
NOTE 
 
 
Appendices C - L are reproductions of published tests 
and questionnaires and are not included in the electronic 
version of the thesis. 



 

 

 

Obsessive-Compulsive Disorder Across the Developmental Trajectory: 

Clinical Correlates and Cognitive Processing of Threat 

 

 

by 

Lara J. Farrell 

B.Psych (Hons), M.Clin.Psych 

 

Submitted in fulfilment of requirements of the degree of  

Doctor of Philosophy 

 

 

School of Applied Psychology, Faculty of Health Sciences 

Griffith University 

 

December 2003 

 

 

 

 

 



OCD across the developmental trajectory 
 

Abstract 

Controlled scientific research into obsessive-compulsive disorder (OCD) in 

adulthood has considerably progressed over the past two decades; however, current 

research into childhood OCD is still in its infancy by comparison. As a result, current 

psychological conceptualisations of OCD during childhood, including approaches to 

treatment, are almost entirely based on adult models of the disorder. Previous 

research however, examining the clinical phenomenology of OCD has provided 

some evidence that OCD might be associated with different clinical correlates at 

different stages of development. In particular, there appears to be a bimodal 

distribution in terms of the age of onset of the disorder, a male predominance during 

childhood and adolescence compared to adulthood, stronger familial aggregation of 

OCD in early onset cases, and differences in the types of symptoms and the patterns 

of comorbidity across age groups. The first study aimed to assess the developmental 

continuity in clinical correlates of OCD across 3 distinct age groups, including; 

children (n = 40), adolescents (n = 44) and adults (n = 41). It was hypothesised that 

the sample of children would be predominantly male, and would have a higher 

familial aggregation of OCD and/or anxiety/depression in first-degree relatives. It 

was further hypothesised that there would be significant age-related differences in 

terms of specific symptoms, patterns of comorbidity, OCD severity, functional 

impairment, and level of insight and distress. The results of this study supported the 

developmental heterogeneity hypothesis, with significant differences occurring 

across age groups on a number of clinical features of OCD including age at onset, 

symptoms experienced, comorbidity, severity, insight and impairment. The 

recognition of developmental differences in clinical features of OCD will assist in 

the accurate assessment and diagnosis of the disorder, and will allow for refinement 
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of current treatment strategies to ensure treatments effectively target features of the 

disorder as it presents at different developmental stages.  

 While the cognitive theory of OCD is one of the most widely accepted 

accounts of the maintenance of the disorder in adults, no study to date has 

systematically evaluated this theory across children, adolescents and adults with the 

disorder. Until empirical investigation examines the applicability of this theory to 

children and adolescents, we know very little about the cognitive processes 

associated with OCD during childhood or adolescence. The second study 

investigated developmental differences in the cognitive processing of threat in a 

sample of children (n = 34), adolescents (n = 39) and adults (n = 38) with OCD. 

Using an idiographic assessment approach, as well as self-report questionnaires, this 

study evaluated cognitive appraisals of responsibility, probability, severity, thought-

action fusion (TAF), thought-suppression, self-doubt and cognitive control. It was 

hypothesised that there would be age related differences in reported responsibility for 

harm, probability of harm, severity of harm, thought suppression, TAF, self-doubt 

and cognitive control. Results demonstrated that children with OCD reported 

experiencing fewer intrusive thoughts, which were less distressing and less 

uncontrollable than those experienced by adolescents and adults with OCD. 

Furthermore, responsibility attitudes, probability biases and thought suppression 

strategies were significantly higher in adolescents and adults with OCD, compared to 

children. Cognitive processes of TAF, perceived severity of harm, self-doubt and 

cognitive control were found to be comparable across age groups. These findings 

suggest that some cognitive biases associated with OCD in adults, are in fact also 

associated with OCD during childhood and adolescence, however there remains 

some discontinuity across specific cognitive processes. For a developmentally 
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sensitive theory of OCD, further investigation is clearly warranted into other possible 

age related maintenance factors of this disorder. Implications of these 2 empirical 

investigations are highlighted and directions for future research are discussed.  
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CHAPTER 1 

Obsessive-Compulsive Disorder in Adulthood 

For more than 300 years in psychological and psychiatric literature, obsessive-

compulsive disorder (OCD) has been recognised as a syndrome characterised by 

pervasive preoccupation with bizarre and irrational thoughts, often accompanied by 

repetitive ritualistic behaviours (Hunter & MacAlpine, 1963). Until the 1980s, OCD was 

considered to be an exceptionally rare psychological disorder, affecting as few as 1 in 

2,000 individuals (Rudin, 1953). Over the past 10 to 15 years however, research has 

challenged this assumption, with current epidemiological data providing evidence that 

OCD is the fourth most common mental disorder in adults, after phobias, substance 

abuse and depression (Kaplan, Sadock, & Grebb, 1994). Growing research interest and 

subsequent publications in the area have now demonstrated that OCD is a particularly 

common mental disorder, recognised as more prevalent than schizophrenia (Karno, 

Golding, Sorenson & Burnam, 1988; Robins et al., 1984) and nearly as common as 

asthma and diabetes mellitus (Kaplan et al., 1994).  

