symptoms.

Sexual Desire
(n = 46)

Sexual Desire Controlling
for Depressive Symptoms
(n = 39)

Obsessing

-.24

-.28

Washing

.30*

.30*

Hoarding

.19

.15

Ordering

.15

-.16

Checking

.14

.11

Neutralizing

.08

.20

OCI-RTotal

.11

.12

OCI-R Scales

*;? < .05
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Table 22. Correlations between Age of OCD Diagnosis and Age of
OCD Symptom Onset with the number of relationships and
length of time in relationships.

Relationship
Variables

AgeofOCD
Diagnosis

AgeofOCD
Symptom Onset

Number of Romantic
Relationships

.12
(n = 60)

.05
(n = 6\)

Number of Sexual
Relationships

.13
(n = 60)

.05
(n = 61)

LengthofTimein
Current Romantic
Relationship

.44*
(n = 60)

.26*
(« = 61)

Length of Time in
Previous Romantic
Relationship

.20
(n = 59)

-.09
(n = 60)

'p < .05
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Table 23. Correlations between the length of time in current and past relationships and
the OCI-R scales.
Length of Time
in Current Relationship
(n = 63)

LengthofTime
in Previous Relationship
(n = 62)

Obsessing

.00
(.00)

-.15
(-.13)

Washing

-.25*

-.11

Hoarding

-.01

.04

Ordering

.13

-.07

Checking

.19

-.07

Neutralizing

.01

-.12

OCI-RTotal

-.07

.11

OCI-R Scales

*p < .05
**p < .01
Note - Uncorrected correlations for the Obsessing scale are included in parentheses.
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Table 24. Correlations between Age of OCD Diagnosis and Age of OCD Symptom
Onset with the intimacy variables.
Relationship
Variables

Age of OCD
Diagnosis
(n = 51)

Age of OCD
Symptom Onset
(n = 58)

Intellectual Intimacy

-.33*

-. 11

Recreational Intimacy

-.36*

.11

Emotional Intimacy

-.27*

-.08

Social Intimacy

-.24

-.20

(-.21)

(-.17)

Sexual Intimacy

-.30*
(-.27*)

-.19
(-.17)

Self-Disclosure

-.20

-.11

Relationship Satisfaction

.04

.00

Relationship Worry

-.04

.03

^

*p < .05
**/?<.01
Note - Correlations between Social Intimacy and Sexual Intimacy with Age of Reported OCD Diagnosis
and Age of First Symptom Onset have been corrected for attenuation. Uncorrected correlations are
displayed in parentheses.
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Table 25. Partial correlations between Age of OCD Diagnosis and Age of OCD
Symptom Onset with the intimacy variables after partialling out the variance
accounted for by the severity of obsessions.
Relationship
Variables

AgeofOCD
Diagnosis

AgeofOCD
Symptom Onset

Intellectual Intimacy

-.34*
(« = 51)

.11
(n = 52)

Recreational Intimacy

.38**
(n = 48)

-.12
(n = 49)

Emotional Intimacy

-.27*
(n = 53)

-.09
(n = 54)

Social Intimacy

-.22
(« = 51)

-.17
(« = 52)

Sexual Intimacy

.30*
(n = 49)

_ 27**
(n = 50)

Self-Disclosure

.04
(n = 53)

.00
(n = 54)

Relationship Satisfaction

-.19
(n = 54)

-.13
(n = 55)

Relationship Worry

-.08
(n = 53)

.04
(n = 54)

*p < .05
**;?<.01
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Table 26. Partial correlations between Age of OCD Diagnosis and Age of OCD
Symptom Onset with the intimacy variables after partialling out the
variance accounted for by the total number of OCD symptoms from
theOCI-Rtotalscale.
Relationship
Variables

AgeofOCD
Diagnosis

AgeofOCD
Symptom Onset

Intellectual Intimacy

-.32*
(« = 51)

.13
(n = 52)

Recreational Intimacy

-.31*
(« = 48)

-.10
(n = 49)

Emotional Intimacy

.24
(« = 53)

-.09
(n = 54)

Social Intimacy

.20
(« = 51)

.18
(« = 52)

Sexual Intimacy

-.26
(n = 49)

-.34*
(n = 50)

Self-Disclosure

.05
(n = 53)

-.01
(n = 54)

Relationship Satisfaction

.16
(« = 54)

.12
(« = 55)

Relationship Worry

-.11
(« = 53)

.03
(« = 54)

*p < .05
**J7<.01
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Table 27. Partial correlations between Age of OCD Diagnosis and Age of OCD
Symptom Onset with the intimacy and relationship variables after partialling
out the variance accounted for by Sex.
Relationship
Variables

AgeofOCD
Diagnosis

AgeofOCD
Symptom Onset

Intellectual Intimacy

-.32*
(« = 51)

-.11
(n = 52)

Recreational Intimacy

jy**
(n = 48)

-.09
(n = 49)

Emotional Intimacy

-.26
(« = 53)

-.07
(n = 54)

Social Intimacy

-.22
(« = 51)

(/2 = 52)

Sexual Intimacy

.29*
(n = 49)

-.31*
(« = 50)

Self-Disclosure

.03
(n = 53)

.04
(n = 54)

Relationship Satisfaction

.18
(n = 54)

.10
(n = 55)

Relationship Worry

-.08
(n = 53)

.05
(n = 54)

*p < .05
**/?<.01
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-.15

Table 28. Partial correlations between Age of OCD Diagnosis and Age of OCD
Symptom Onset with the intimacy variables after partiaUing out the variance
accounted for Sex, Depressive Symptoms, and the severity of obsessions.
Relationship
Variables

Age of OCD
Diagnosis

Age of OCD
Symptom Onset

Intellectual Intimacy

-.36*
(n = 45)

-.10
(n = 46)

Recreational Intimacy

-.39**
(n = 42)

-.09
(n = 43)

Emotional Intimacy

-.34*
(n = 46)

-.08
(n = 41)

Social Intimacy

-.25
(n = 44)

-. 14
(n = 45)

Sexual Intimacy

.32*
(n = 43)

.37*
(n = 44)

Self-Disclosure

.06
(n = 46)

.03
(/7 = 47)

Relationship Satisfaction

-.24
(n = 47)

-.11
(n = 48)

Relationship Worry

-.08
(n = 47)

.03
{n = 48)

*p < .05
**/?<.01
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Table 29. Logistic regression analysis of Marital Status as a function of Age of OCD
Diagnosis.

95% Confidence Interval
for Odds Ratio
Variable

AgeofOCD
Diagnosis

18

Wald ChiSquare

Odds Ratio

Upper

Lower

17.53**

1.19

1.10

L30

**/?<.01
N=5S
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Table 30. Logistic regression analysis of Marital Status as a function of Age of OCD
Symptom Onset.

95% Confidence Interval
for Odds Ratio
Variable

AgeofOCD
Symptom Onset

,09

Wald ChiSquare

Odds Ratio

Upper

Lower

6.1

1.10

1.18

1.02

*;?<.05
N=6l
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OCD and romantic relationships

"It shouldn't surprise anyone that OCD can get in the way of relationships."
"My OCD wrecked the only close and caring relationship I ever had with a woman that I tmly
cared about."
"I am twice divorced. My second marriage failed in very large part due to my OCD."
"I find reiationships difficult to keep in good shape, especially when my OCD overwhelms my
thoughts and actions."
"My obsessions currently center around saying the perfect thing to others as well as my romantic
partner. My compulsion is to rehearse in my head and put pressure on myself to say something
perfect."
"Dealing with OCD can really affect how one does with the opposite sex."
"My greatest fear is that I wiU not be an exceptional, qualified mate for whoever my fliture wife
is or current girlfriend. This is mainly because OCD affects me so deeply that I often feel
powerless against it and therefore not able to deal with it effectively on a regular basis."
"I am very iucky to be with someone who loves me despite my disorder."
"I had an affair after 15 years of marriage. This man became the object of my OCD. All my
focus, time, and thoughts were on him. This dismpted my family and his family to the point that
I finally realized something was wrong and I needed help. Luckily my husband forgave me and
now we have been married for 32 years."
"I feel that my fears of being in a relationship and having OCD have never come tme.
Experience has shown me that a relationship has both good and bad in it and OCD is just another
obstacle to work through. I feel that being on medication and/or therapy always allowed me to
maintain a reiationship. Without them, a relationship would not be possible."

Figure 12. Examples of participants' written responses about the ways in which OCD
affects their romantic relationships.
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OCD and sexuality
"I sometimes have the obsession that I would harm my partner during sex from left over
menstmal blood or that he would be contaminated by coming over to my house and being
near my things that were contaminated."
"My partner had undiagnosed OCD and it interfered v^th sexual pleasure."
"I seem to get along better v^th my love partner sometimes more as friends than lovers."
"Sexually OCD has made me more cautious than necessary at times and it became a
stumbUng block to the progress of the relationship."
"Ironically, my partner's OCD is centered on romantic obsessions with unattainable
women in his life and on screen. Fm his first relationship. I care about him a lot but I
am frustrated with making allowances for his obsessions (i.e., wanting me to watch
movies with actresses he thinks about or pom with specific themes he obsesses about).
He has low insight frequently. Kissing me open-mouthed was a problem at first (germ
fears) but now he seems to be enjoying it. We're moving way too slowly sexually for my
needs but I stiU want to be with him."
Table 13^ Examples of participants' written responses about the ways in which OCD
affects their sexuality^
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Keeping OCD secret from romantic partners

"When I revealed to her [my girifriend] that I had OCD, she never wanted to see or talk
to me again."
"For the first 10 years of marriage, I kept it [my OCD] secret. I was afraid of what was
going on and if I was crazy."
"After 16 years together, 90% of my OCD is kept completely hidden from my husband.
Our son now has OCD. I feel guilty, ashamed, and angry. I still keep 90% of my OCD
hidden and have never shared these thoughts with anyone including a doctor. I just play
up the depression part to get more medication."
"OCD really gets in the way. Tve only told my partner about my disease and it was
embarrassing to admit it."
"I worried that my boyfriend would notice me checking."
"Prior to treatment, I was constantly worried that my partner would leave me if he knew I
had OCD. I worked with my therapist and fmally told him 1 year into the relationship.
He was and continues to be wonderful about it and even helps me with my exposures.
We have been together 5 years and are getting married next September."
"I was very worried about telling my boyfriend about my OCD, but when I did he was
very understanding and I was happy that I chose to tell him because he helped me and
eased my fears about telling him."
Figure 14, Examples of participants' written responses about the secrecy of their
obsessions and compulsions.
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Developmental delays and social difficuhies
"My lack of romantic relationships are due to relatively late social deveiopment."
"In retrospect, I had little interest in girls as a teenager, not much more between 20 to 30
years of age. All due to OCD? I think so."
"I was a late starter with sex but enjoy h thoroughly."
"Because of OCD problems, it makes it hard to meet people"
"I went from being a social butterfly to almost a recluse."
Figure 15. Examples of participants' written responses about the ways in which OCD
delayed their social development and caused difficulties in social situations.
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Partners misunderstanding OCD

'My husband thinks he knows a lot about OCD but he doesn't."
"My partner thinks OCD can be overcome by saying "just stop obsessing". He misjudges
my rituals. Thinks my behavioral therapy is a luxury."

Figure 16. Examples of participants' written responses regarding the ways in which
romantic partners misunderstood their symptoms of OCD.
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CHAPTERIV
DISCUSSION
The goal of the present study was to examine the possible effects of obsessivecompulsive disorder on romantic fimctioning. The associations between symptoms of
OCD and relationship satisfaction, self-disclosure, and intimacy are examined in more
detail below. The implications and limitations of this research and directions for fiiture
research also are provided.
The hypothesis that OCD symptom severity is negatively related to intimacy was
partly supported by the findings of this study. Specifically, the degree of obsessions was
negatively associated with intimacy, whereas some of the compulsive behaviors were
positively associated with intimacy. The significant negative associations between the
severity of obsessions and the intimacy variables suggest that individuals whose
obsessions are more intense experience lower levels of intimacy with their love partner.
Remarkably, the severity of obsessions showed moderate negative associations with all
forms of intimacy. This suggests that obsessional thinking interferes with intimate
functioning. Moreover, the relationship between the severity of obsessions and
Intellectual, Recreational, and Sexual Intimacy remained significant after partialling out
the variance accounted for by Depressive Symptoms. This fînding indicates that the
severity of obsessional thinking uniquely contributes to the reduction of these forms of
intimacy over and above Depressive Symptoms. Perhaps individuals who have more
severe levels of obsessional thinking are preoccupied with their intrusive thoughts to the
extent that they have less time and less mental energy to devote to being intimate with
their love partners. However, the possible mechanism by which obsessional thinking
reduces different forms of intimacy cannot be established by this research due to the
correlational design. For the same reason, the direction of this association cannot be
determined. It may be that increases in obsessional thinking reduce different forms of
intimacy. In contrast, reductions in intimacy may lead to increased obsessional thinking,
especially when the obsessions are about one's romantic partner. Altematively, the
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relationship between obsessional thinking and intimacy may be bi-directional such that
increases in obsessional thinking cause reductions in intimacy, which then cause more
severe obsessional thinking. Future research could be designed to answer these questions
by including measures that inquire about specific contextual triggers conceming intimacy
that lead to obsessional thinking. For example, individuals could be asked whether they
experience more intense levels of obsessions when their love partner is distant and less
intimate.
The finding that some of the compulsive behaviors showed positive associations
with relationship variables was unexpected. Neutralizing showed a moderate association
with Recreational Intimacy and Relationship Satisfaction. Not only did these
relationships remain signifícant after partialling out the variance accounted for by
Depressive Symptoms, but the relationships between Neutralizing and Emotional
Intimacy, Washing and Emotional Intimacy, Neutralizing and Social Intimacy, and
Washing and Relationship Satisfaction also became significant. This latter finding
suggests that Depressive Symptoms suppressed these relationships. In addition, the
finding that some of the compulsive behaviors were positively associated with
relationship variables suggests that these compulsive behaviors may function in some
way to improve relationships for individuals with OCD. It may be that individuals who
are high on these compulsive behaviors effectively reduce their anxiety by performing
them. The reduction in anxiety may allow these individuals to be more emotionally
intimate or it may enable them to engage in social and recreational intimate activities
with their partner, which may improve relationship functioning. This notion was further
supported by the significant positive pathway in Model 2 between Relationship
Satisfaction and the Compulsion latent constmct, which was comprised of all of the
compulsive behaviors (see Figures 6 and 7). However, the positive association between
compulsions and Relationship Satisfaction is likely found only within a sample of
individuals with OCD. Within a nonclinical population, compulsions may have a
negative association with satisfaction in romantic relationships. Future research should
aim to clarify whether compulsive behaviors can improve relationshipfiinctioningand
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the specific mechanisms involved. This would have important clinical implications
because teaching individuals with obsessive-compulsive behavior more effective ways of
reducing their anxiety could be even more effective in improving the quality of
relationships.
The hypothesis that OCD symptom severity is negatively associated with
Relationship Satisfaction was partially supported. The severity of obsessions was the
only symptom of OCD that was negatively associated with Relationship Satisfaction.
However, this association no longer was significant after partialling out the variance
accounted for by Depressive Symptoms, suggesting the variance accounted for in
Relationship Satisfaction is shared by Obsessing and Depressive Symptoms. This finding
is consistent with previous research conducted by Miller and Davila (2001). Whether the
severity of Obsessions or Depressive Symptoms is more important in Relationship
Satisfaction was not determined by this study. It may be that one of these constmcts or
both of them are important; however, ftirther research is needed to clarify this question.
One possible reason for this null finding may be the low reliability in the Obsessing
Scale. Future research should measure the severity of obsessions with more than one
instrument such as the Maudsley Obsessive-Compulsive Inventory (Hodgson &
Rachman, 1977) and the Yale-Brown Obsessive-Compulsive Scale (Goodman et al.,
1989). These measures could be used in combination v^th the OCI-R as indicators in a
stractural equation model to help reduce measurement error and incre£ise power.
The findings of this study partially supported the hypothesis that OCD symptom
severity is negatively associated with Self-Disclosure. That is, the severity of obsessions
was the only symptom of OCD that showed a significant negative association with SelfDisclosure. However, the association between the severity of obsessions and SelfDisclosure was not significant after partialling out the variance accounted for by
Depressive Symptoms. Thus, the variance explained in Self-Disclosure is shared by the
severity of obsessions and Depressive Symptoms. Whether it is the severity of
obsessions or symptoms of depression that has a greater influence on levels of SelfDisclosure was not determined by this study.
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The findmgs of this study indicate that the content of obsessions also is important
to Self-Disclosure. Specifically, individuals who worry about telling their love partner
about their obsessions or compulsions reported significantly lower levels of disclosing
personal information to their partner. In contrast, individuals whose symptoms of OCD
were about their love partner did not report significantly lower levels of Self-Disclosure.
Thus, individuals who worry about telling their love partner about their obsessions or
compulsions also report lower levels of disclosing personal information, such as their
deepest feelings, important things in life, and their close relationships with other people.
This fmding is consistent with previous research that fovind individuals who could supply
reasons for refraining from self-disclosure were less likely to disclose personal
information to their romantic partner (Burke, et al., 1976). This finding also is consistent
with the notion that individuals with OCD who conceal their obsessions do so because
they fear that revealing them will increase the probability that they will happen, that
others v^ll use their obsessions as evidence against them, that people will think they are
crazy, and that it v^ll lead to shame and embarrassment (Nevrth & Rachman, 2001).
Thus, individuals who conceal their obsessions and compulsions also may refrain from
disclosing personal information to their love partner for similar re£isons. Interestingly,
several participants in this study gave reasons for not disclosing their symptoms of OCD
to their romantic partner. For example, one participant wrote, "When I revealed to her
that I had OCD, she never wanted to see or talk to me again." The fmdings from this
study regarding self-disclosure have significant clinical implications because disclosing
personal information to one's partner is important to relationship satisfaction (Hendrick,
1981; Meeks, Hendrick, & Hendrick, 1998). Clinicians should consider whether cUents
seeking treatment for OCD also have difficulties disclosing personal information to their
romantic partner. Clients who do have these difficulties would benefit from treatment
formulations that include teaching more effective ways of communicating with one's
partner.
The results of this study supported the hypothesis that the early age of OCD onset
interferes withfiiturerelationship functioning. The finding that the age at which
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participants reported being diagnosed with OCD was positively associated with the
length of time individuals have been in their current relationships suggests that
individuals who were diagnosed with OCD at an eariier age have more trouble
maintaining relationships. In fact, one participant in this study wrote, "My lack of
romantic relationships are due to relatively late social development." This finding
supports the notion that OCD interferes with social development and formmg romantic
relationships.
The age at which individuals reported being diagnosed with OCD was negatively
associated with Intellectual Intimacy, Recreational Intimacy, Emotional Intimacy, and
Sexual Intimacy. Moreover, these associations remained significant after controlling for
the severity of obsessional thinking, the sex of participants, and depressive symptoms.
This f nding suggests that individuals who were diagnosed with OCD at later ages are
less intimate than individuals who were diagnosed with OCD at earlier ages. However,
the negative relationship between OCD symptom onset and intimacy is opposite to the
predicted direction. Two possible reasons are offered that may explain why individuals
whose OCD started at later ages reported lower levels of intimacy. First, it may be that
these individuals were involved in intimate relationships before the onset of their OCD,
allowing them to experience more intimacy than they are able to currently because their
symptoms of OCD did not interfere with their intimate functioning, Thus, it is possible
that individuals who experienced OCD when they were older reported lower levels of
intimacy because their frame of reference includes a period in which their intimate
fimctioning was unencumbered by their symptoms of OCD. Altematively, it may be that
individuals who were diagnosed with OCD when they were older experienced the onset
of their symptoms more recently, and have not had enough time to leam how to manage
their sjonptoms of OCD to allow them to function intimately.
The finding that the age at which individuals reported being diagnosed with OCD
was a strong predictor of marital status provides further evidence for the notion that the
early age of OCD onset interferes with relationship fimctioning. In fact, the age at which
individuals reported being diagnosed with OCD accounted for 60% of the variance in
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marital status. Moreover, for each year earlier that individuals were diagnosed with
OCD, they were 19% less likely to be married, and their chances of being married
decreased by 11% for every year younger that they were when they experienced their first
symptom of OCD. In addition, 85% of the participants who reported being diagnosed
vsdth OCD at age 27 years or younger were correctly classified as being single. On
average, this group was diagnosed with OCD at the age of 17.91 years. Given that many
individuals with OCD delay seeking treatment from mental health professionals for
several years due to the shame and embarrassment associated with this disorder
(Rasmussen & Eisen, 1992), the actual age at which participants experienced clinically
significant symptoms of OCD likely was younger than when they were diagnosed with
this disorder. This places the majority of participants who were predicted to be single at
an age in which they would typically be expected to date and leam through experience
about ways to interact vdth romantic partners. Although thefindingsof this study
support the notion that the early age of OCD onset is associated with difficulties in
romantic relationships, the importance of developing the social skills necessary for
having successful romantic relationships before the onset of OCD was not determined^
No research to date has empirically examined whether the early onset of OCD hinders
romantic development. However, research has found that individuals with OCD tend to
socially isolate themselves (Bsjringlen, 1965; Welkowitz et al., 1989). Perhaps individuals
who develop OCD at an early age have trouble in their romantic relationships as adults
because they socially isolated themselves from peers, precluding them from developing
the necessary social skiUs to be successful in romantic relationships. However, future
research is needed that includes social skills measures to empirically test this research
question.
The age at which individuals reported experiencing their first symptom of OCD
was not as strongly predictive of marital status and longevity in romantic relationships as
the age at which individuals reported being diagnosed wdth OCD. This finding provides
further evidence that the earlier individuals began experiencing symptoms of OCD, the
more difficulty they have in their romantic relationships. However, it seems that being

89

diagnosed with OCD at an early age has more detrimental effects onfiitureromantic
relationships than merely experiencing symptoms of OCD. The magnitude of OCD
symptoms experienced explains this difference. That is, clinically significant symptoms
of OCD appear to hinder individuals' development in romantic relationships more than
nonclinical symptoms. However, thesefindingsare not without their limitations. In
particular, the age of OCD onset was determined by the age at which participants
reported being diagnosed with OCD and when they experienced their first symptom of
OCD. These two factors make the way in which OCD onset was estimated in this study
not MÎthout error. Future research could use clinical interviews to more accurately assess
the age in which participants experienced clinically significant symptoms of OCD^
Moreover, participants could be asked to provide atimelineof their romantic dating
history, including such things as their first date, first kiss, and first sexual relationship^
The timeline could then be used to determine whether the symptoms of OCD occurred
before, during, or after individuals began leaming about interacting with romantic
partners and could be used to gain a better understanding of how OCD affects romantic
functioning.
The severity of OCD symptoms also seems to interfere with sexuality^ The
Washing scale from the OCI-R indicates fears about becoming contaminated by germs in
addition to washing compulsions. The significant positive associations between Washing
and worry about becoming contaminated through intercourse and oral-genital sex
suggests that the more individuals fear contamination, the more they fear becoming
contaminated by their sexual partner. Moreover, the Washing scale was positively
associated with sexual desire for one's partner even after partialling out the variance
accounted for by Depressive Symptoms. Thus, individuals who have higher levels of
contamination fears are concemed about becoming contaminated through sexual activity,
and they also have higher levels of sexual desire for their romantic partners. Perhaps
increases in sexual desire increase thoughts about having sex or lead to increases in
sexual activity. Thinking about sex or having sex may trigger fears about becoming
contaminated, therefore leading to increases in washing compulsions. However, because
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of the correlational design of this study, causal pathways between these variables cannot
be established. Future research should include more measures that address the ways in
which contamination fears are directly related to sexuality. For example, participants
could be asked whether it is the act of having sex, thoughts about having sex, or a
combination of both that trigger disturbing thoughts, and whether these disturbing
thoughts cause increases in contamination fears and washing compulsions.
The severity of obsessions also was positively associated with fears about
becoming contaminated through bodily fluids during sexual intercourse. The positive
association between the severity of obsessions and insistíng that partners thoroughly
wash their genitals before having sexual intercourse supported the notion that obsessional
thinking interferes with sexual fimctioning. However, the direction of these relationships
could not be established because of the correlatíonal design. It may be that the
relationship between obsessional thinking and fears about becoming contaminated
through sexual activity may be reciprocal. That is, increases in obsessional thinking may
cause more concem about becoming contaminated, and cues that trigger thoughts about
becoming contaminated through sexual contact may increase obsessional thinking.
Measures that specifically address these questions directly need to be created to gain
more insight into the causal nature of these relationships.
Interestingly, all of the scales from the OCI-R showed significant positive
associations with insisting that partners wash their genitals before having oral sex, with
the exception of the Neutralizing subscale. In general, this finding suggests that higher
levels of OCD symptom severity are associated with higher levels of concem about the
cleanliness of a partner's genitals when performing oral sex. This finding indicates that
individuals with OCD tend to be more cognizant of cleanliness when performing oral sex
on their partner. However, it does not imply that concems about cleanliness create sexual
problems in the relationship. Research is needed that examines the specific sexual
behaviors of individuals with OCD to gain a greater understanding of how OCD affects
sexual fimctioning and the mechanisms involved. In addition, participants in this study
reported being worried about contaminating their partner through sexual activity. One
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participant feared that she would contaminate her love partner during sex from "left over
menstmal blood." Future research should include questíons about the fears that
individuals with OCD have about contaminatíng their partner through sexual actívity.
However, individuals with OCD may be reluctant to disclose such personal mformatíon
as suggested by the low response rate in this study.
The present research has two main limitatíons. First, informatíon gathered from
participants relied on self-report from each participant, making thefindingsfromthis
study dependent upon the accuracy of the participants' own ratings. It may be that
individuals who participated in this study provided answers to the best of their ability;
however, their perceptions may be inconsistent with those of their love partner. Future
research should use verification from participants' significant others to more thoroughly
assess how symptoms of OCD affect relatíonship fimctioning. The second main
limitation of this research is that causality could not be established due to the
correlational design. Future research could expand on these findings by creating
measures that directly inquire about the sequence of relationship difficulties and OCD
symptoms to gain more insight into the possible causal nature of these relationships. In
addition, longitudinal research designs could be used to gain a better understanding about
the causal relationships of OCD on relationship functioning.
Thefindingsfromthis study have important implications for psychological
treatment. First, it is important to consider the relationship functioning of clients who are
engaged in therapy for OCD. Whether clients have difficulties in their current
relationships, establishing relationships, or maintaining healthy relationships, should be
considered as part of case formulations. This is especially important for those individuals
who did not leam the appropriate social skills regarding intimate functioning during
adolescence and early adulthood because they isolated themselves from peers due to their
symptoms of OCD. Moreover, individuals who develop OCD at a younger age may need
social skills training to help them leam the social skills necessary to establish and
maintain romantic relationships.
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APPENDIX A
EXTENDED LITERATURE REVIEW:
OBSESSIVE-COMPULSrVE DISORDER

This review of the literature examines obsessive-compulsive disorder (OCD) in
three major areas including models of OCD, complications and implications of
comorbidity, and effective treatment strategies. The cognitive-behavioral and
neurochemical models are delineated to iUustrate the causal factors of OCD. Domains of
belief that have important implications for the understanding of OCD are explored and
include responsibility appraisals, thought action fusion, and thought suppression. Recent
research fmdings regarding the complications and implications of comorbid depression,
personality disorders, and schizotypal personality disorder are integrated, Current
treatment strategies for exposure and ritual prevention, cognitive-behavioral therapy, and
relapse prevention are also discussed. Finally, the research and clinical implications of
this paper are reviewed.
Obsessive Compulsive Disorder (OCD) is characterized by the presence of
recurrent obsessions or compulsions that are severe enough to be time consuming (i.e.,
more than 1 hour per day) or to cause significant distress or impairment (DSM-IV,
American Psychiatric Association, 1994). Obsessions are recurrent and persistent
thoughts, impulses, or images that are intmsive, inappropriate, and cause marked anxiety
and distress. Compulsions are repetitive behaviors (e.g., hand washing or checking) or
mental acts (e.g., praying or counting) that are performed to prevent or reduce anxiety or
distress.
History and Backgroimd Issues

Diagnostic Criteria
OCD was included in the original DSM (1952) and was named "obsessive
compulsive reaction". It was classified as a psychoneurotic disorder, which was
essentially a broad term for anxiety disorders. Criteria for this disorder included
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persistent imwanted thoughts and impulses that were considered unreasonable by the
affected individual. Impulses were classified as compulsions and included hand-washing,
counting, and touching.
Criteria for OCD were expanded in the DSM-II (1968) and it was renamed
"obsessive compulsive neurosis." Criteria included persistent, intmsive, and unwanted
thoughts, urges, or actions that the person was unable to stop. Intmsive thoughts were
expanded to comprise mminations, single words or ideas, or trains of thought, all of
which were considered nonsensical to the patient. Compulsion criteria varied from
simple movements to more complex rituals (e.g., repeated hand washing). Ritual
prevention or the perception of being unable to control rituals was thought to result in
anxiety and distress.
In the DSM-III (1980), the name was changed to "obsessive compulsive
disorder," although "obsessive compulsive neurosis" remained acceptable, and diagnostic
criteria were modified and became more specific. To be diagnosed with OCD, an
individual had to meet three criteria including (a) the presence of obsessions or
compulsions, (b) the obsessions or compulsions have to cause interference with social or
role functioning, and (c) the condition cannot be due to another mental disorder (DSMIII, 1980)^ Obsessions were expanded to include images and impulses and were required
to be ego-dystonic, Moreover, attempts to ignore or suppress these unwanted thoughts
were added, The criteria for compulsions became more specifîc and consisted of
purposeful behaviors performed and repeated according to certain mles. Specifîcally,
neutralizing behavior was performed to prevent some future event, although this
connection was required to be unrealistic or excessive. A sense of subjective compulsion
to engage in neutralizing behavior was required as well as an initial desire to resist it.
The affected individual was described as having insight into the senselessness of the
behavior, with the exception of young children, and could not derive pleasure from
performing the act beyond a release of tension.
The DSM-III-R (1987) provided more specifîc criteria for obsessions and
compulsions as well as a specific time component. The criteria added to obsessions were
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(1) attempts to neutralize intmsive thoughts with some other thought or action, (2) the
recognition that intmsive thoughts originated from ones own mind, and (3) the content of
another Axis I disorder had to be unrelated to the intmsive thoughts (e.g., the intmsive
thoughts could not be about food in the presence of an eating disorder). The criteria
added to compulsions were (1) repetitive behaviors could now be in response to an
obsession, (2) behaviors could be performed to neutralize or prevent discomfort or a
feared situation, and (3) recognition of the unreasonableness of neutralizing behavior was
no longer required. Finally, a temporal component was added as a criterion in which the
obsessions or compulsions had to be time-consuming by taking more than one hour per
day,
The DSM-rV (1994) also added additional criteria to OCD including
(I) recognition that the obsessions or compulsions are unreasonable or excessive at some
point during the disorder, (2) the disturbance cannot be caused by a substance, and (3) the
specifier "vsdth poor insight" was added for those who do not recognize that the
compulsions or obsessions are unreasonable for the majority of the time during the
current episode.
Epidemiologv
The DSM-IV estimates the lifetime prevalence rates of OCD in the general
population to be 2.5%. A review of the literature using only a diagnostic interview
schedule cited 6 month prevalence rates between .7% and 2.1% for the general
population in which samples were taken from the United States, Canada, and Puerto Rico
(Bebbington, Hurry, & Tennant, 1981), Lifetime prevalence rates were slightly higher
and ranged between 1,9% and 3.1%. Horwath and Weissman (1997) also reviewed the
epidemiological literature and found that studies of English-language sites were more
consistent, v^th lifetime prevalence rates of 2,6% in the United States and 3.0% in
Edmonton, Canada. Bebbington (1998) suggested that women are somewhat more likely
to have OCD than men, v^th gender ratios (i.e., female: male) ranging from .9 to 3.4.
However, Horwath and Weissman (1997) found that when marital status, employment
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status, job status, ethnicity, and age were taken into accoimt, there were no remaining
gender differences. Faravelli, Degrinnocenti, and Giardenelli (1989) argued that
prevalence rates of OCD were artificially high because most studies in the United States
use lay interviewers. They estimated the lifetime prevalence of OCD in Florence to be
.63% using psychiatrists as diagnosticians. However, this number appears to be an
underestimation of the prevalence of OCD given that other research using the same
methods have yielded higher prevalence rates. Specifically, lifetime prevalence rates of
OCD were estimated to be 1.5% using board certified psychiatrists as diagnosticians in
Eastem Baltimore (Nestadt, Samuels, Romanoski, Folstein, & McHugh, 1994), Taken
together, these studies suggest that lifetime prevalence rates most likely range from 1.5%
to 3.1%. Although cases of OCD appear to be xmcommon in the general population,
research has revealed that a much greater amount of people engage in obsessional or
ritualistic behaviors that fall short of formal diagnosis. Bebbington et al. (1981) found
that approximately 7% of men and 15% of women acknowledged engaging in
obsessional rumination or some type of checking or repeating behavior,