The increased awareness and understanding of this often complex and disabling 

condition in adulthood has led to significant advancements in research across all areas of 

OCD. Furthermore, the current status of treatments for OCD has improved significantly 

over the past two decades, with the advent of highly effective and empirically supported 

cognitive-behavioural interventions and psychopharmacology. Although our current 

understanding of OCD in adulthood has considerably progressed, highlighting the 

positive impact of modern psychological and psychiatric research, current research into 

childhood OCD is still in its infancy by comparison. Current psychological 

conceptualisations of OCD during childhood, including approaches to treatment, are 
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almost entirely based on adult models of the disorder. Furthermore, the most recent text 

revision of the Diagnostic and Statistical Manual for Mental Disorders (DSM-IV-TR; 

American Psychiatric Association, 2000), defines OCD in childhood as exactly the same 

disorder as that which presents in adulthood, with only one developmental caveat; that 

is, children with OCD do not have to present with insight into the senseless nature of the 

disorder. To the author’s knowledge, no study to date has attempted to evaluate 

systematically the differences in clinical features and correlates of OCD, across discrete 

age groups from childhood through to adulthood, by using parallel measures of 

assessment across one multi-age cross-sectional sample of participants. A controlled 

examination of age-related differences in the clinical presentation of OCD across the 

developmental trajectory will hopefully offer significant insight into the developmental 

characteristics of this disorder and, as such, advance current conceptualisations of 

childhood OCD.  

This dissertation presents the results of two studies. The first study examines 

developmental differences in the clinical presentation of OCD; the second study focuses 

on the cognitive processing of threat associated with the cognitive features of OCD in 

adults. 

Chapter 1 presents a general overview of OCD in adulthood, including a review 

of the phenomenology, onset and course, prevalence, comorbidity, and popular 

assessment measures. Chapter 2 provides a general overview of the current state of 

research into childhood OCD, including a review of phenomenology, prevalence, 

comorbidity, onset and course of the disorder, approaches to assessment, and theories of 

aetiology. Chapter 3 reviews the cognitive theory of OCD, examining the development 

of theoretical frameworks, central constructs of the theory, and the empirical 
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investigation of the key cognitive constructs proposed to be involved in the development 

and maintenance of the disorder in adults.  Chapter 4 provides an overview of the 

rationale for and general methodology of the two research studies that follow. Chapters 

5 and 6 describe and present findings from the two empirical studies investigating 

differences in clinical phenomenology and cognitive processing of threat in OCD across 

the developmental trajectory. Finally, chapter 7 summarises the implications of the 

research findings and identifies areas for future research enquiry.      

 

Phenomenology and Course 

OCD is an anxiety disorder characterised by the presence of obsessions and/or 

compulsions that cause significant distress to the sufferer or impairment in daily 

functioning. According to the DSM-IV-TR (APA, 2000), obsessions are defined as 

intrusive and repetitive thoughts, images or impulses that are experienced as strange, 

senseless or inappropriate, and that cause marked anxiety and distress. Compulsions are 

defined as repetitive and/or excessive behaviours or mental acts, performed in response 

to an obsession or some other rigidly applied rule, to reduce or eliminate anxiety or 

distress. Although research has indicated that as many as 90 to 95% of adults with OCD 

present with both obsessions and compulsions (Noshirvani, Kasvikis, Marks, Tsakiris, & 

Monteiro, 1991), the presence of both symptoms is not required for a diagnosis of OCD. 

In earlier versions of the DSM (i.e., DSM-III-R; APA, 1987), obsessions were 

described as covert mental events, whereas compulsions were described as observable 

overt behavioural events, such as washing, checking, arranging and repeating actions. 

Since the publication of the DSM-IV (APA, 1994), obsessions and compulsions have 

been defined as functionally related; that is, obsessions cause pronounced anxiety and/or 
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distress; compulsions are performed in an attempt to reduce the distress associated with 

the obsessions (Foa & Franklin, 2001). This modification to the diagnostic criteria was 

supported by findings from the DSM-IV field study on OCD, which found over 90% of 

the participants reported that their compulsions were performed either to prevent harm 

associated with their obsessions or to reduce the distress associated with the obsession 

(Foa et al., 1995). The current view of OCD does not assume that compulsions are 

restricted to observable behaviours only, but can be manifested by either behavioural or 

mental acts engaged in to reduce distress associated with obsessions. Thoughts that serve 

the function of reducing anxiety or distress associated with obsessions are termed 

“cognitive compulsions” (Okasha, 2000). The DSM-IV field trial (Foa et al., 1995) 

revealed that almost 80% of their sample reported experiencing both behavioural and 

cognitive compulsions, with 20% of the sample experiencing only behavioural 

compulsions and only 0.2% experiencing cognitive compulsions in the absence of 

behavioural rituals.   

The publication of the DSM-IV (APA, 1994) introduced another modification to 

the diagnostic criteria, with respect to the requirement for “insight” when diagnosing 

OCD. It has been argued that a continuum of “insight” more accurately depicts the 

clinical presentation of OCD, rather than the traditional view that all sufferers recognise 

their symptoms as senseless (Kozak & Foa, 1994). The DSM-IV hence added the OCD 

subtype “with poor insight”, which includes clients who do not acknowledge that their 

symptoms are senseless. In terms of other criteria for diagnosing OCD, DSM-IV-TR 

(APA, 2000) specifies that, to differentiate obsessions from psychosis the client must 

recognise obsessions as being a function of his or her own mind, as opposed to coming 

from an external source. In addition, to ensure symptoms are OCD-related, the content 
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of a client’s symptoms cannot be related to another Axis I diagnosis, for example 

recurrent thoughts of food and/or excessive hoarding of food resulting from an eating 

disorder. 