ModelsofOCD
Cognitive-Behavioral Model:
Early models of OCD were based on leaming models and the observation that
thoughts are conditioned stimuli (Meyer, 1966; Rachman, 1971), Later, Beck (1976)
hypothesized that individuals experienced emotional problems because they made
distorted appraisals about themselves, their world, and their future. These distortions
were thought to be based on erroneous premises and assumptions that originated from
defective leaming during cognitive development, Although Beck's (1976) theory had an
influence on theories of OCD, it did not differentiate the particular cognitive and
behavioral processes of OCD from other anxiety disorders. In 1985, Salkovskis
recognized the need to generate a separate model for OCD to explain its unique cognitive
and behavioral processes (Salkovskis, 1985), which was later refined (Salkovskis, 1989;
Salkovskis & Kirk, 1996).
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The first step in creating this model was differentiating obsessive-compulsive
cognitive processes from other emotional disorders as explained by Beck (1976).
Salkovskis (1985) distinguished Becks (1976) negative automatic thoughts from
obsessional automatic thoughts in three ways. First, obsessions are exceptionally
noticeable whereas negative automatic thoughts associated with other emotional
disorders (e.g., depression) are more difficuh to reveal. Second, obsessions are irrational,
while Beck's (1976) negative automatic thoughts need not be, Third, obsessions are
experienced as intmsive (i.e., ego dystonic) whereas negative automatic thoughts are not
(i.e., ego syntonic). Thus, these three factors clearly distinguish negative automatic
thoughts from obsessional automatic thoughts, The next step in creating this model was
to differentiate "normal" obsessions from abnormal obsessions.
The foundation of cognitive behavioral theory is based on the knowledge that the
experience of unwanted intmsive negative thoughts is a universal human experience
(Whittal & McLean, 1999). Research has revealed that unwanted intmsive thoughts are
experienced by the majority of people (Rachman & De Silva, 1978; Salkovskis &
Harrison, 1984). For example, 80% of a commimity sample reported having unwanted
intrasive thoughts that were similar in content and in form to obsessions experienced by
individuals with OCD (Rachman & De Silva, 1978). These fmdings were later replicated
(Salkovskis & Harrison, 1984). Examples of obsessions that the clinical sample endorsed
were impulses to harm one's "son with a bat, knife, or heavy object" and thoughts about
"pushing someone under a train" (Rachman & De Silva, 1978). The nonclinical sample
endorsed impulses to "hurt or harm someone" and thoughts of "harm or death to a close
family member." Although these intrasive thoughts are similar, the difference appears to
be the meaning that is attached to them (Whittal & McLean, 1999). That is, individuals
who do not have clinically significant obsessions and compulsions are able to readily
dismiss intrasive thoughts and impulses. In contrast, individuals with OCD attach
responsibility and a threatening meaning to intrasions (Salkovskis, 1985). Thus, it is the
appraisal of the intrasive thought that causes emotional distress and compulsive behavior
and not the mere experience of having intrasive thoughts (Whittal & McLean, 1999).
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Making this distinction allowed Salkovskis (1985) to develop a more comprehensive
modelofOCD.
The main elements of the cognitive behavioral model of OCD are iilustrated in
figure 17 (see p. 144), The model begins with a wide range of potential stimuli in the
environment that trigger intrasive thoughts (Salkovskis, 1985), Most individuals with
OCD take either covert or overt steps to avoid these stimuli. Specifically, avoidance is
demonstrated by attempting to steer one's thoughts into another direction or it may
involve keeping away from certain environments or particular stimuli. These avoidance
behaviors are indistinguishablefromthose seen in mdividuals v^th phobias in which the
intentions are identical. Such strategies often fail and lead to triggering ego dystonic
mtrasive thoughts, which are perceived as being irrational and inconsistent with the
mdividuars belief system (Salkovskis, 1985). Moreover, the reaction that the affected
individual vdll have is determined by both the degree of salience and the interpretation of
these thoughts (Salkovskis, 1985). The more negative and unwanted these thoughts are,
the more salient they wiU become (Salkovskis, 1985). That is, if intrasive thoughts are
believed to have important implications, then further processing will occur. On the other
hand, if the occurrence of unpleasant or odd thoughts does not have further significance,
then no further processing is necessary. Thus, it is not the experience of the intrasive
thought itself that causes anxiety and discomfort, but the meaning associated with the
intrasive thought that causes emotional distress (Whittal & McLean, 1999). Once the
intrasive thoughts are found to have significant implications, automatic ego syntonic
thoughts will be generated. Salkovskis (1985) hypothesized that a variety of negative
automatic thoughts are associated with the tendency to appraise intrasive thoughts as
threatening and include (1) one should and is able to control one's thoughts, (2) having a
thought about an action is the same as doing the action, (3) failing to prevent harm to
oneself or others is the same as causing the harm, (4) responsibility is absolute, and
(5) faiUng to neutralize an intrasion is the same as wanting it to happen, The assumptions
used will vary considerably, but will involve a certain degree of blame, threat, control,
and responsibility (Salkovskis, 1996).
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The ego syntonic automatic thoughts wiU lead to mood disturbance, which is
likely to resuU in neutralizing behaviors (Salkovskis, 1985). The likelihood of engagmg
in neutralizing behaviors depends on the extent to which relief is expected from
performing them, This expectation may be influenced by previous experience and the
degree of responsibility feh about performing them. That is, if neutralizing behaviors
have resulted in reduced emotional discomfort in the past, they are more likely to occur
again, Moreover, if inflated responsibility is attached to the intrasive thought,
neutralization to avoid harm to oneself or others is more likely to occur. There are three
main effects of neutralizing that contribute to the perpetuation of OCD symptomatology
(Salkovskis, 1985), First, neutralizing usually produces reduced emotional discomfort,
which reinforces compulsive behavior as a strategy for stress reduction. This increases
the likelihood of neutralizing in the future and may result in generalizing this anxiety
reduction strategy to other situations. Second, neutralizing ostensibly produces expected
results. That is, since the feared events are unrealistic, they have a small likelihood of
becoming trae. Thus, neutralizing behavior wiUfrequentlybe foUowed by
nonpunishment, rewarding dysfunctional behavior and increasing the validity of
dysfunctional beliefs. For example, if a feared event does not occur subsequent to
neutralization, an individual with OCD is more likely to believe that neutralization
prevented the occurrence of the event. Finally, neutralizing in and of itself can become a
powerful triggering stimulus. Thus, neutralizing behavior is a contributing factor that
maintains compulsive behavior. Mood is another important factor in the etiology and
maintenance of OCD.
Preexisting mood disturbance influences OCD symptomatology in different ways
(Salkovskis, 1985). Because individuals experiencing dysphoria are more sensitive to
their environment, mood disturbance increases the range of stimuli that serve as triggers
for the intrasive thoughts. For similar reasons, mood disturbance widens the range of
intrasions leading to negative automatic thoughts. Moreover, dysphoric mood increases
the salience of dysfunctional schemata. Thus, severe mood disturbance resonates
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throughout the system. More specifically, anxiety increases intrasive thoughts whereas
depression increases negative automatic thoughts (Salkovskis, 1985).
Domains of Belief in OCD
Since Salkovskis (1985) presented the cognitive-behavioral model of OCD,
research has revealed other important contributing factors to the maintenance and
etiology of OCD. These factors include responsibility, thought suppression, and thought
action fusion.
Responsibilitv
Salkovskis and Kirk (1996) defined responsibility as the belief that one is the
cause of harm to self or others unless one engages in restorative or preventative action.
Whether an individual engages in preventative action is determined by that individual's
appraisal of responsibility. Responsibility appraisals involve the belief that one has the
power to create or prevent important negative outcomes. Inflated responsibility can be
expressed in different ways. It can be too extensive, too personal, too intense, too
inclusive, or all of these (Rachman, 1993). If there is no responsibility associated with an
intrasive thought, then the effect is more likely to be anxiety or depression and would not
result in obsessive-compulsive behavior without the responsibility-neutralizing link
(Salkovskis & Kirk, 1996). On the other hand, if responsibility is associated with an
intrasive thought, then preventative action is more likely to be performed to reduce
dysphoria associated with the responsibility appraisal. In other words, if individuals
believe their thoughts will lead to harming others, they are more likely to try to neutralize
them to not only prevent harm but also to reduce dysphoric mood. Thus, inflated
responsibility appraisals link intrasive thoughts to neutralizing behaviors and emotional
distress (Salkovskis & Kirk, 1996).
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Thought SuDpression
The first study to examine thought suppression was conducted by Wegner,
Schneider, Carter, and White (1987). A thought suppression paradigm was used in which
participants were assigned to either generate thoughts about white bears or suppress them
for 5 minutes, Subsequently, the directions were reversed (i.e., those who initially
generated white bear thoughts were asked to suppress them and vice versa). Two
important findings came from this study. First, participants were unable to suppress
thoughts about white bears when asked regardless of theh initial condition. Wegner et al.
(1987) termed the occurrence of target thoughts during suppression as "inunediate
enhancement effect." The second major finding was that participants reported a
significantly greater amount of white bear thoughts during the expression phase when
initially asked to suppress them. Wegner et al. (1987) termed this the "rebound effect"
because participants experienced a resurgence of white bears thoughts after trying to
suppress them, In a second experiment, participants were asked to use a replacement
thought (i.e., a red Volkswagen) as a distracter thought during the suppression trial
(Wegner et al,, 1987). These participants again were not able to completely suppress
white bear thoughts. However, they did not experience the rebound effect, Therefore,
although the use of distracter thoughts did not result in complete suppression of unwanted
thoughts, it did seem to prevent the rebound effect, However, subsequent research
suggests that this only holds trae if the stimuli used for distraction are not present in the
room.
Stimuli used for distraction have been shown to later facilitate the rebound effect.
Wegner, Schneider, Knutson, and McMahon (1991) found that the rebound effect was
strongest when contextual cues present during suppression were reintroduced during the
expression phase. Other research has foimd that the rebound effect was stronger for those
participants who recalled more objects present in the room during the suppression period
(Muris, Merckelbach, & De Jong, 1993), The results of these two studies suggest that a
wide range of distracters used while suppressing imwanted thoughts may serve as
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stimulus cues after suppression efforts have terminated, resulting in a rebound effect for
these thoughts. Wegner et al.*s (1987) study also inspired thought suppression research in
depression.
Wenzlaff, Wegner, and Roper (1988) examined the effects of mood state on
thought suppression in individuals who were either depressed or not depressed.
Participants were required to either suppress or not suppress both positive and negative
thoughts. Depressed individuals who were asked to suppress negative thoughts
(i,e., mood congraent thoughts) were more likely to use negative thoughts as distracters
and showed a stronger rebound effect compared to nondepressed individuals, That is,
depressed individuals reported an increase in negative thoughts at a later time interval
when trying to suppress them. In contrast, depressed participants asked to suppress
positive thoughts (i,e,, mood incongraent thoughts) did not experience the rebound effect,
The results of this study suggest that for those who are depressed, attempts to suppress
negative thoughts have the paradoxical effect of increasing negative thoughts in the
future.
Mood also has been shown to be related to thought suppression. Wenzlaff,
Wegner, and Klein (1991) induced mood by playing upbeat or somber music. When
mood during suppression was congraent with mood during expression, thought frequency
for the target thought (i.e., white bear) was significantly higher. Moreover, participants'
expression of the target thought induced the mood present during earlier suppression.
Thus, mood experienced during thought suppression seems to facilitate the rebound
effect. In addition, expressing unwanted thoughts appears to trigger the mood
experienced during earlier thought suppression. Thesefindingsin thought suppression
research have led to a more comprehensive model of OCD,
Thought suppression is a key component in the cognitive behavioral model of
OCD (Salkovskis & Kirk, 1996). Thought suppression requires a person to plan to
suppress a thought and to suppress all manifestations of the thought, including the
original plan to suppress the thought (Wegner et al., 1987). The cognitive behavioral
theory hypothesizes that attempts to exert excessive control over intrasive thoughts has
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the paradoxical effect of maintaining and exacerbating obsessional thought in several
ways (Salkovskis, 1999). Specifically, efforts to overcontrol mental processes resuh in
mcreased levels of distress for four reasons: (1) focusing attention on mental processes
can change the contents of consciousness; (2) attempts to control mental processes often
ends in failure andfrequentlyhave the opposite effect; (3) efiforts to prevent harm and
reduce responsibility for harm increase the accessibility and salience of thoughts and
concems about harm; and (4) neutralizing behaviors intended to avoid harm prevent
clients from leaming that feared events are unlikely to occur^ Thus, attempts to
overcontrol mental processes perpetuate the cycle of obsessions and compulsions.
Thought Action Fusion
Thought action fusion refers to the psychological phenomenon m which it is
believed that having a thought is as bad as carrying out the action (e.g., thoughts about
blasphemy are as bad as engaging in blasphemous behavior; Rachman & Clark, 1993).
People who resist thought action fusion distinguish between their own repulsive thoughts
and their actions and readily discard them. In contrast, people with OCD have difficulty
distinguishing between their own intrasive thoughts and actions and obsess on them
(Rachman, Thordarson, Shafran, & Woody, 1995). Thought action fusion has also been
shown to inflate the significance of obsessions (Rachman & Clark, 1993). Amir,
Freshman, Ramsey, Neary, and Brigidi (2001) compared the tendency to engage in
thought action fusion among normal individuals and those with OCD. They found that
individuals with OCD were more likely to believe that their own negative thoughts would
increase the occurrence of negative events. They also rated their ability to prevent harm
higher than individuals wíthout OCD symptoms. These results suggest that thought
action fusion contributes to inflated beliefs about one's ability to reduce harm with one's
thoughts.
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Research has also revealed that thought action fusion is associated v^th thought
suppression. Using a stractural equation modeling approach, Rassin, Muris, Schmidt,
and Merckelbach (2000) found that thought action fusion increased levels of suppression.
Suppression, paradoxically, resulted in more severe obsessions and compulsions.
The Neurochemical Model
The Serotonin Hvpothesis
The serotonin hypothesis of OCD was initially generated from the observation
that serotonm reuptake inhibitors (SRIs) alleviated symptoms of OCD (Barr, Goodman,
Price, McDougle, & Chamey, 1992). The most obvious explanation for this phenomenon
would be a fundamental abnormality in the serotenergic system. However, the fact that
SRIs act as antiobsessional agents does not necessarily imply that OCD resuhs from
deficient levels of serotonin. This concept is analogous to the notion that headaches are
not caused by a lack of aspirin, Instead, SRIs may work by increasmg the levels of
serotonin to compensate for physiological brain abnormalities in the orbito-frontal cortex,
(Rauch, Whalen, Dougherty, & Jenike, 1998).
Research on the OCD serotonin hypothesis has focused on two questions: (1) Do
clients with OCD have fundamental abnormalities m the serotenergic system? and (2)
How and where do SRIs implement their antiobsessional effects (Rauch et al., 1998)?
Answering these questions would require directly examining the serotenergic system.
Although new functional imaging techniques have recently made this possible, no study
of this design has been published, Altematively, some studies have attempted to use
indirect measures to examine central serotenergic functioning by measuring
concentration levels of serotonin in the blood and cerebrospinal fluid (Barr et al., 1992).
However, the results of these studies are inconsistent and provide only minimal support
for the notion that serotonin dysregulation may be involved in the pathogenesis of OCD,
In contrast, animal studies have allowed more direct methods of studying this
phenomenon providing additional support to the serotonin hypothesis.
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Animal studies have provided evidence that selective serotonin reuptake
inhibitors (SSRIs) increase the effect of the serotenergic transmission (Blier & Bouchard,
1994). Blier and de Montigny (1994) asserted that other mechanisms beyond that of
reuptake inhibition must be responsible for the antidepressant response because SSRIs
inhibit the serotonin transporter within minutes, whereas the full antidepressant effects
take place only after 2 to 3 weeks of treatment. They suggested that reuptake inhibition
is not responsible for the antidepressant response, but rather adaptive neurochemical
changes underiie their therapeutic effect. Specifically, serotonin-containing neurons also
have terminal autoreceptors. These terminal autoreceptors inhibit serotonin release when
activated by serotonin in the synaptic cleft, After about 2 to 3 weeks, these autoreceptors
and their cell body counterparts are desensitized, allowing more serotonin to be released.
This desensitization explains the delayed effect of serotonin activating drags.
Blier, Bergeron, Pineryro, and Mansari (2000) also used animals to examine the
location of the enhanced serotonin release generated by SSRIs. Research has revealed
that SSRIs are an effective treatment for both depression (Blier & de Montigny, 1994)
and OCD (Rauch & Jenike, 1998). However, SSRIs take a relatively greater amount of
thne to show their therapeutic effects in OCD than in depression (Rauch et al., 1998). In
addition, research has suggested that the orbito-frontal cortex mediates OCD
symptomatology (Baxter, Phelps, Mazziotta, Guze, & Schwartz, 1987). Blier et al.
(2000) attempted to locate the region of the brain in which SSRIs deliver their
antiobsessional effects through an animal model. Guinea pigs were given SSRIs for a
3-week period. Subsequently, an examination of brain slices revealed that the release of
serotonin was significantly enhanced in thefrontalcortex, but not in the orbito-frontal
cortex. However, after an 8-week period, the dissection of brain slices revealed that
serotonin was significantly enhanced in both the frontal and orbito-frontal cortex. The
results of this study are parallel with thefindingthat the beneficial effects of SSRIs occur
sooner in depression than in OCD (Rauch et al., 1998). Moreover, the observation that
the frontal cortex has been implicated in the pathophysiology of depression whereas the
orbito-frontal area has been implicated in the pathophysiology of OCD converges well
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with these fmdings (Blier et al., 2000). The resuhs of this research suggest that the
antiobsessional effects of serotonin occur in the orbito-frontal region of the brain.