 According to the DSM-IV (APA, 1994), clients with OCD exhibit a broad range 

of obsessions and compulsions, and the vast majority of clients experience multiple 

obsessions and compulsions at any one time. Common obsessions include repetitive 

thoughts concerning contamination, repetitive doubts, intense need for orderliness and 

symmetry, aggressive impulses, religious fears and repeated sexual imagery. The most 

common compulsions involve cleaning (in particular hand-washing), counting, checking 

(e.g., locks, ovens), arranging objects, repeating actions, and checking for reassurance 

from others (Okasha, 2000). Often symptoms of OCD vary or “shift” over time; for 

example, a client who was predominantly a “washer” may change to become a 

“checker”, and then change again at a later stage in their illness to become a ‘counter’ 

(Okasha, 2000).  

Although initially the clinical presentation of OCD appears strikingly varied and 

complex, the actual number and types of symptoms are limited and stereotypical 

(Rasmussen & Tsuang, 1986). Furthermore, symptoms of OCD appear to be relatively 

stable across highly diverse cultures, with the most frequently experienced symptoms 

consistently reported across different cultural samples (e.g., Akhtar, Wig, Verma, 

Dwarka & Verma, 1975; Okasha, Kamel & Hassan, 1968; Rasmussen & Eisen, 1990a).  

A number of investigators have conducted factor analytic studies examining the core 

types of symptoms of OCD. Leckman and colleagues (Leckman, Grice, Boardman & 

Zhang, 1997), who have conducted the largest study to date, found four factors to 

describe OCD symptoms. These factors, (a) obsessions (including aggressive, sexual, 
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religious and somatic) and checking, (b) symmetry obsessions and ordering, (c) 

contamination obsessions and washing/cleaning, and (d) hoarding (including hoarding 

related obsessions), were replicated in two independent samples. A recent confirmatory 

factor analysis study by Summerfeldt and colleagues (Summerfeldt, Richter, Antony, & 

Swinson, 1999) supported the four-factor model of Leckman and colleagues (Leckman 

et al., 1997), suggesting that this approach to cluster symptoms of OCD into four groups 

may be useful from an explanatory or descriptive point of view.  

 

Checking and Obsessions 

Clients with checking rituals are typically plagued by feelings of doubt. They become 

obsessed with fears that something terrible will happen if they do not check something 

thoroughly or completely, or to a specific number of times. They may be driven to check 

repeatedly as a result of incessant doubts that they did not do it correctly. Clients with 

excessive checking rituals often describe a feeling of “brain lock” (described in 

Schwartz, 1996), whereby they report feeling unable to mentally process and convince 

themselves that something has been done correctly or sufficiently. For example, clients 

may have difficulty processing whether a door is locked, even when they sit and stare at 

the lock on the door. They describe that they can see the locked door, but in their minds 

they seem unable to register that the door is in fact locked. This highlights the degree of 

pathological doubt that is associated with checking rituals in clients with OCD. Clients 

who have checking rituals may repeatedly check a broad range of objects, including 

locks, doors, windows, light switches, ovens, stoves, taps, work assignments, and letters; 

they also often seek reassurance from others in regard to whether they have done 

something thoroughly or adequately. 
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 Obsessive thoughts typically involve recurrent abhorrent thoughts related to 

themes of aggression, sexuality and religion. Often thoughts of this type are related to a 

theme that is most objectionable to the sufferer. For example, a very religious client may 

have thoughts that are damning of God, or thoughts of themselves engaging in evil or 

sinful acts, while a young mother may have horrific images of stabbing her newborn 

baby. An adolescent male going through puberty may report explicit thoughts of a 

homosexual nature, and a female schoolteacher may experience intrusive thoughts of a 

paedophilia nature. The underlying features of these obsessive thoughts are that they are 

highly offensive and distressing to the sufferer and that they are in conflict with the 

sufferer’s lifestyle, desires or beliefs. The typical affective responses to thoughts of this 

nature are guilt, humiliation, disgust and intense anxiety. Obsessive thoughts concerning 

aggression, sexuality or religion may occur with a number of different rituals, or they 

may occur independent of compulsions. Clients with obsessive aggressive, religious or 

sexual thoughts frequently present with the compulsion to ask or confess (Rasmussen & 

Eisen, 1998). These clients often repeatedly tell someone trusted, including their 

therapist, of their intrusive thoughts, as a way of seeking reassurance that they are not a 

bad person or that they have not committed a terrible act. Often these clients will require 

repeated reassurance that they have not committed any crime and that the thoughts are 

just a symptom of their OCD. For clients with religious fears, rituals will often involve 

lengthy and very detailed prayers that the sufferer must engage in to prevent something 

terrible from happening. Obsessions and compulsions of a religious nature can be very 

difficult to treat, particularly when the client already has strong religious beliefs, as it 

can be very difficult to separate OC symptoms from true religious devotion (Pato & 

Zohar, 2001).    
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Symmetry and Ordering 

Obsessions about symmetry are typically dominated by a need to have things “just 

right”. Most often clients engage in rearranging and repeating rituals, as well as ordering 

or positioning objects, repeating motor actions in an exact form, and ensuring things are 

“even”, which may include objects as well as body actions (Pato & Zohar, 2001). Clients 

with rituals of this kind may take inordinate amounts of time to complete simple routine 

tasks due to their need for precision and symmetry. This need for precision and accuracy 

often interferes significantly with daily functioning. In some cases, this sub-group of 

symptoms may characterise obsessional slowness, which is a specific form of OCD 

characterised by extreme slowness in completing tasks. Typically clients become 

extremely slow in completing routine tasks out of an intense fear of not completing the 

task perfectly. In contrast, other clients with symptoms of symmetry or ordering may 

engage in rituals out of fear associated with magical thinking. In this way, clients’ 

excessive concerns with precision and accuracy may be driven by the urge to magically 

ward off some perceived disaster. For example, clients may have to repeat actions, think 

lucky numbers, count in a special order, or tap something an exact number of times to 

ensure that the feared and dreaded outcome will be successfully averted.  

 

Contamination and Cleaning 

Obsessive fears of contamination, accompanied by compulsive hand-washing, cleaning 

and avoidance rituals, are the most common symptoms of OCD. The most frequently 

reported fears of contamination are usually those concerning dirt and germs; however, 

contamination associated with toxic chemicals, poisons, radiation and other metals is 

common. Often fears of contamination are associated with intense feelings of anxiety 
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and disgust, and sometimes even guilt. Some clients report experiencing the sensation of 

feeling ‘dirty’ even without exposure to an object that might be perceived as a 

contaminant. Obsessions of a contamination nature are typically tied to fears associated 

with the client becoming ill, or the client spreading contamination and subsequently 

making others ill. Obsessions can also be tied to a specific illness, for example AIDS, 

cancer or meningococcal disease, or may be associated with fears of vomiting or having 

to go to hospital. In other cases, contamination obsessions may simply be associated to a 

vague dread of becoming dirty, ill or contaminated by germs. Rituals frequently involve 

excessive hand-washing and showering, to the point where clients often develop 

dermatitis, as well as excessive cleaning of personal objects. In most cases, clients 

attempt to avoid contact with anything that may be contaminated in order to avert 

excessive ritualising. In this way, they may avoid touching door handles, taps, floors, 

toilets, or other people, and may even develop extreme avoidance rituals such as wearing 

surgical gloves, using disposable cutlery, and not sleeping in their own beds so as not to 

contaminate their bedrooms.  

 

Hoarding 

Hoarding behaviours are characterised by an intense urge to save everything, including 

insignificant objects that typically resemble rubbish, out of anxiety and fear that one 

may lose something that is of value to them. Hoarding of old newspapers, lists, letters, 

junk mail, empty food cartons and wrappers, and even tissues is common in sufferers 

who are compelled to hoard. Often, people with hoarding rituals seek therapy because of 

persistent complaints by family members and friends, or because their hoarding begins 

to interfere with daily functioning due to the enormous amounts of material that have 
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accumulated in the clients home or office (Rasmussen & Eisen, 1998). In some cases, 

the intense nature of the anxiety associated with throwing possessions out may become 

attached to the client’s perceived sense of being a complete, worthwhile person. In these 

cases, clients will often report feeling guilty, worthless or helpless without their 

possessions. It has been observed that these clients are more resistant to treatment, 

including both psychopharmacological and behavioural interventions (Black, Monohan, 

& Clancy, 1997).     

 

Age of onset of OCD typically ranges from early adolescence to young 

adulthood. The mean age of onset for OCD varies across studies, ranging from 21.9 

years to 35.5 years (Weissman et al., 1994). Most clients (65%) develop OCD before the 

age of 25 years, with only a small per cent (15%) developing the disorder after the age 

of 35 years (Rasmussen & Eisen, 1990b). Research has demonstrated that males 

typically have an earlier age of onset: the modal age of onset for males is reported to be 

from 13 to 15 years, while the modal age of onset for females is from 20 to 24 years 

(Rasmussen & Eisen, 1990b).    

The development of OCD is usually gradual; however, acute onset has been 

reported in some cases. The course of the disorder is typically chronic, with frequent 

waxing and waning of symptoms over time; however, episodic and deteriorating courses 

have been observed in about 10% of cases (Rasmussen & Eisen, 1989). OCD is 

frequently associated with significant disruptions to daily functioning. Studies have 

demonstrated that OCD significantly interferes with gainful employment (Leon, Portera, 

& Weissman, 1995) and interpersonal relationships (Emmelkamp, de Haan, & 

Hoogduin, 1990; Riggs, Hiss, & Foa, 1992). Marital distress has been reported by 
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approximately 50% of married individuals seeking treatment for OCD (Emmelkamp et 

al., 1990; Riggs et al., 1992). 