Comorbidity
Depression
Individuals with OCD tend to be at higher risk for developing comorbid Major
Depressive Disorder (MDD). As many as 39% of individuals with OCD meet the
diagnosis of MDD (Demal, Lenz, Mayrhofer, Zapotoczky, & Zitteri, 1993; Peragi et al.,
1999; Ricciardi & McNally, 1995). Ricciardi and McNalIy (1995) found that the
majority of these individuals seem to develop OCD before experiencing symptoms of
depression. Specifically, depression foUowed the onset of OCD for 65% of clients by a
mean latency of 12,6 years, Other individuals (15%) experienced the onset of depression
before the onset of OCD or shnultaneously (20%), The severity of depressive symptoms
has also shown to be a negative indicator for the prognosis of OCD symptomatology
(Demal et al., 1993). Although much has been written about the high comorbidity
between OCD and depression, there is a paucity of research addressing the complications
and implications that this comorbid condition presents for treatment, However, some
research has suggested that individuals with OCD and comorbid depression tend to
experience more severe symptomatology (Demal et al., 1993) and tend to be more
treatment resistant (Steketee, Chambless, & Tran, 2001).
Research has suggested that individuals with OCD and comorbid depression have
more severe OCD symptomatology and a greater need for treatment than individuals with
OCD alone (Demal et al., 1993; Ricciardi & McNalIy, 1995). For example, individuals
with OCD and comorbid depression seek treatment an average of 3 years earlier than
individuals with OCD who are not depressed (Demal et al., 1993). This finding suggests
that individuals with OCD and comorbid depression may have increased motivation for
treatment because they are experiencing more acute symptomatology, Other research has
suggested that dysphoric mood increases an individual's sensitivity and vulnerability for
experiencing unwanted intrasive thoughts (Rachman, 1971).
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Depressed mood seems to directiy affect obsessions but not compulsions
(Rachman, 1971). Reynolds and Salkovskis (1991) found that for individuals with OCD
and comorbid depression, higher levels of depression were positively associated with the
frequency of negative intrasive thoughts. Other research suggested that individuals with
OCD and comorbid depression experience more severe obsessional symptomatology
(Ricciardi & McNally, 1995), Specifically, Ricciardi and McNalIy (1995) found that
individuals v^th comorbid depression spent more time occupied with obsessive thoughts,
experienced greater interference, reported higher distress levels, and demonstrated less
control over obsessive thoughts. Individuals with subclinical dysphoric states showed a
similar pattem. In contrast, no differences in compulsive symptoms were found. Thus,
comorbid depression appears to increase obsessions but not compulsions,
Ricciardi and McNally (1995) suggested that severe levels of depression
exacerbate OCD symptomatology to the extent that it impairs daily functioning.
Specifically, they fotmd that higher levels of comorbid depression were associated with
an increase in intrasive thoughts that interfere with work and social functioning, which
purportedly increased distress associated with these thoughts. Moreover, individuals with
or without comorbid depression reported exerting the same amount of effort to control
their obsessions, Thus, depressed mood seemed to affect individuals' ability to
effectively control obsessions, not their motivation to do so (Ricciardi & McNally, 1995),
One altemative explanation for these fmdings is that negative automatic thoughts are
confoimded with intrasive unwanted thoughts^ However, the raters were highly trained to
distinguish obsessions from negative thoughts associated with depression. Other research
has distinguished intrasive unwanted thoughts from negative unwanted thoughts through
factor analyses (Clark, 1992).
Intrasive thoughts that are associated with obsessions can be distinguished from
depressive and anxious negative automatic thoughts that are associated with depression
and anxiety. Clark (1992) conducted a factor analysis that resulted in three distinct
factors including depressive, anxious, and intrasive cognitions. The depression factor
consisted of items involving personal loss or failure. The anxious factor involved

121

thoughts of possible harm and danger. The intrasive factor involved thoughts about
unacceptable sexual acts and fears of saying unacceptable remarks. This latter factor
seems to involve a greater loss of impulse control, is more unacceptable, and is more egodystonic (Clark, 1992). Other research has supported the notion that intrasive thoughts
are uniquely related to obsessions but not to depressive and anxious cognitions (Purdon
&Clark, 1993).
Treatment Implications of Comorbid Depression
Early research suggested that individuals with OCD and comorbid depression
receive no benefits from exposure andritualprevention. Foa (1979) evaluated two
treatment resistant groups and compared them to treatment responders. One treatment
group consisted of individuals MÎth overvalued ideation who strongly believed that their
fears were realistic. A second group comprised individuals with severe depression. The
third group was composed of individuals who were not depressed and did not
demonstrate overvalued ideation. The latter group exhibited habituation both within and
between exposure and ritual prevention sessions. That is, subjective anxiety decreased
both during the session as well as between sessions, and anxiety levels were lower during
the fmal session compared to any time during the first. Individuals with overvalued
ideation experienced a reduction of anxiety within sessions but they did not show
evidence for habituation between sessions. That is, these clients retumed to the same
subjective units of distress levels at the beginning of each session. Individuals v^th OCD
and comorbid depression received no benefits from exposure and ritual prevention. That
is, they reported no reduction in anxiety within a session and showed no evidence of
habituation between sessions, Thisfindingsuggests that individuals with OCD and
comorbid depression were deprived of experiencing low levels of discomfort when
exposed to feared stimuli, which seems to be necessary in order for long-term habituation
to take place (Foa, 1979). That is, whatever was leamed during a session appeared to be
temporary and resensitization of the feared stimulus occurred between sessions. In
summary, both v^thin-session and between-session habituation can occur during
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exposure and ritual prevention. The results of this study revealed that treatment
responders experienced both types of habituation. Clients with overvalued ideation
experienced within-session but not between-session habituation, Clients with comorbid
depression failed to experience either type of habituation during exposure and ritual
prevention. Thus, depression seems to cancel the beneficial effects of exposure and ritual
prevention.
Depression has also been hypothesized to indirectly effect treatment outcome of
OCD. Foa, Grayson, and Steketee (1983) suggested that reactivity and habituation may
mdirectly afîect the treatment of OCD when comorbid with depression. Foa et al. (1983)
defined reactivity as the client's initial anxiety rating when exposed to the most feared
stimulus. Habituation was defined as the percentage of change from the highest anxiety
level to the lowest anxiety level when presented with the most feared stimulus. As
expected, both within-session and between-session habituation were positively associated
with posttreatment outcome. In contrast, reactivity was negatively associated with
posttreatment outcome, That is, higher initial ratings of fear resulted in worse treatment
outcome. Reactivity was also positively associated with depression, Taken together, the
results of this study suggest that individuals with OCD and comorbid depression have
higher levels of reactivity, which impedes habituation, making behavioral treatment less
effective.
In a similar study, Abramowitz and Foa (2000) found that the severity of
comorbid depression was an important factor in the treatment in OCD, They found that
only those clients who were severely depressed received fewer benefits from exposure
and response prevention. In contrast, clients with mild to moderate levels of depression
demonstrated significant improvement in their OCD symptomatology. Thus, the fmding
that only severe depression attenuates treatment response to exposure and ritual
prevention suggests that the relationship between comorbid depression and treatment for
OCD is nonlinear. Many studies have assumed a linear relationship between the severity
of depression and treatment response and employed correlation or regression statistics
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accordingly. The results of this study help explain the mixed fmdings in these previous
studies (Abramowitz, Franklin, Street, Kozak, & Foa, 2000).
Foa et al. (1983) suggested that the unique clinical presentation of comorbid
depression should be also considered when treating OCD. Specifically, clients who are
depressed because of their obsessions and compulsions may be highly motivated to
participate in anxiety-evoking exposure and ritual prevention. However, if the depressive
symptoms involve suicidal ideation, psychomotor retardation, or hopelessness, a client's
capacity for tolerating anxiety-provoking stimuli may be significantiy reduced. Because
this latter group is suggested to fare less well in treatment, Foa et al. (1983) suggested
treating their depressive symptoms before treating their obsessions and compulsions.
Although this formulation has practical implications, it has not been empirically tested^
Comorbid Personalitv Disorders
The DSM-IV defines personality disorder as a pervasive and enduring pattem of
behavior and inner experience that is markedly different from the expectations of one's
culture, is inflexible, and causes stress or impairment (APA, 1994). Research has
revealed that individuals with OCD tend to be at higher risk for developing a comorbid
personality disorder. Prevalence rates of OCD and comorbid personality disorders range
from 33% to 53% in outpatient settings (Mavissakalian, Hamann, & Jones, 1990;
Steketee, Chambless, & Tran, 2001), to as high as 84% in inpatient settings (AuBuchon
& Malatesta, 1994). Although there is much research regarding the prevalence of this
comorbid condition, there is no comprehensive body of literature on the implications and
complications of personality disorders to the treatment of OCD.
Methodological Considerations in Comorbid Personalitv Research
The research on OCD and comorbid personality disorders is mixed, with some
studies suggesting that personality disorders have negative implications for this disorder
while others show no effect. However, a thorough examination of the literature revealed
that some fundamental differences exist in the number of participants and methods used
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to analyze the data. In general, studies of individuals with OCD and comorbid
personality disorders that report significant fmdings had larger sample sizes (e.g., Sobin,
Blundell, & Karayiogou, 2000) and used more rigorous assessment methods such as
stractured interviews (e.g., AuBuchon & Malatesta, 1994) compared to those that did not
(e.g., Mavissakalian et al., 1990; Steketee, 1990). Personality disorders seem to present a
special case because different measures of personality disorders show poor agreement
(Renneberg, Chambless, & Gracely, 1992). Another difficulty with most comorbidity
studies of OCD and personality disorders is that little attention is paid to the overlap in
comorbid axis I and axis II conditions. Clients with OCD and comorbid personality
disorders arefrequentiydiagnosed with additional comorbid anxiety and affective
disorders. Thus, one explanation for the variability offindingsof comorbid OCD and
personality disorders is a failixre to consider other comorbid axis I conditions. There is
some evidence that OCD (Ricciardi et al., 1992) as well as otiier anxiety disorders
(Reich, Noyes, Coryell, & O'Gorman, 1986) hmders the assessment of comorbid
personality disorders by making it less accurate. Ricciardi et al. (1992) foimd that the
majority of clients who responded well to treatment with pharmacological or behavior
therapy no longer met criteria for a personality disorder despite thorough clinical
assessment with the Stractured Clinical Interview for DSM-III-R (SCID; Spitzer,
WiUiams, Gibbon, & First, 1988). Thisfindingsuggests that because OCD symptoms
affect multiple areas of daily functioning, they make the assessment of personality less
precise, which may be an additional cause to the variability of fmdings in research
investigating OCD and comorbid personality disorders. Thus, personality disorders
should be thoroughly assessed at the beginning and end of studies to ensure this condition
existed and is the one being reported and studied.
There are three methods that have been used to research the effects of comorbid
Axis II disorders on treatment outcome for OCD. The first method compares individuals
with OCD and comorbid personality disorders to those with OCD alone. The second
method groups individuals v^th OCD and comorbid personality disorders into personality
clusters and compares them to individuals with OCD alone. The third method compares
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individuals with OCD and a specific personality disorder to OCD alone. The first two
methods are primarily used to increase power to avoid type II errors when there are too
few participants to analyze tíie data by a specific personality disorder. The latter method
is used primarily when there is a sufficient amount of participants to analyze each
comorbid personality disorder separately, Most of the studies that group personality
disorders do not show significant associations of overall personality disorders to
treatment outcome, which may be due to the grouping of distinctively different
personality disorders. That is, different personality disorders may have different effects
on treatment. Therefore, grouping personality disorders may mask their unique effects
(Steketee et al., 2001). However, some research has revealed general complications of
this comorbid condition, In contrast, most of the studies that analyze personality
disorders separately show complications to treatment for schizotypal personality disorder.
The implications from these different methods will each be discussed in the following
section.

General Complications of Comorbid Personalitv Disorders
Although specific information is lost by grouping personality disorders, research
that has done so has revealed some general differences between individuals with OCD
and comorbid personality disorders compared to those with OCD alone (AuBuchon &
Malatesta, 1994), Matsunaga et al. (1998) found that individuals with OCD and
comorbid personality disorders are more likely to experience a precipitating event prior to
the onset of OCD including marital problems, interpersonal difficulties, job
dissatisfaction, or problems with one's supervisor, They are also less likely to be
married, tend to be more depressed, are more anxious, and demonstrate more
interpersonal diffîculties. These individuals also have more work-related difficulties as
they are less likely to be employed full-time, report higher levels of job dissatisfaction,
and have more problems with their supervisors (Matsunuga et aL, 1998). AuBuchon and
Malatesta (1994) suggested that these work-related difficulties may be due, in part, to
problems maintaining an appropriate level of responsibility, which may be exacerbated
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by a greater degree of Axis I symptomatology, In additíon to the general effects that
OCD and comorbid personality disorders have on interpersonal relatíonships and daily
living, research has also shown that this comorbid conditíon is a negative indicator for
treatment.

General Treatment Complicatíons and Imnlicatíons of Comorbid
Personalitv Disorders
Research that compares individuals with OCD and comorbid personality disorders
to individuals witii OCD alone has suggested that the former conditíon has negative
implicatíons to treatment, AuBuchon and Malatesta (1994) found that individuals v^th
OCD and personality disorders had more Axis I diagnoses at pretreatment, had a greater
number of psychiatric admissions, received more previous treatments, and took a greater
number of psychotropic medicatíons prior to treatment compared to individuals with
OCD alone. They also tend to have lower Global Assessment of Fxmctioning ratings at
the onset of treatment. The presence of three or more personality disorders also seems to
be a significant negative indicator for treatment (Baer et al., 1992). Other research has
demonstrated that higher levels of social adjustment are positively related to treatment
outcome consistently across all personality disorders (Steketee, 1990). Taking these
differences into account when designing a treatment plan could lead to more effective
treatment, as has been done by one research group (AuBuchon & Malatesta, 1994).
AuBuchon and Malatesta (1994) took an idiographic approach to treating
individuals with OCD and comorbid personality disorders, treating each client according
to his/her unique clinical presentation. In the case of paranoid personality disorder, for
example, clients were treated with exposure andritualprevention only after a trasting
therapeutic alliance was established. Other clients whose OCD symptoms interfered with
their daily living activities were treated immediately with exposure and ritual prevention.
Similarly, for clients whose marital or family problems were significant in the overall
case conceptualization, marital or family therapy was administered either before or
concurrently with exposure and ritual prevention. Both the individuals with OCD and
comorbid personality disorders and those with OCD alone showed significant reductions
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in their OCD symptomatology. Thisfindingis important because this approach to
treatment reduced symptoms in individuals with OCD and comorbid personality
disorders, which have been previously considered treatment resistant, However,
significant differences were noted between individuals with OCD and comorbid
personality disorders compared to individual with OCD alone. Specifically, subsequent
to treatment, individuals with OCD and comorbid personality disorders had significantiy
lower Global Assessment of Functioning ratings, were less likely to be employed fulltime, and experienced significantiy fewer reductions in OCD symptoms compared to
individuals with OCD alone. Moreover, individuals witii OCD and comorbid personality
disorders were rated by their therapists as bemg more difficuh to treat, required more
psychiatric admissions during treatment, and were more likely to terminate treatment
prematurely. Taken together, thesefindmgssuggest that individuals with OCD and
comorbid personality disorders exhibit more severe OCD symptomatology, have fewer
coping skills, and are more treatment resistant (AuBuchon & Malatesta, 1994). A
limitation of this study was that comparisons were made between individuals v^th OCD
vnûi and without personality disorders. Thus, details are lacking about the effect of
personality clusters or how specific personality disorders affect treatment efficacy.
However, the positive findings in this study suggest that an idiosyncratic treatment
approach directed not only at OCD symptomatology but also to interpersonal, familial,
occupational, and emotional regulatory problems is an effective treatment strategy
(AuBuchon & Malatesta, 1994).
The greater severity of OCD symptomatology found in individuals with OCD and
comorbid personality disorders has been shown to be a contributing factor in the length of
time necessary to respond to treatment. De Hann, van Oppen, van Balkom, and Dyck
(1997) compared the characteristics of individuals who made significant reductions in
OCD symptomatology to those who did not after 16 weeks of treatment. Treatment was
continued for those who did not respond for an average of 7,3 additional weeks, De
Hann et al. (1997) found that individuals who demonstrated significant reductions in
OCD symptomatology had fewer symptoms at the beginning of treatment. Those who
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did not respond after 16 weeks had more severe OCD symptomatology at the beginning
of treatment, were more likely to have a history of treatment for their OCD symptoms,
and showed a slower rate of improvement. However, 38% of these clients demonstrated
significant reductions intiieirOCD symptomatology by the 6-month foUow-up. The
resuhs of this study suggest that individuals witii OCD and comorbid personality
disorders take longer to respond to treatment. Thus, treatment for these individuals
beyond 16 weeks should be considered.
Research has suggested that individuals with OCD and comorbid personality
disorders are less motivated and are more likely to drop out of treatment than individuals
with OCD alone (AuBuchon & Malatesta, 1994; de Haan et al., 1997). They are
ambivalent about changing their compulsive behaviors that maintain their OCD
symptomatology and require more reassurance about their own competence and about the
efficacy of treatment (Steketee et al., 2001). De Haan et al. (1997) found that motivation
is a significant predictor in treatment success. Among the items used to measure
motivation for treatment were v^IIingness to participate, wiUingness to make sacrifices,
and wiUingness to keep appointments. De Hann et al. (1997) foimd that motivation for
treatment was a significant predictor for the reduction in the severity and number of OCD
symptoms, These findings suggest that current behavior therapy treatments need to be
supplemented v^th techniques that increase motivation at the beginning of treatment to
effectively treat clients with OCD and comorbid personality disorders (de Haan et al.,
1997; Steketee et al,, 2001). Motivational interviewing that directly addresses these
clients' ambivalence may make exposure and ritual prevention therapy more effective
(e,g,, Miller, & RoUnick, 1991; Steketee et al., 2001).
Complications to Treatment Associated with
Comorbid Personalitv Disorder Clusters
Small sample size is a common problem when investigating the effect that
comorbid personality disorders have on individuals with OCD. To overcome this
problem, some researchers have analyzed their data by grouping participants into
personality clusters, Personality clusters include cluster A (paranoid, schizoid, and
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schizotypal personality disorders), B (antisocial, borderUne, histrionic, and narcissistic
personality disorders), and C (avoidant, dependent, and obsessive-compulsive personality
disorders), Research has suggested that the presence of a cluster A personality disorder
in individuals with OCD is a negative indicator to treatment (de Haan et al., 1997;
Steketee et al., 2001), especially when at least one other comorbid personality disorder is
present (Baer et al., 1992). Baer et al. (1992) found that 100% of the participants witíi
OCD and a cluster A personality disorder had at least one additional personality disorder,
and 75% had more than three personality disorders. In contrast, only 17% of individuals
with OCD and a cluster B or C comorbid personality disorder had an addhional
personality disorder diagnosis. Moreover, individuals with OCD and comorbid cluster A
personality disorders have demonstrated a significantly higher degree of OCD
symptomatology at pretreatment (Baer et al., 1992) and immediate foUow-up (Baer et al.,
1992; Steketee et al., 2001), but not at long-term foUow-up (i.e., 6 months; de Haan et al.,
1997; Steketee et al., 2001), Steketee et al. (2001) suggested tiiat clients with OCD and
cluster A personality disorders approach treatment more slowly and more cautiously, and
are more ambivalent about changing their avoidant andritualisticbehavior that maintain
their symptoms of OCD. Thus, having a cluster A personality disorder appears to be an
additional factor leading to poorer treatment outcome beyond that of OCD symptom
severity.
In an attempt to gain a better understanding of the specific personality disorders
that cause complications in the treatment of OCD, Baer et al. (1992) ran a series of
regression analyses between OCD symptomatology and each of the 96 criteria of the
DSM-III (1980) personality disorders, Only Cluster A personality disorder criteria, two
criteria from schizotypal personality disorder and onefromparanoid personality disorder,
were significantly related to OCD symptoms^ Criteria for schizotypal personality
disorder were ideas of reference and odd speech. The criterion for paranoid personality
disorder was pervasive and unwarranted suspiciousness and mistrast of people.
However, a causal relationship could not be established due to the correlational design.
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Other research has investigated the individual effects of specific personality
disorders. Avoidant, borderiine, and schizotypal personality disorders have been
indicated as negative indicators for the treatment of OCD (Baer et al, 1992). However,
with the exception of schizotypal personality disorder, only a small amount of research
has suggested possible reasons why these personality disorders are negative indicators for
treatment when comorbid with OCD. Baer et al. (1992) suggested that avoidant
personality disorder may have negative implications to treatment because these
individuals are reluctant to engage m the therapeutic relationship. Only one research
study investigated possible causes for the negative implications of borderline personality
disorder, and it suggested that these clients tend to have higher dropout rates (e.g., 20%;
Hermesh, Sharar, & Munitz, 1987). In contrast to the dearth of research that exists on
comorbid avoidant and borderline personality disorders, there is much research in the
area of OCD and comorbid schizotypal personality disorder, which is delineated in the
section below.