  

Despite the well-defined criteria for diagnosing OCD, the accurate diagnosis of 

this disorder and the delivery of appropriate treatments within community health settings 

remain a challenge in clinical practice. Even though symptoms of OCD are stereotypical 

in the majority of cases, many health professionals have difficulty in accurately 

identifying the disorder. For example, Rasmussen (1985) noted that clients with OCD 

were often referred to dermatologists for treatment of dermatitis associated with 

excessive hand-washing, but these clients were not referred for psychological or 

psychiatric evaluation. One study found that over 30% of patients presenting at 

dermatology clinics with dermatitis may be suffering from OCD (Yeh, Hwu, Chang, & 

Yeh, 1985).  The diagnosis of OCD is also further complicated by client secrecy about 

their condition, which is usually due to intense feelings of guilt, embarrassment and 

shame about their symptoms. OCD sufferers are indeed aware of the bizarre nature of 

their thoughts and behaviours, therefore they tend to hide them or keep them secret for 

as long as possible. Accurate and early identification of the disorder is imperative to 

reduce the lengthy lag time that exists for clients seeking treatment for their symptoms, 

which has recently been reported to be 7 years on average (Hollander et al., 1997; 

Rasmussen & Tsuang, 1986). This situation is regrettable since ongoing persistence of 

the problem strengthens habit formation and resistance to treatment. Research 

investigating the epidemiology of OCD provides evidence that this disorder is highly 

prevalent among adults. 
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Prevalence 

Research indicates that the vast majority of people in non-clinical samples experience 

unpleasant intrusive thoughts or engage in ritualistic behaviour from time to time 

(Antony, Downie, & Swinson, 1998). Although similar to the symptoms associated with 

OCD in content, these symptoms are less intense, less frequent and less distressing 

among people in non-clinical samples in comparison to those of individuals with OCD 

(Muris, Merckelbach, & Clavan, 1997; Rachman & de Silva, 1978; Salkovskis & 

Harrison, 1984). Early studies of the prevalence of OCD in adults suggested that this 

disorder was extremely rare in the general population, affecting only 5 in 10,000 

individuals (Rudin, 1953); however, it is now widely known that, because of the 

secretive nature of the disorder, OCD is substantially underestimated in epidemiological 

studies. To date, the largest study to examine the prevalence of OCD in the United States 

was the Epidemiological Catchment Area (ECA) Survey (Regier et al., 1988; Robins et 

al., 1984), which reported a prevalence rate of OCD that was 25 to 60 times greater than 

previous studies with clinical populations (Karno et al., 1988).  

 

Community Samples 

The ECA study was funded by the National Institute of Mental Health (NIMH) in the 

late 1970s to determine the lifetime and 6-month prevalence rates of selected mental 

health disorders, including OCD, in the general population. The ECA survey was 

conducted across five communities in the United States, and included over 18,000 

household adults. Data for this survey was obtained by trained lay interviewers, who 

used structured diagnostic interviews based on the DSM-III diagnostic criteria. The 

results of this survey indicated that OCD was exceedingly more common in the general 
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population than previously believed. This study reported that the lifetime prevalence of 

OCD across the five sites ranged between 1.9 and 3.3 cases per 100. The combined data 

for lifetime prevalence for the five-site sample was estimated at 2.5% (Robins et al., 

1984), with a 6-month point prevalence of 1.6% (Myers et al., 1984). The lifetime rates 

with DSM-III hierarchical exclusions were consistently about two-thirds the rates 

without exclusions across the five sites (Karno et al., 1988). In terms of gender 

differences, when data from across the five sites were combined, there were significant 

gender differences, with women having a higher prevalence of lifetime OCD in 

comparison to men. However, when other demographic variables were controlled for in 

logistic regressions, the gender difference was eliminated (Karno et al., 1988). 

Since the ECA study, there have been numerous other prevalence studies 

conducted across nations, including Canada (Bland, Orn, & Newman, 1988), Puerto 

Rico (Canino et al., 1987), Germany (Wittchen, Essau, von-Zerssen, Krieg & Zaudig, 

1992), Taiwan (Hwu, Yeh, & Chang, 1989), Korea (Lee et al., 1990a; 1990b), Hong 

Kong (Chen et al., 1993) and New Zealand (Oakley-Browne, Joyce, Wells, Bushnell & 

Hornblow, 1989; Wells, Bushnell, Hornblow, Joyce, & Oakley-Brown, 1989), which 

have employed similar diagnostic methodology in household populations of adults. The 

prevalence rates published in these studies are similar to those reported in the ECA 

study, except for Taiwan, which has the lowest published prevalence rates for most 

disorders for which data has been gathered (Horwath & Weissman, 2000). 

Weissman and colleagues (1994) have conducted the most comprehensive study 

of the cross-national epidemiology of OCD, using data from seven international surveys 

including the ECA survey. Each survey included in the Weissman et al. study (1994) 

used the Diagnostic Interview Schedule (DIS; Robins, Helzer, Croughan, & Ratcliff, 
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1981), and all data were standardised to the age and sex distribution of the five-site ECA 

household population to ensure precise estimates and comparisons could be made. The 

age range across the samples included in this study varied; however, to standardise the 

sample included in data analysis, only data for participants between the ages of 18 and 

64 years were included.  