Comorbid Schizotvpal Disorder
The main features of schizotypal personality disorder include a pervasive pattem
of interpersonal and social deficits, intense discomfort with close relationships, cognitive
or perceptual distortions, and eccentricities of behavior (APA, 1994). The onset of this
disorder usually occurs by early adulthood. Individuals with OCD tend to be at higher
risk for comorbid schizotypal disorder. Among individuals with OCD, rates of comorbid
schizotypal personality disorder range from 8% (AuBuchon & Malatesta, 1994) to 35%
(Steketee, 1990). Individuals with OCD and comorbid schizotypal personality disorder
tend to be diagnosed with OCD at a younger age (Jenike, Baer, Minichiello, & Carey,
1986; Sobin, Blundell, & Karayiogou, 2000). In particular, Jenike et al, (1986) found
that these individuals were diagnosed with OCD an average of 10 years earlier than all
other comorbid conditions (i.e,, mean age of 34.7 years versus 44.6 years, respectively).
Moreover, among individuals with OCD, men seem to be at a significantly higher risk for
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developing schizotypal personality than women (i.e,, 23% versus 4%, respectively;
Matsunaga et al,, 2000),
There is growing evidence that the combination of OCD and comorbid
schizotypal personality disorder has a unique clinical presentation beyond any other
comorbid personality disorder, For example, individuals with OCD and comorbid
schizotypal personality disorder are significantiy more likely to be rejected by their
family members than individuals witiiout this comorbid condition (Steketee, 1990). They
tend to have more difficulty with treatment compliance and record keeping (Jenike, 1990)
and have higher axis I and axis II comorbidity rates (Sobin, Blundell, WeiIIer, et al.,
2000). Sobin, Blundell, Weiller, et al, (2000) found that individuals with OCD and
comorbid schizotypal personality disorder were more likely to have comorbid panic
disorder, specific phobia, or substance dependence or abuse. They also are more likely to
have somatic and aggressive compulsions and are at higher risk for having leaming
disabilities. In fact, individuals with OCD were 6.3 times more likely to have comorbid
schizotypal disorder if they also had leaming disabilities, specific phobia, and counting
compulsions. Research has also shown that schizotypal personality disorder is a negative
indicator for treatment for individuals with OCD.
Complications to Treatment Associated with Comorbid
Schizotvpal Disorder
There is some evidence that individuals with OCD and comorbid schizotypal
personality disorders fair less well in treatment than individuals with OCD alone or with
any other comorbid condition. For example, research has revealed that schizotypal
personality disorder has a strong negative correlation to OCD symptom improvement,
with correlations ranging from -.60 to -.74 (Jenike et aL, 1986; Minichiello, Baer, &
Jenike, 1987; Norman, Davies, Malla, Cortese, & Nicholson, 1996). In general, no more
than 10% of these clients have shown moderate gains after treatment, which is
exceptionally low compared to the high percentage (i.e., up to 90%) of all other clients
who show moderate gains (Jenike et al., 1986; Minichiello et al., 1987). Thus, clients
v^th OCD and comorbid schizotypal personality disorder appear to be more treatment
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resistant. In an attempt to improve treatment gains, some general recommendations have
been made.
Overall, reconmiendations to improve treatment response for individuals with
OCD and comorbid schizotypal disorder are limited to reducing stress associated with
interpersonal interactions, Individuals with schizotypal personality disorder have more
difficulty v^tii interpersonal interactions and close relationships (Matsunaga et al., 1998).
They tend to experience more stress at home and receive less social support. Thus,
family therapy, couples therapy, or halfway house placement has been recommended as
an adjunct to exposure and ritual prevention to make treatment more effective (Jenike et
al., 1986; Minichiello et al., 1987). The goal is to reduce the stressors experienced in
mterpersonal relationships that exacerbate and reinforce clients' OCD symptomatology.
Increasing stracture and introducing limh setting can also help reduce stressors
experienced in the home (Jenike, 1990). Moreover, family members can be trained to
function as surrogate therapists to facilitate generalization of treatment gains (Jenike,
1990).
Specific reconmiendations to improve treatment response for clients with OCD
and comorbid schizotypal disorder are Ihnited. Walker, Freeman, and Christensen (1994)
reconmiended increasing attention to feared stimuh during treatment v^th these clients to
make more substantial gains in symptom reduction, However, empirical support is
lacking for the effectiveness of this recommendation, Social skiUs training also has been
recommended as an adjunct to treatment; however, only one study has attempted to test
this hypothesis directly (McKay & Neziroglu, 1996).
There is some evidence that social skiUs training may be useful as an adjunct to
exposure and ritual prevention for individuals with OCD and comorbid schizotypal
disorder. Norman et al. (1996) argued that OCD is a cognitive disturbance and is similar
to the schizophrenic constellation. It is well documented that social skiUs training is
effective for improving some symptoms of schizophrenia (Benton & Schroeder, 1990),
Moreover, research has revealed a strong positive relationship between OCD symptom
severity and social skills deficits among clients with comorbid schizotypal personality
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disorder (Welkowitz, Bond, & Anderson, 1989). Welkowitz et al. (1989) found that
social skills increased as symptom severity decreased over the course of exposure and
ritual prevention, with no direct intervention in social skills. These research fmdings
suggest that as OCD symptom severity is reduced, treatment responders are able to
replace their old obsessive and compulsive behaviors v^th more worthwhile social
agendas to pursue on their own. In addition, deficits in social skills may exacerbate OCD
symptomatology, The high percentage of socially unskilled individuals with OCD (i.e,,
65%) suggests a negative relationship between the ability to successfully generate
meaningful interpersonal interactions and OCD symptom severity (Welkowitz et al.,
1989), Low levels of social skills may resuh in a punishing environment, which
perpetuates the avoidance of social events and encourages the use ofritualbehaviors,
Exposure and ritual prevention teaches clients to behave more appropriately in social
situations by instracting them to resist engaging inritualbehaviors that may be
considered odd or antisocial (Welkowitz et al,, 1989). This may be especially trae for
individuals with OCD and comorbid schizotypal personality disorder given that deficits
in social skills are one of the main features of this comorbid condition. Although these
research fmdings suggest that social skiUs training is a useful adjimct to exposure and
ritual prevention for clients with OCD and comorbid schizotypal personality disorder,
only one study to date has approached this question empirically.
McKay and Neziroglu (1996) used a single-subject design to study the effects of
social skills training on a client with OCD and comorbid schizotypal disorder. The client
was diagnosed v^th OCD and schizotypal personality disorder by the Stractured Clinical
Interview for Personality Disorders (SCID-II, Spitzer, 1990). His schizotypal symptoms
included social anxiety, poor interpersonal relatedness, nondelusional ideas of reference,
constricted affect, paranoid ideation, and unusual perceptual experiences. Social skill
difficulties included deficient conversational skiUs, poor assertion skiUs, inappropriate
affect, trouble controlling his anger, and lack of eye contact. Notably, the client's social
functioning deteriorated subsequent to periods of compulsivity (McKay & Neziroglu,
1996), Social skiUs training included eye contact (session 1), assertion skiUs (sessions 2-
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4), introductions and beginning conversations (sessions 5-6), maintaining conversations
and the identification of nonverbal cues to monitor the appropriateness of topics (sessions
7-9), and setting social appointments and ending conversations (sessions 10-12). The
client showed significant decreases in obsessions, compulsions, anxiety, and depression
at the end of treatment and at 6-month follow-up. Notably, at the beginning of treatment,
the client was unwilling to engage in exposure and ritual preventíon. However, the client
engaged in exposure exercises on his own when his symptoms became less severe. The
Yale-Brown Obsessive Compulsive Scale (Y-BOCS; Goodman, et al., 1989) was used to
measure the severity of obsessions and compulsions. Generally, a score of 16 or higher
indicates clinically significant OCD symptomatology. The client's reduced scores on the
Y-BOCS confirmed that he was avoiding feared stimuli significantly less and was
exposing himself more often to these stímuli (i.e., reduced Y-BOCS totals from 15 to 6
for obsessions and 16 to 8 for compulsions). Treatment gains were maintained at
6-month foUow-up although the client continued to experience residual symptoms of
anxiety, depression, obsessions, and compulsions. However, he experienced significant
symptom reduction using an indirect treatment intervention. The results of this study
suggest that individuals with OCD and comorbid schizotypal personality disorder become
more tolerant of exposure to feared stimuli as their social skills improve. Because social
skiUs training reinforces effective socialization, it may make exposure to feared
interpersonal situations more tolerable. Thus, when OCD is comorbid with schizotypal
personality disorder, exposing clients to feared interpersonal situations before exposing
them to stimuli not involving socialization may be more effective (McKay & Neziroglu,
1996). However, these results are not clear since it is imknown to what extent the client's
improvement was due to social skiUs training or his own exposure exercises, The
possible benefits of social skills training for individuals with OCD and comorbid
schizotypal disorder should be empirically tested in future research.
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Treatment
Exposure/Ritual Prevention Therapy
Exposure and ritual prevention has been the treatment of choice for OCD over the
past 3 decades. It involves prolonged exposure to obsessional cues and prevention of
anxiety reducing rituals (Foa, Franklin, & Kozak, 1998). Exposure can be either in vivo
or imaginal. In vivo exposure is performed in real life settings and is used whenever
possible. Imaginal exposure consists of creating images of obsessional cues in one's own
mind. It is useful for those clients whose fears are not easily translated into in vivo
exposure exercises and for clients whose feared consequences are disastrous (Steketee &
Barlow, 2002). Both types of exposure are used to disconfirm mistaken associations and
erroneous appraisals by promoting habituation to feared thoughts and situations while
blocking behavioral or mental rituals (Foa et al., 1998).
Clients can be exposed to their feared obsessional cues either gradually or all at
once. The graded approach begins with exposure to situations of moderate difficulty
followed by several intermediate steps before the most feared exposures are attempted
(Abramowitz, 1996). Before exposure, a fear hierarchy must be created consisting of
stimuli that generate the least amount of fear to stimuli that evoke the most amount of
fear. For example, a client with fears of contamination may have a moderate amount of
fear to touch a doorknob, slightly higher levels of fear to touch a public sink, and
excessive amounts of fear to touch a public toilet. Thus, the client's fear hierarchy would
start with touching the doorknob and would be followed by touching the sink and the
toilet. Increases in difficulty are only made after success with the current stimulus (Foa
et al., 1998), Therefore, the client would be exposed to the next level of fear evoking
sthnuli (e.g^, the smk) only after having success with the first level (e.g., the doorknob),
A review of the literature found no significant difference in OCD symptom reduction
between graded exposure andfloodmg(Abramowitz, 1996), However, participants were
significantly more satisfied v^th treatment when they received the graded approach, This
approach may also increase treatment compliance (Foa et al., 1998). Thus, a graded
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approach to exposure and ritual prevention is preferred because it increases satisfaction
and treatment compliance.
Research indicates that the frequency and total number of sessions needed to
achieve optimal resuhs using exposure and ritual prevention is variable. Weekly sessions
have been shovra to be effective, and daily exposure regimens have shovm excellent
results (Foa et al,, 1998). In general, clients who have difficulty completing their
homework between sessions benefit more from intensive daily therapy, The opthnum
number of sessions also appears to vary among clients. However, most clients
demonstrate significant symptom improvement after 20 sessions (Steketee & Barlow,
2002).
There are three important factors to consider when conducting ritual prevention.
Research has revealed that individuals demonstrate greater symptom reductíon when the
therapist as opposed to client controlsritualprevention (Abramowitz, 1996), However,
physical interventíons should not be used to prevent clientsfromritualizingbecause it is
too coercive and may limh generaUzabiIity (Foa et al., 1998). Instead, the therapist
should provide encouragement and support to help the client refrain from ritualizing.
Clients have also demonstrated greater improvements when they are prevented from
ritualizing over the coiarse of treatment versus partial or no ritual prevention
(Abramowitz, 1996). Thus,ritualpreventíon is most effective when controUed by the
therapist consistently over the course of treatment. However, this becomes more
challenging when the rituals are cognitive.
A cognitive ritual is mental activity voluntarily initiated to reduce emotional
discomfort caused by obsessions (Salkovskis & Westbrook, 1989). Such activity can be
difficult to identify especially when the obsessions and neutralizing behaviors are
identical (e.g., the intrasive thought has to be repeated to neutralize it). For example, a
person may try to neutralize intrasive thoughts about harmmg his children by
continuously repeating them. Cognitiveritualsalso tend to go imdetected by others
because they are covert and do not involve physical constraints, making them easier to
perform in social situations. In contrast to overt rituals, which are readily elicited by
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extemal stimuli, cognitive rituals are triggered by covert stimuli (Salkovskis &
Westbrook, 1989). That is, cognitiveritualsare evoked by one's own thoughts,
particularly the obsessional thoughts themselves. Previous treatment strategies have
focused on habituation training, which required the client to elich their obsessional
thoughts and hold them for up to 30 seconds (Salkovskis & Westbrook, 1989). This
procedure was repeated every 2 minutes for approximately 1 hour. However, clients
reported having difficulties eliciting their obsessional thoughts in a consistent and reliable
way, which is not surprising given that they were seeking treatment because they were
having difficulty controUing their obsessional thoughts. Moreover, when they were
successful at eliciting their obsessional thoughts, they tended to vary in intensity, content,
duration, and time of onset, The equivalent exposure for a client whoritualizesbecause
of a fear of bemg contaminated by blood would be an exposure session m which the
client suddenly and unexpectedly has his hands covered in blood for 20 seconds. A few
minutes later, he has his hands covered by a different source of blood for 60 seconds
followed by 5 minutes of no exposure. This type of exposure session would not likely
resuh in reduced anxiety levels because h would be difficuh to instract the client to
ritual-prevent due to the inconsistency and mpredictability of the session, In summary,
exposure to covert stimuli (i,e., obsessional thoughts) is problematic because it is difficult
to achieve consistent and reliable exposure. Thus, altemative techniques are necessary to
treat cognitive rituals.
Salkovskis and Westbrook (1989) provide several treatment recommendations for
cognitive rituals. The first step involves distinguishing obsessions from cognitive rituals.
This reqxiires recognizing that obsessions are involuntary and intrasive whereas cognitive
rituals are intentionally initiated by clients to reduce anxiety, Once obsessions are
differentiated from cognitiverituals,the therapist and client collaboratively devise a
method for ritual prevention. Obsessional thoughts are then recorded on a loop cassette
tape using the client's ovm voice to later elicit obsessions and covert rituals. Loop
cassette tapes are available in different lengths of time (e.g., 1 minute, 3 minutes, etc.)
and continuously repeat a recorded message without revsânding them. They are used to
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provide consistent exposure to covert stimuli that trigger obsessional thoughts. That is,
clients are asked to repeatedly listen to their recorded message of covert obsessional cues
to trigger obsessional thoughts while resisting the urge to neutralize. The use of loop
tapes overcomes the problem of reliability and consistency of covert obsessional cues,
increasing the likelihood of habituation to obsessional thoughts.
In order to understand the necessary components of exposure and ritual
prevention, Foa, Steketee, Grayson, Tumer, & Latimer (1984) examined exposure and
ritual prevention treatments separately. Foa et al. (1984) divided participants into three
groups comprising exposure therapy,ritualprevention, or the combination of exposure
and ritual prevention, Overall, the combined treatment group produced greater
reductions in anxiety levels and urges toritualizecompared to the single component
treatments. Notably, the exposure group demonstrated significantiy greater reductions in
anxiety to contaminants than the ritual prevention group. Long-term foUow-up at 6
months revealed that only 27% of the single component group maintained treatment gains
whereas 80% of the combined treatment group did. These fmdings suggest that
combining exposure and ritual prevention is superior to either component alone.
Exposure and ritual prevention is an effective treatment for the majority of clients.
Foa and Kozak (1996) reviewed the literature and found that on average, 83% of clients
treated Mdth exposure and ritual prevention demonstrate significant symptom
improvement after 15 sessions of treatment. Approximately 76% (i.e., 376 participants
over 16 studies) of these clients maintained their gains at long-term follow-up (i.e,, 2
years). Although these numbers are encouraging, they also suggest that between 17-24%
of these clients either fail to receive significant benefits from exposure and ritual
prevention or do not maintain them. Moreover, other research suggests that a high
percentage of clients cannot tolerate exposure and ritual prevention, with dropout rates
ranging from 25% to 40% (Stanley & Tumer, 1995; Whittal, 2002). Of the individuals
who benefit from exposure and ritual prevention, only 36% will show a 70% reduction in
OCD symptomatology (Stanley & Tumer, 1995). In addition, exposure and ritual
prevention does not appear to be an effective treatment for comorbid depression. A

139

meta-analysis of 25 treatment studies revealed that exposure and ritual prevention had no
beneficial effects on depressive symptomatology (Cox, Swinson, Morrison, & Lee,
1993). These findings suggest that exposure and ritual prevention is an incomplete
treatment for clients with OCD, Therefore, altemative treatments should be considered to
address tiiese issues. Cognitive-behavioral therapy is one such altemative.
Cognitive-Behavioral Therapv
Research has revealed that cognitive-behavioral therapy (CBT) is an effective
treatment for OCD (van Balkom et al., 1994). This treatment is based on the knowledge
that intrasive thoughts are essentially a universal experience (Rachman & De Silva, 1978;
Salkovskis & Harrison, 1984). CBT begins with normalizing mtrasive thoughts and
subsequently focuses on the erroneous appraisal process (Whittal, 2002).
The first step in CBT for OCD is identifying the client's central fears and
erroneous appraisals of obsessionaltiioughts(Whittal, 2002). Once the client's central
fears and erroneous appraisal processes are identified, therapy focuses on three cognitivebehavioral domains including thought control, thought action fusion, and responsibility
appraisals (Whittal & O'NeiU, 2003).
Research has revealed that CBT is as effective as exposure andritualprevention
for the treatment of OCD. Van Balkom et al. (1994) conducted a meta-analysis and
found that these two treatments were equally effective. Emmelkamp, Visser, and
Hoekstra (1988) also found no differences in effectiveness between CBT and exposure
and ritual prevention in the treatment of OCD. However, they also found that CBT led to
significant improvements in depression whereas exposure and ritual prevention did not.
The combination of exposure andritualprevention and CBT may be the most effective
treatment for OCD. At minimum, CBT offers an effective altemative treatment to those
who cannot tolerate exposure andritualprevention, and may contribute to the reduction
in relapse (Espie, 1986; Hiss, Foa, & Kozak, 1994; Ost, 1989).
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Clinical and Research Implications
Although the literature reviewed has contributed to the understanding of comorbid
conditions, many empirical questions remain. In particular, the effects of multiple
comorbid Axis I and Axis II conditions on treatment are poorly understood. More
research is needed to gain a better understanding of tiie specific complications to
treatment that are associated v^th each of these comorbid conditions. Research that
attempts to answer these questions should have adequate sample sizes to establish the
particular effects of comorbid conditions.
With regard to treatment, more research is needed to understand how motivation
affects tiie treatment of mdividuals with OCD. This is especially relevant in the case of
comorbid personality disorders in which high dropout rates and low motivation for
treatment are common. Additionally, although borderline and avoidant personality
disorders have negative implications to treatment, more research is needed to understand
the specific mechanisms involved, In the case of comorbid schizotypal disorder, more
research is needed to determine if social skills training as well as other interventions
designed to reduce interpersonal distress are effective adjuncts to treatment.
The finding that individuals with OCD and severe comorbid depression are
treatment resistant for their OCD symptomology suggests that more research is needed to
develop better treatment strategies. This is especially vital for clients whose depressive
symptoms include severe suicidal ideation because they may dropout of behaviorallyoriented programs before receiving treatment for their depressive symptoms.
Research is also needed to develop more effective treatment programs for OCD,
High relapse rates, high dropout rates, and the high prevalence of residual symptoms
suggest that more effective treatment techniques are essential. It may be that some
clients are more appropriate for exposure andritualprevention whereas others are better
suited for CBT. Treatment that combines exposure and ritual prevention and CBT may
be the most effective treatment approach. In such a program, motivational interviewing
techniques could be used to better prepare clients for exposure and ritual prevention and
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to lower dropout rates. However, these questions remain to be tested by empirical
research.
The literature reviewed regarding OCD and comorbid depression also has
important clinical implications, especially regarding treatment planning. Because
comorbid depression causes increased severity in obsessions, therapists should consider
added treatment for depressive symptoms. This is especially trae for behaviorallyoriented programs as research suggests that exposure and ritual prevention provides no
symptom relief for depression. Given that clients who are severely depressed are more
treatment resistant and experience higher levels of reactivity to exposure-based
treatments, treating depression before treating OCD should be considered, Moreover,
altemative treatments such as CBT should be considered to lower dropout rates for this
population. The decision to treat depressive symptoms either simultaneously or before
treating OCD symptomatology should be determined by the case conceptualization for
each client imtil research can establish the most effective strategies.
The research reviewed on OCD and comorbid personality disorders also has
several clinical hnplications. In particular, therapists should plan to treat these clients
longer given that they have more severe OCD symptomatology and take longer to
respond to treatment. Adjunct interventions designed to reduce interpersonal stress
should also be considered including family therapy, couples therapy, and social skiUs
training. The finding that higher levels of social adjustment leads to better treatment
response for these clients indicates that social skiUs training may be a useful adjunct to
exposure and ritual prevention or CBT. This may be especially helpful for individuals
with OCD and comorbid schizotypal disorder. Moreover, thorough assessment should be
considered before case conceptualization because multiple comorbid Axis I and Axis II
disorders are conmion within this population.
The finding that CBT is as effective as exposure and ritual prevention for the
treatment of OCD suggests that CBT is an effective altemative treatment for those who
cannot tolerate exposure based treatments. In addition, therapists should include relapse
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prevention programs as a part of treatment to reduce residual symptoms and prevent
relapse.
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Figure II, The cognitive behavioral model of OCD (Salkovskis, 1985).
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APPENDDC B
EXTENDED LITERATURE REVIEW:
RELATIONSHIP VARIABLES
ntimacv
Intimacy is a broad concept that is difficuh to define because it consists of many
factors that are ostensibly unrelated (Prager, 1995). For example, intimacy can indicate
emotions such as love, tender physical contact, or sharing of ideas. While each of these
examples describes a certain aspect of intimacy, they appear to have few features in
common. Altematively, intimacy can be conceptuahzed as a superordinate constract
comprised of several factors (Prager, 1995). These factors are related in that they are
making a unique contribution to the overall constract of intimacy. Thus, although factors
of intimacy such as love, tender physical contact, and sharing of ideas are ostensibly
unrelated at a basic level, their relationship becomes clear when they are conceptualized
as factors that compose intimacy.
The superordinate constract of intimacy can be broken down into two basic
factors including intimate interactions and intimate relationships (Prager, 1995), Intimate
interactions consist of both intimate behaviors and intimate experiences. Intimate
behaviors are observable behaviors that take place when two people are interacting
intimately and can be both verbal and nonverbal (e.g., self-disclosure or holding hands,
respectively). Intimate experiences are the subjective feelings and perceptions that are
felt during or subsequent to intimate interactions (e.g^, warmth, understanding,
compassion). Intimate experiences have both affective and cognitive components. The
affective component consists of positive feelings about oneself, one's partner, or the
interaction. The cognitive component is a sense of shared understanding or validation
between partners. Regardless of the mode in which intimate interactions are experienced,
an interaction becomes intimate when one shares something personal (Prager, 1995).
Partners may share a touch, self-disclose personal information, or feel warmth and
affection for each other, but would not share these things under impersonal
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circumstances. Thus, intímate interactíons are comprised of both behaviors and
experiences in which something personal is shared, positíve feelings are felt, and a
mutual understanding is experienced between two people. The accumulatíon of multíple
intimate interactíons is what makes a relatíonship intímate (Prager, 1995). Thus, h is
possible for two people to have a relatíonship in which they interact frequently but do not
experience intimacy.
The most comprehensive way to measure intimacy is through the relational
conceptíon perspective (Prager, 1995). This approach attempts to capture the many ways
in which relationship partners can be intímate in ongoing relatíonships. Schaefer and
Olson (1981) adopted the relational conception perspective and described intimacy as a
feeling of closeness with another person in at least one of the following seven areas:
(1) emotional intimacy (the closeness of feelings); (2) social intímacy (having friends
and social networks in common); (3) intellectual intimacy (sharing ideas); (4) sexual
intimacy (sharing sexual activity or affectíon); (5) recreational intimacy (sharing interests
in activities); (6) spiritual intimacy (sharing religious faiths or a similar sense of
conceptualizing the meaning of life); and (7) aesthetic intimacy (closeness when
experiencing beauty). Schaefer and Olsen (1981) developed the Personal Assessment of
Intimacy in Relationships (PAIR) to measure these theoretical factors of intimacy.
However, the aesthetic intimacy and spiritual intimacy factors were not retained because
they could not be validly assessed. Schaefer and Olsen (1981) asserted that intimacy
between two people is only maintained by consistent work and effort and must be
acquired over time. They emphasized that intimacy is a process and not a static state.
Other research has also conceptualized intimacy as a multidimensional constract
using the relatíonal approach. Waring, McElrath, Lefcoe, and Weisz (1981) originally
identified cohesion and affection as factors of intímacy. Later, Waring and Reddon
(1983) developed the Waring Intimacy Questionnaire (WIQ), which consisted of eight
factors. These factors included (1) conflict resolution (resolving differences of opinion);
(2) affection (expressing emotional closeness); (3) cohesion (feeling of commitment);
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(4) sexuality (communicating sexuality needs and fulfillment); (5) identity (the couple's
level of self-esteem); (6) compatibility (the couple's ability to work and play together);
(7) autonomy (the couple's independence from their family of origin and children); and
(8) expressiveness (expression of thoughts, beliefs, feelings, and attitudes). The WIQ is
highly correlated with the PAIR (r = .11; Schaefer & Olson, 1981), suggestingtiiatthey
both measure similar facets of intimacy.
Research has revealed that intimacy is highly associated with both relationship
satisfaction and self-disclosure. Schaefer and Olson's (1981) five factors of intimacy
have been shovm to be highly correlated with relationship satisfaction (Greeff &
Malherbe, 2001; Schaefer & Olsen, 1981). MiIIar and MiIIar (1988) found a positive
relationship between intimacy and relationship satisfaction for both men and women.
Moreover, increasing levels of intimacy has shown to be important in the development of
close relationships (Falk & Wagner, 1984).
The high correlation between intimacy and self-disclosure (r = .85; Chelune,
Vosk, Waring, Sultan, & Ogden, 1984) has engendered a debate about whether selfdisclosure is a facet of intimacy or is a highly related constract. Some researchers have
argued that intimacy is distinct from self-disclosure in that intimacy is the experience of
closeness felt when sharing personal information while self-disclosure is the vehicle
through which intimacy is verbally expressed (Schaefer & Olson, 1981; Waring &
Chelune, 1983). In contrast, Prager (2000) conceptualized self-disclosure as an important
factor of intimacy. Whether self-disclosure is conceptualized as a factor of intimacy or as
a distinct constract, it is an important concept to include when conducting research on
intimacy,
Self-Disclosure
Self-disclosure is the revealing of intimate, private, or risky information about
oneself including thoughts, feelings, and experiences (Dindia, 1997). Research has
emphasized that self-disclosure is an ongoing behavioral process, rather than a trait-like
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condition, which varies depending on the context and the relationship of the people
mvolved (Chelune, 1975).
Demographic variables have been shown to influence individuals' propensity to
engage in self-disclosure. Some research has demonstrated that women tend to engage m
self-disclosure significantiy more than men (Hendrick, 1981; MiUer, Berg, & Archer,
1983), Other research has found that men and women engage in similar levels of selfdisclosure (AntiU, & Cotton, 1987) and tiiat spouses disclose at similar levels (Levinger
& Senn, 1967). Higher levels of self-disclosure appear to exist amongst the more highly
educated (Hendrick, 1981). However, lower levels of self-disclosure have been
associated \úûi years of marriage (Antill & Cotton, 1987; Burke, Weh, and Harrison,
1976; Hendrick, 1981) and the number of children that a couple has (Antill & Cotton,
1987),
Self-disclosure is not always poshive and healthy in relationships and can be
inappropriate in certain circumstances. For example, individuals may disclose
information that is too intimate or not intimate enough, resulting in withdrawal or
rejection by others (Derlega & Chaikin, 1975). Along these same lines, research has
demonstrated a positive association between self-disclosure and social skiUs. Chelune,
Sultan, & Williams (1980) found that lonely women whose disclosure pattems varied
appropriately to social-situational cues demonstrated increased levels of social activity,
whereas lonely women who demonstrated inappropriate pattems of disclosure showed
decreased levels of social activity. Chelune et al. (1980) concluded that the lack of social
awareness in the latter group led to social isolation via peer rejection. Thus, it appears
that a certain level of social skills is required to ascertain the appropriate amount of selfdisclosure in interpersonal interactions. Research has provided other explanations for
low levels of self-disclosure.
Individuals appear to refrain from self-disclosure for various reasons. Burke,
Weir, and Harrison (1976) found that the most common reasons given for spouses'
refraining from disclosing personal information to one's marital partner included (1) not
wanting to worry or burden one's spouse, (2) perceiving one's spouse as being
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miknowledgeable about the problem content and not possessing the capacity to be
understanding and empathetic, and (3) viewing one's spouse as being unresponsive and
uninterested in one's disclosures. Notably, husbands and wives who indicated only
positive reasons for disclosing information reported engagmg in self-disclosure more
frequentiy, whereas those who specified mixed motivations or only barriers to sharing
personal information engaged in self-disclosure less frequentiy. Thus, it appears that
various factors may contribute to low levels of self-disclosure.
Research has revealed that self-disclosure is both positively and negatively
associated with relationship satisfaction. Much of the research has shown self-disclosure
to be positively associated with relationship satisfaction (Hendrick, 1981; Meeks et al.,
1998). Other research has demonstrated that disclosing both positive and negative
aspects about oneself is positively associated with relationship satisfaction (AntiU &
Cotton, 1987). Levinger and Senn (1967) found that positive self-disclosure was more
strongly related to relationship satisfaction than negative self-disclosure. Research also
has revealed that certain types of self-disclosure can negatively affect relationship
fimctioning. For example, blaming behaviors and communicating aversiveness has
shown to be negatively associated with relationship satisfaction (Schumm, Bames,
BoIIman, Jurich, & Bugaighis, 1986). Millar and MiUar (1988) foxmd that men reported
higher levels of relationship satisfaction when their dating partner disclosed more
personal information than they did and lower relationship satisfaction when theh: dating
partner disclosed less information than they did. The converse was trae for women.
Thus, it appears that the content and context of self-disclosure is important when
determining how self-disclosure affects relationship satisfaction.
The importance of one's own or one's spouse's self-disclosure on relationship
satisfaction has been emphasized in different ways. The interaction effect model
maintains that individuals' relationship satisfaction is contingent upon the amoxmt of selfdisclosure received from one's relationship partner (Meeks et al., 1998). In contrast, the
direct effect model theorizes that an individual's relationship satisfaction is primarily
determined by the level of the individual's self-disclosure, while the disclosure of one's
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relationship partner is important to a lesser degree. Most of the research that has
attempted to clarify which model best explains the role of self-disclosure in relationship
satisfaction has used small sample sizes. However, Rosenfeld and Bowen (1991)
surveyed 928 married couples in an attempt to clarify this issue. Resuhs supported the
dhect effect model such that an individual's own level of self disclosure was the best
predictor of marital satisfaction. Thus, assessing only one individual of a relationship
pau- seems to be a valid way of understanding how one's ovm self-disclosure influences
one's own perception of relationship satisfaction.
Relationship Satisfaction
Relationship satisfaction has been operationalized as both a subjective experience
and as thefrequencyof relationship behaviors. The subjective approach defines
relationship satisfaction as the subjective and affective feeling regarding how individuals
"feel" about their relationship (Hendrick 1995; Lewis & Spanier, 1979). Couples who
report being content and happy v^th their relationship also report high levels of
relationship satisfaction (Hendrick, 1995), This perspective is distinct from the
adjustment perspective of relationship satisfaction that focuses on relationship behaviors
such as thefrequencyof conflict, communication, or budgeting finances (Hendrick, 1995;
Hendrick & Hendrick, 1997), Because it is possible for partners to be satisfied v^th their
relationship despite engaging in dysfunctional behaviors, the adjustment perspective
appears to be an inadequate explanation of relationship satisfaction. For example,
couples whofrequentlyargue about childrearing practices also could be emotionally and
sexually intimate and may be generally satisfied with their relationship, Thus, the
subjective approach adopted by Hendrick (1995) seems to more accurately define
relationship satisfaction. In addition, relationship satisfaction is important because it
influences one's quality of life and it is a significant predictor of whether or not the
relationship will continue (Hendrick, 1995; Sacher & Fine, 1996). However, given that
some couples stay together despite being imhappy vdth their relationship, relationship
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satisfaction is not a perfect predictor of relationship stability (Hendrick, 1995). Several
factors seem to influence relationship satisfaction.
Love has been shown to be of growing importance since the mid-1960s for
predicting marital satisfaction (Simpson, Campbell, & Berscheid, 1986). Research has
demonstrated that love is one of the most important predictors of relationship satisfaction
in heterosexual couples (Hendrick, 1995). Of the six love styles described by Hendrick
(1995), passionate love (i.e., having high levels of intensity and commitment) and
friendship love (i.e., companionability) are the most powerful predictors of relationship
satisfaction. Meeks et al. (1998) found tiiat including love in a hierarchal regression
equation accounted for 58% of the variance in relationship satisfaction. Thus, h appears
that love is an important predictor of relationship satisfaction.
Research has revealed numerous factors associated with satisfaction in close
relationships, Lewis and Spanier (1979) reviewed the literature and identified 74 factors
that were associated with relationship satisfaction. Examples of factors positively
associated with relationship satisfaction included self-disclosure, commimication,
interpersonal skills, size of social network, and emotional wellbeing. Other research has
shown that relationship satisfaction is positively related to conmiitment (Sacher & Fine,
1996) and self-esteem (Fincham & Bradbury, 1993). Moreover, research has revealed
that self-attributions are positively associated with relationship satisfaction when they are
rated as the cause of the negative relationship event (Fincham & Bradbury, 1993). That
is, individuals report higher relationship satisfaction when they believe that they are the
cause of a negative relationship event instead of their partner.
Men and women seem to differ in the way they perceive relationship satisfaction.
Research has demonstrated that women report signifícantly higher levels of relationship
satisfaction than men (Sacher & Fine, 1996). Other research has found that relationship
satisfaction is positively correlated with femininity, but not masculinity, for both females
and males (Bradbury & Fincham, 1988). WiUs, Weis, and Patterson (1974) found tiiat
husbands rated their wives' instrumental behaviors (e.g., child care, house-keeping,
preparing meals) as being more important and wives rated husbands' emotional behaviors
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as being more important. Thus, h appears that different factors influence relationship
satisfaction for men and women.
Psychopathology appears to negatively influence relationship satisfaction.
Research has revealed that relationship satisfaction is negatively associated with negative
affect (Tesser & Beach, 1998) and depression (Culp & Beach 1998; Daley & Hammen
2002; Fincham & Bradbury, 1993). Daley and Hammen (2002) found that depressed
patients rated themselves as being less socially competent and received less emotional
support from their romantic partners. Thisfindingwas supported by theh partners who
rated them as less interpersonally competent and provided them with less social support.
Joiner, Alfano, Metalsky (1992) found that the combination of excessive reassurance
seeking and depression resulted in rejection from peers for men but not women.
However, depression alone did not predict rejection from peers. Bradbury and Fincham
(1988) found that dysfunctional relationship beliefs, such as the belief that one's spouse
should be able to intuitively sense one's mood and needs without overt communication,
were negatively related to relationship satisfaction for husbands and wives. Moreover,
responsibility attributions for negative marital events were negatively associated with
relationship satisfaction for husbands and wives who blamed their spouse for the event.
For example, if a husband believes that it is his wife's fault for losing all their money in
the stock market, he will experience lower relationship satisfaction, Moreover, Eysenck
(1980) foimd that personality is a significant predictor in relationship satisfaction such
that men and women wdth higher dysfunctional personality traits (i.e., Psychoticism and
Neuroticism) reported lower levels of marital satisfaction, Notably, those with
dysfimctional personality traits tended to marry earlier than those without these traits.
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APPENDIX C
EXTENDED LITERATURE REVIEW:
OCD AND RELATIONSHIP VARIABLES
OCD and Intimacy
Research has suggested that couples who seek therapy for their marital problems
demonstrate lower levels of marital intimacy than nonclinical marital partners (Patton,
1984), However, no research to date has investigated how OCD affects intimate
functioning. Research has been conducted on the effects of OCD on sexual functioning
and sexual satisfaction, which is qualitatively different from sexual intimacy.
Nonetheless, a review of the research on the effects of OCD on sexual functioning and
satisfaction will help establish theframeworkfor examining the possible effects of OCD
on intimate fimctioning.
Research has suggested that OCD interferes with sexual functioning. Staebler,
PoIIard, and Merke (1993) found that 60% of the 363 men and women with OCD
surveyed reported being sexually dissatisfied with their current partner, Aksaray, Yelken,
Kaptanoglu, Oflu, and Ozaltin (2001) conducted a study in Turkey in which they
compared the sexual functioning of 23 women with OCD and 26 women with
Generalized Anxiety Disorder (GAD), Participants with OCD were more sexually
nonsensual, anorgasmic, and avoidant than those with GAD. However, the average age
of onset for the women with OCD was 24, which was significantly younger than the age
of onset of 31 for the women with GAD. Because views on premarital sex are relatively
conservative in Turkey, women in that country typically begin sexual relations at
approxhnately age 23 (Erkmen, 1990), Thus, OCD symptom onset occurred
approximately at the same age that these women were expected to begin sexual relations.
The finding that symptom onset occurred when these women were expected to begin
sexual relations suggests that the onset of OCD symptoms may have interfered with the
normal leaming process in developing healthy sexual relationships. This may be
especially relevant for those individuals with fears of contamination from bodily
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secretions because their use of rituals to reduce anxiety prevents them from being
provided with contrary evidence. For example, after having sex with a partner, a woman
may wash herself vigorously to prevent contamination. This neutralizing behavior
precludes her from gaining the knowledge that bodily secretions are often harmless and
reinforces her obsessional fears. Notably, Aksaray et al. (2001) found that 78% of tiie
participants with OCD had obsessional fears of contamination mcluding fear of bodily
secretions and germs. These participants were more sexually nonsensual than individuals
witii otiier obsessional fears, Similarly, Freund and Steketee (1989) found ttiat
individuals with OCD who had obsessions about bodily secretions were more likely to
report that theh OCD symptoms interfered with theh sexual functioning. However, the
type of interference was not clearly defined. It may be that their fears of being
contaminated by bodily secretions prevented them from engaging in sexual intercourse or
oral-genital sex, Given that thefrequencyof oral-genital sex is poshively associated with
sexual satisfaction, especially for men (Sprecher & Regan, 2000), the possibility that
individuals with contamination fears avoid this activity may be a contributing factor to
their sexual dissatisfaction. In simmiary, h appears that OCD interferes with sexual
satisfaction, especially for those individuals who have obsessions about being
contaminated by bodily secretions. However, it is unclear if these fmdings generalize to
sexual intimacy and other forms of inthnacy.
OCD may negatively affect one's capacity to be intimate. The research indicating
that individuals with OCD report lower levels of sexual functioning and sexual
satisfaction suggest that they may also have difficulty with sexual intimacy. For
example, an individual who is disgusted by his partner's bodily secretions during sex may
be uncomfortable expressing these and other sexual concems to his partner because he
does not want to hurt her feelings. Moreover, research has revealed that individuals with
OCD conceal their obsessions and compulsions because they fear being rejected,
avoided, feared, and distrasted by others (Nev^h & Rachman, 2001), Thus, h is possible
that individuals with OCD have lower levels of inteUectual and emotional intimacy
because they are afraid to reveal their innermost thoughts and feelings, This may
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especially be trae when their OCD symptoms are about their relationship partner. For
example, an individual witii OCD may engage in rituals to prevent harm from coming to
his relationship partner but may fail to disclose his feelmgs and concems because he is
afraid that his partner will reject him. Finally, individuals with OCD may also experience
reduced levels of social and recreational intimacy because they tend to socially isolate
themselves.
OCD and Self-Disclosure
Although no research to date has investigated the relationship between OCD and
self-disclosure in romantic relationships, there is some evidence suggesting that OCD
symptoms may cause lower levels of self-disclosure in close relationships. In general,
research has found that couples who are in therapy for marital problems disclose less to
theh partner than control couples who were matched for length of marriage, number of
children, and socioeconomic status (Levinger & Senn, 1967), This may provide some
support to the notion that individuals with OCD limh their self-disclosure given that
many of them have marital difficulties, Moreover, other research has suggested that
individuals with OCD report several reasons for concealing their obsessions. Examples
of these reasons include: (1) that revealing their obsessions will increase the probability
that their fears will happen (i.e., thought action fusion), (2) that others will use their
obsessions as evidence against them, (3) that people vdll think they are crazy, and (4) that
it will lead to shame and embarrassment (Newth & Rachman, 2001), Thus, it is possible
that the reluctance of individuals with OCD to self-disclose information about their
obsessions v^U generalize to other personal information, making self-disclosure in
romantic relationships less likely. Thefindingthat individuals who can supply reasons
for not disclosing personal information about themselves are more likely to refrain from
self-disclosure to their romantic partner supports this notion. Additionally, the research
findings that suggest individuals with OCD have social skill deficits may support the
notion that these individuals will be reluctant to disclose personal information to their
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romantic partner, especially since social skill deficits are negatively related to the
frequency of self-disclosure (Chelune et aL, 1980).