The results of Weissman et al. (1994) demonstrated that the lifetime prevalence 

of OCD is remarkably similar across the cross-national sites included in this study. Most 

of the prevalence rates were between 1.9 per 100 cases (i.e., Korea) and 2.5 per 100 

cases (i.e., Puerto Rico). The lifetime prevalence rate for Taiwan was 0.7 per 100 cases, 

which, although low in comparison to other sites, is consistent with previously published 

low prevalence rates for other psychiatric disorders in Taiwan (Hwu et al., 1989). The 

annual prevalence rates of OCD reported in this study were also fairly consistent across 

sites, ranging from 1.1 per 100 cases (i.e., New Zealand, Korea) to 1.8 per 100 cases 

(i.e., Puerto Rico), with the exception of Taiwan, which had an annual prevalence rate of 

0.4 per 100 cases (Horwath & Weissman, 2000). The results of this cross-national 

epidemiological study found that OCD is generally higher in woman compared to men, 

except for Munich, where men had higher lifetime prevalence than women. Women in 

the New Zealand sample had the highest lifetime prevalence among all women studied 

(3.4 per 100 cases), and Munich men had the highest rate of OCD among the men 

studied in this cross-national study (2.5 per 100 cases). The male to female ratios were 

consistent across Korea (1.3), Puerto Rico (1.2), Edmonton (1.3), the United States (1.6), 

and Taiwan (1.8), suggesting that the generally higher female prevalence of OCD is 

relatively stable across cultures.  



OCD across the developmental trajectory 15 

The results from this cross-national comparison of epidemiological data 

demonstrated that the prevalence of OCD was remarkably consistent across seven 

international communities (with the exception of Taiwan), which replicates the 

consistency of prevalence found across the five sites in the United States for the ECA 

survey (Horwath & Weissman, 2000). The female to male ratio in prevalence rates 

across samples consistently indicated that females have higher prevalence of OCD than 

men, except in Munich; however, data from this sample may be less reliable due to the 

relatively small sample size and the age of the data, which were originally collected in 

1974 (Horwath & Weissman, 2000). The consistency of prevalence rates of OCD and 

the similar gender prevalence distribution across various cultural community samples 

offer strong evidence for the diagnostic validity of OCD, as well as for the cross-cultural 

stability of diagnostic rates.   

 

Clinical Samples 

Relatively fewer studies have been conducted examining the prevalence of OCD in 

clinical samples. Until the 1980s OCD was infrequently diagnosed, even among 

psychiatric populations. One of the earlier studies reported a prevalence of 0.5% for 

OCD within an inpatient population of 9,828 patients (Coryell, 1981). In a later 

investigation, Rasmussen and Tsuang (unpublished data, June 1984, in Rasmussen & 

Eisen, 1992a) conducted an extensive review of several thousand inpatient charts of 

hospitals in the Rhode Island area, and found the frequency of OCD in this psychiatric 

population to be 1.6%. In a more recent study, Hantouche and colleagues (Hantouche, 

Bouhassira, Lancrenon, Ravily, & Bourgeois, 1995) studied the prevalence of OCD in a 

large French psychiatric outpatient sample of children, adolescents and adults (mean age 
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38.5 years). Two hundred and forty psychiatrists throughout France administered this 

survey using a semi-structured diagnostic questionnaire and the Maudsley Obsessive-

Compulsive Inventory. The authors found that 9.2% of 4,364 psychiatric outpatients had 

a diagnosis of OCD. Furthermore, these investigators reported that as many as 17% of 

this sample had some degree of obsessive-compulsive symptomatology.  

 

In sum, OCD appears to be a relatively stable and diagnostically valid clinical 

syndrome across various different cultures. OCD seems to affect between 1.9 and 2.5% 

of adults in the general community, and there appears to be a consistent female 

predominance across multiple studies examining the epidemiology of OCD. While more 

recent studies of the epidemiology of OCD have demonstrated that this disorder occurs 

much more frequently than previously believed, the reported prevalence of OCD may 

still be underestimated in the community because of the highly secretive nature of the 

disorder. In outpatient clinical samples, OCD occurs much more frequently, with recent 

studies indicating that as many as 10% of clients present with OCD, and that up to 17% 

may have some obsessive-compulsive symptoms. While these estimates seem quite 

high, the true prevalence of OCD in clinical populations may be somewhat higher due to 

clinician misdiagnosis of the condition and to client’s confusion when reporting 

symptoms that are experienced as complex and bizarre in nature. Furthermore, research 

reports suggest that many adults with OCD do not seek psychiatric assistance for 

obsessive-compulsive symptoms, but rather for symptoms of depression, phobic 

disorders and panic disorder, all of which frequently co-occur with OCD (Jenike, 1986; 

Mellman & Uhde, 1987). Hence, the accurate diagnosis of OCD in community clinics is 
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often complicated by the presence of more easily recognised comorbid psychological 

conditions that frequently co-occur with OCD.   

 

Comorbidity 

OCD frequently co-occurs with other Axis I disorders, including other anxiety disorders 

and major depression. Most studies examining comorbidity with OCD have reported at 

least a 50% rate of comorbidity of OCD with another Axis I disorder (Karno et al., 1988; 

Rasmussen & Eisen, 1990a; 1992a; 1992b; Rasmussen & Tsuang, 1986). An 

examination of the data from the ECA study (Robins et al., 1984) showed that two-thirds 

of the sample with OCD had another comorbid psychiatric diagnosis. Comorbid 

disorders in this sample included agoraphobia (39%), alcohol abuse (34%), major 

depression (32%), dysthymia (26%), drug abuse (22%), social phobia (19%), panic 

disorder (14%) and bipolar disorder (10%). In the cross-national epidemiological study, 

there was a higher rate of comorbidity with anxiety disorders than with major depression 

(Weissman et al., 1994). In this study, rates for comorbid anxiety ranged from 24.5% to 

69.6%, while rates of comorbidity with major depression ranged from 12.4% to 60.3%. 