OCD and Relationship Satisfaction
Relatively few research studies have investigated the effects of OCD on intimate
relationships. As Table 34 indicates (see page 159), the studies that have investigated the
marital status and quality of individuals with OCD have reported that many of these
individuals are not married and that there is a significant amount of marital distress
among tiiose who are married. Emmelkamp et al. (1990) found that 52% of married
individuals with OCD were experiencing marital distress. In that study, both patients and
their partners reported similar levels of marital distress and low levels of interactional
problem-solving. Other research has demonstrated similar levels of marital distress using
a different measure of marital adjustment (Freund & Steketee, 1989; Riggs et al., 1992),
which is in accord with the 45% of unhappy marriages reported by Kringlen (1965).
Khanna et al. (1986) found that individuals with OCD who were married sought
treatment later than unmarried individuals. This finding suggests that individuals with
OCD may receive support from their marriage partner allowing them to delay treatment.
Khaima et al. (1986) also found that married individuals reported symptom onset at a
later age than individuals who were not married, suggesting that OCD symptomatology
may interfere with the development of healthy romantic functioning.
Research has suggested that marital status in individuals with OCD is influenced
by a number of factors including gender, age of onset, and symptom severity. Table 34
indicates that a greater percentage of men with OCD remain xmmarried than women (e.g.,
Freund & Steketee, 1989; Khanna et al., 1986; Lo, 1967). Moreover, research has
suggested that men with OCD tend to avoid close relationships whereas women tend to
draw their partners closer (Matsunaga et al,, 2000), However, Kringlen (1965) found that
more women were single than men, which suggests other factors may influence marital
status. Age of onset of OCD symptoms may be one such factor that has not been fully
investigated, According to the DSM-IV, men experience earlier OCD symptom onset
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(i.e., between ages 6 and 15 years) than women (i.e., between ages 20 and 29 years),
although prevalence rates are equivalent for both genders. HoIIingsworth, Tanguay,
Grossman, and Pabst (1980) found that only 30% of mdividuals who developed OCD
during childhood were dating by tiie age of 16 and thattiiesemdividuals reported
significant problems in theh social lives. Of the individuals who were married in Khanna
et al.'s (1986) sample, 72% of the men and 89% of the women experienced symptom
onset after they were married. Thus, for these individuals, the stifling social effects of
obsessions and compulsions did not preclude themfromfindinga love partner because
tiiey did not begin to experience the symptoms until after they were married. The early
onset of OCD may hinder the development of the necessary social skills required for
acquiring and maintaining successful intimate relationships. These social deficits may
cause problems ha future intimate relationships because the skills requhed for having
successful intimate relationships were never fuUy developed, Altematively, the OCD
symptoms themselves may cause the affected individual to avoid social situations,
preventing individuals with OCDfrommeeting potential intimate partners.
OCD symptom severity is another factor that may influence relationship
satisfaction. Ingram (1961) reported that 90% of a sample of men with severe OCD
symptoms were single. Kringlen (1965) found that 40% of individuals with OCD lived
in isolation, avoiding social activities and contact with family and friends, Research has
also demonstrated a reduction in marital distress subsequent to both self-controlled and
partner assisted exposure therapy for OCD symptoms. This finding suggests a negative
relationship between OCD symptom severity and marital satisfaction, although it was not
dhectly tested, Riggs et al, (1992) found a negative relationship between relationship
satisfaction and avoidance of obsessional triggering stimuli. Although severity of
obsessions and rituals was not related to relationship satisfaction, rater error may have
contributed to this null finding as standardized measures of assessment were not used in
this study, Moreover, because the majority of individuals had severe obsessions and
compulsions, the range of OCD symptom severity was restricted and likely attenuated the
potential relationship between OCD symptom severity and relationship satisfaction.
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MiIIer and Davila (2001) found a negative relationship between OCD symptom severity
and relationship satisfaction, which was not significant after partialling out the variance
accounted for by depression. However, previous research has established that only
severe levels of depression influence OCD treatment outcome (Abromowitz & Foa,
2000). Accordingly, perhaps only severe levels of depression exacerbate OCD symptoms
to the extent that relationship satisfaction is dimmished. If this premise is trae,
depression would be more accurately conceptualized as a moderator in the relationship
between OCD symptom severity and relationship satisfaction. Along these same lines,
Riggs et al. (1992) tested depression as a mediator in the relationship between OCD
symptom severity and relationship satisfaction. However, in contrast to previous
research that has established a negative relationship between depression and relationship
satisfaction (Culp & Beach, 1998),tiierewas no relationship between depression and
marital distress, and therefore, the model could not be adequately tested. Thus, further
research is necessary to understand how depression may affect the relationship between
OCD symptom severity and relationship satisfaction.
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APPENDIXD
CONSENT FORM
^'

.

_ ^ (please write name in space provided), hereby consent

to participate in the research project entitled "OCD and Romance". I have been informed
that $1.00 v^U be donated to the Obsessive-Compulsive Fomidation for my participation
in this study. I understand that Rick Abbey, a graduate student at Texas Tech University
and Dr. Jhn Clopton, a faculty member in the Department of Psychology at Texas Tech
University in Lubbock, Texas, are the persons responsible for the project, and that can be
reached at (806) 742-3711, extension 228.
I understand that my participation in this study is voluntary and that I may
withdraw at anytime. It has been explained to me that this is a study examining
relationships and that my participation in the project involves the completion of selfreport questionnaires.
It has also been explained to me that all data coUected in conjunction with this
study wiU remain strictly anonymous and confidential. I understand that by signing this
form I authorize Dr. Clopton, Rick Abbey, and Stephanie Carrera, to coUect these data. I
imderstand that any research published based upon information gathered during this study
wiU be presented in such a manner that I wiU not be able to be identifîed.
Rick Abbey and Dr. Clopton, have agreed to answer any inquiries I may have
conceming the procedures, and has informed me that in addition I may contact the Texas
Tech University Institutional Review Board for the Protection of Human Subjects by
writing them in care of the Office of Research Services, Texas Tech University, Lubbock,
Texas 79409, or by calling (806) 742-3884.
I understand that in the unlikely event that this research causes any physical injury
to participants, treatment is not necessarily available at Texas Tech University, nor is
there necessarily any insurance carried by the University or its personnel applicable to
cover any such injury. Financial compensation for any such injury must be provided
through the participant's own insurance program. Further information about these
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matters may be obtained from Dr. Robert M. Sweazy, Associate Vice President for
Research, Texas Tech University, 203 Holden Hall, Lubbock, Texas 79404, phone
number (806) 742-3884.
I understand that I may not derive any therapeutic benefit from participation in
this study and that I may discontinue participating in this study at any time without
penalty.
Signature of Subject:

Printed Name:
Date:

Signature of Principal Investigator:
Date:
Richard D. Abbey
Or Authorized Representative:
Date;
Stephanie Carrera
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APPENDIX E
INSTRUCTIONS TO PARTICIPANTS
Thank you for agreeing to participate in this study. Your participation is
important because h wiU bring greater understanding to aspects of obsessive-compulsive
disorder that are not well understood. Please read and sign the consent form before
completing the survey. Remember that your participation in this study is voluntary, and
you may quh at any time without penalty.
The data obtained from this study wiU be combined and kept confidential by
using numbers instead of names on all forais (with the exception of the consent forms,
which wiU be kept separate from your questionnaire information). Please read the
instmctions for each questionnaire carefiiUy. Please be sure to complete each question by
fiUing in your response in the space provided on the survey. Remember that you first
response is your best response, don't spend too much time on any one question.
When you arefinished,please tum in your questionnaire and your consent form.
Thank you again for your cooperation. Your participation in this research is
greatly appreciated!
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APPENDIX F
OCD RELATIONSHIP QUESTIONNAIRE

If you are not currently in a romantic relationship with a love partner, please answer the
foUowing questions about your most recent relationship with a love partner. For each
statement, please vmte in the answer that best describes you according to the foUowmg
scale.
(A) Strongly Disagree
(B) Disagree
(C)Neutral
(D) Agree
(E) Strongly Agree
1.1 worry about having intercourse with my partner because I am afraid that I wiU
be contaminated by his/her bodily fluids.
2.1 worry about having oral-genital sex with my partner because I am afraid that I
wiU be contaminated by his/her bodily fluids.
3,1 insist that my partner must wash his/her genitals thoroughly before we have
sexual intercourse.
4.1 worry about telling my love partner about my obsessions or compulsions.
5. My obsessions and/or compulsions are about my love partner.
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APPENDIX G
DEMOGRAPHIC QUESTIONNAIRE

For each statement, please write in the answer in the space provided that best describes
you.
1•

I am a:

(A) Male

(B) Female

2. My ethnic heritage is:
(A) Asian or Pacific Islander
(B) African-American (Black), not of Hispanic origin
(C) Hispanic (e.g., Mexican-American)
(D) European-American (White, non-Hispanic)
(E) Other
(Please write in).
3. How old are you? (write in space provided)
4. Have you ever been diagnosed with obsessive-compulsive disorder?
(A)YES
(B)NO
5. How old were you when you were diagnosed with obsessive-compulsive
disorder?
(A) Write in age
.
(B) I have never been formally diagnosed with obsessive-compulsive disorder
6. How old were you when you noticed your fhst symptom of OCD?
(A) Write in age
.
(B) I have never had symptoms of obsessive-compulsive disorder.
7. What types of treatment are you currently receiving (check all that apply)
None
Medication
Individual therapy (e.g., behavior therapy, cognitive behavior therapy)
Marital Therapy
Group Therapy
other (please print)
8. Please list the mediations that you are currently taking to treat your OCD.
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9. Please indicate the amount of marital therapy you have had in the past.
(A) 1-5 sessions
(B) 6-10 sessions
(C) 11-15 sessions
(D) More than 15 sessions
10. Please indicate the amount of individual or group therapy you have had in the
past.
(A) 1-5 sessions
(B) 6-10 sessions
(C) 11-15 sessions
(D) More than 15 sessions
The foUowing questions deal with your personal history and current experience vÁûi love
and romantic relationships, Please answer each question. Select only one answer per
item.
11. How many previous romantic relationships (e.g., a relationship with a love
partner) have you had?
(A) None
(B) 2 to 4
(C) 5 to 7
(D)8tolO
(E) 11 or more
12. How many previous sexual relationships have you been involved in?
(A) None
(B) 2 to 4
(C) 5 to 7
(D) 8 to 10
(E) 11 or more
13, How long have you been in your current romantic relationship with your love
partner?
(A) Not in a relationship
(B) 0-6 months
(C) 6-12 months
(D) l-2years
(E) Greater than 2 years
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14. How long were you in your previous romantic relationship with a love partner?
(A) I haven't had a previous romantic relationship
(B) 0-6 months
(C)6-12months
(D) l-2years
(E) Greater than 2 years
15. What is your marital status?
(A) Single, never married
(B) Married and living with spouse
(C) Married but separated
(D) Divorced
(E) Previously divorced and now married
_ 16. How much sexual desire do you currently experience for your love partner?
(A) Not in a relationship
(B) No sexual desire
(C) Very little desire
(D) Moderate desire
(E) High sexual desire
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APPENDIX H
OPEN ENDED QUESTION
Is there anything else that you would like to tell us about your obsessive-compulsive
symptoms and your relationship with your current or past love partner (Please print).
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