The epidemiological data from this cross-national study demonstrated that the 

prevalence rates of anxiety and depression were much lower in individuals without 

OCD, with rates ranging from 4.7% to 14.3% for anxiety disorders, and from 1.4% to 

12.3% for depression (Weissman et al., 1994). 

The high co-occurrence of OCD and depression has also been reported in 

treatment seeking OCD clinical samples. Rasmussen and Eisen (1991) found that 

depression was the most common comorbid lifetime diagnosis, with 67% prevalence, 

followed by simple phobia (22%) and social phobia (18%). A number of studies have 
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reported that for the majority of clients with comorbid OCD and depression, the OCD 

symptoms typically begin before the onset of depression (Bellodi, Sciuto, Diaferia, 

Ronchi, & Smeraldi, 1992; Demal, Lenz, Mayrhofer, Zapotoczky, & Zitterl, 1993), 

suggesting that for most clients the depression is largely a response to living with 

symptoms of OCD (Antony, Downie, & Swinson, 1998). Furthermore, there is some 

evidence to suggest that comorbid depression may be specifically related to the presence 

of severe obsessions, but not related to the severity of compulsive behaviours (Ricciardi 

& McNally, 1995). Contrary to these findings, other studies have described comorbid 

depression in some cases of OCD as a distinctly separate disorder which follows a 

different course from the OCD, suggesting that the disorders may be autonomous in 

some cases (i.e., Rasmussen & Eisen, 1992a; 1992b; Rasmussen, Eisen, & Pato, 1993). 

Given that treatment approaches will necessarily vary depending on whether co-

occurring depression is a primary or a secondary diagnosis, careful diagnostic 

assessment of comorbid depression symptoms is imperative prior to commencing 

treatment. 

Other studies also show (a) increased lifetime prevalence rates (10 to 17%) of 

anorexia nervosa in clients with OCD (Kasvikis, Tsakiris, Marks, Basoglu, & 

Noshirvani, 1986; Rubenstein, Pigott, L’Heureux, Hill, & Murphy, 1992), and (b) that as 

many as 33% of clients with bulimia nervosa have reported a history of OCD (Hudson, 

Pope, Yurgelun-Todd, Jonas, & Frankenburg, 1987; Laessle, Kittl, Fichter, Wittchen, & 

Pirke, 1987). Tic disorders and Tourette’s syndrome also appear to occur at higher than 

expected rates in clients with OCD. One study found that as many as 20 to 30% of 

individuals with OCD reported a current or past history of tics (Pauls, 1989). Other 

studies report the comorbidity of Tourette’s syndrome with OCD as ranging from 36% 
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to 52% (Leckman & Chittenden, 1990; Pauls, Towbin, Leckman, Zahner, & Cohen, 

1986), while 5 to 7% of OCD clients are reported to suffer from Tourette’s syndrome 

also (Rasmussen & Eisen, 1989). 

 

 In sum, the presence of at least one other Axis I comorbid disorder appears to 

represent the typical presentation of OCD in adulthood. Depressive disorders appear to 

be the most common comorbid diagnosis with OCD, followed by other anxiety 

disorders, alcohol use disorders, tics or Tourette’s syndrome and eating disorders. When 

assessing OCD clients, careful enquiry of likely comorbid conditions, as well as analysis 

of whether these conditions represent primary or secondary disorders, is essential to 

guide initial treatment planning. The presence of other comorbid disorders, when OCD 

is the primary diagnosis, may represent useful prognostic and/or treatment response 

indicators which can offer useful information in evaluating treatment outcome. When 

there are other primary disorders, such as depression, treatments for OCD require careful 

planning with clients, based on thorough diagnostic assessments of the current 

functional impairment and distress associated with each disorder.  

 

Assessment 

Accurate assessment of OCD is necessary to inform clinicians about both client 

symptom profiles and levels of associated distress and functional impairment. This 

information is also used to inform clients about the best course of treatment, be it 

individual cognitive-behaviour therapy (CBT), individual CBT plus medication, or 

group CBT with or without medication. Thorough assessment of OCD prior to 

commencement of treatment guides the clinician in treatment planning, while 
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subsequent assessments planned intermittently throughout treatment and following 

treatment provide evaluative information of the treatment progress. The standard 

approach to diagnostic assessment and evaluation of symptom severity and symptomatic 

distress is through the use of interview-based assessments and self-report measures. This 

section will provide a brief review of the most popular approaches to assessments used 

in OCD. 

 

Interview-Based Assessments 

Semi-structured diagnostic interviews.  Semi-structured clinical interviews were 

specifically designed to minimise sources of variability that may jeopardise the 

reliability of a clinical diagnosis. These interviews increase the reliability of a diagnosis 

by standardising the content, format and questions to be asked and by providing 

algorithms for arriving at diagnostic conclusions from the information obtained during 

the interview (Summerfeldt & Antony, 2002). The use of structured and semi-structured 

diagnostic interviews in clinical research and empirically driven clinical practice is now 

the rule rather than the exception in most cases. Two of the most widely used and 

validated interviews for diagnosing OCD in adults are the Anxiety Disorders Interview 

Schedule for DSM-IV (ADIS-IV; Brown, Di Nardo, & Barlow, 1994) and the Structured 

Clinical Interview for DSM-IV Axis I Disorders (SCID-Clinician Version; First, Spitzer, 

Gibbon, & Williams, 1997; SCID-Research Version; First, Spitzer, Gibbon, & Williams, 

1996).  

The ADIS-IV is a clinician-administered semi-structured diagnostic interview 

which was developed to establish reliable differential diagnosis among the anxiety 

disorders. Diagnostic sections for mood disorders, somatoform disorders, and substance 
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use disorders are also included in the ADIS-IV because of the high rates of comorbidity 

between these disorders and anxiety disorders. The ADIS-IV has two separate versions, 

the standard version, which assesses current diagnoses only, and the lifetime version 

(ADIS-IV-L; Di Nardo, Brown, & Barlow, 1994) which assesses both current and past 

problems. Studies that have examined the reliability of the ADIS-IV and its predecessors 

have supported the reliability of this interview. Brown and colleagues (Brown, Di 

Nardo, Lehman, & Campbell, 2001) investigated the reliability of the DSM-IV anxiety 

and mood disorders based on 362 outpatients who underwent two independent 

diagnostic interviews with the ADIS-IV-L. For almost all diagnostic categories, internal 

reliability was good to excellent, with most kappas between 0.60 and 0.86. Dysthymic 

Disorder was the only condition with poor reliability, with kappas as low as 0.22. Brown 

et al. (2001) also evaluated the inter-rater reliability of the continuous ratings for 

sections of the ADIS-IV (e.g., clinical severity ratings, avoidance ratings, number of 

panic attacks) and found acceptable reliability for most dimensional ratings. To date 

there are no published studies on the validity of the ADIS-IV; however, many studies 

have used this instrument to examine features of particular anxiety disorders and they 

have provided indirect support for the construct validity of the instrument, as well as for 

the validity of DSM-IV categories (Summerfeldt & Antony, 2002).  

The SCID is a clinician-administered semi-structured diagnostic interview 

developed to assist in diagnosing a broad range of psychiatric disorders according to 

DSM-IV. The SCID has two versions; one for clinical practice (clinician version) and 

one designed more specifically for research (SCI-I; research version). In addition, a 

separate and complimentary interview has also been developed for assessing Axis II 

personality disorders.  The full version of the SCID-I offers the broadest range of 
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diagnostic coverage of all the widely used diagnostic interviews, assessing mood 

episodes, mood disorders differential, psychotic symptoms, psychotic disorder 

differential, substance use disorders, anxiety disorders, somatoform disorders, eating 

disorders and adjustment disorders. The most comprehensive study of the reliability of 

the SCID was conducted by its developers in a large multi-site study (Williams et al., 

1992). In the study, randomly matched pairs of mental health workers trained in using 

the SCID, independently evaluated individuals over a two-week period. The sample 

included 390 patient and 202 non-patient subjects. Overall, the reliability for current 

disorders was fair to good in the patient sample (overall weighted kappa = 0.61) but poor 

in the non-patient sample (overall weighted kappa = 0.37). There was considerable 

variability across specific disorders in the patient sample, ranging from a low 0.40 for 

dysthymia to a high 0.86 for bulimia nervosa. There have been few studies conducted 

examining the criterion validity of the SCID (Summerfeldt & Antony, 2002); however, a 

review by Rogers (1995) reported that these studies have shown high correspondence of 

SCID findings with variables such as clinical features, course and treatment outcome, 

and dimensional ratings of symptoms with other standardised measures.  

 Rater-administered scales. The Yale Brown Obsessive Compulsive Scale (Y-

BOCS; Goodman et al., 1989a; Goodman et al., 1989b) is a clinician-administered and 

rated checklist of symptoms and associated symptom severity. The Y-BOCS is the most 

popular and widely used measure of assessing OCD and is considered the best 

assessment device for evaluating change in OCD symptoms (Okasha, 2000). The Y-

BOCS consists of a comprehensive symptom checklist for both obsessions and 

compulsions, and has 16 corresponding items that assess symptom severity. This 

instrument rates severity of obsessions and compulsions across five scales: time 
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occupied by symptoms, interference, distress, resistance, and degree of control over 

symptoms. Each scale is rated on a 5-point likert-scale ranging from 0 (no symptoms) to 

4 (extreme symptoms). A total severity score is obtained by summing the first ten items 

of the measure that correspond to the five scales for obsessions and compulsions.  

In terms of psychometric properties, Goodman and colleagues (1989a; 1989b) 

report overall good to excellent inter-rater agreement, internal consistency and validity. 

In a study involving four raters and 40 patients with OCD at various stages of treatment, 

inter-rater reliability and internal consistency of the Y-BOCS were found to be excellent 

(r = 0.98; Cronbach’s alpha coefficient = 0.89, respectively; 1989a). Excellent inter-rater 

reliability was also obtained in studies by other investigators (Jenike et al., 1990; 

Woody, Steketee, & Chambless, 1995). Test-retest reliability of the Y-BOCS was found 

to be good when readministered within 2 weeks (Kim, Dysken, & Kuskowski, 1990; 

Kim, Dysken, Kuskowski, & Hoover, 1993; Woody et al., 1995). Several studies have 

reported good convergent validity for the Y-BOCS (Goodman et al., 1989b; Kim et al., 

1990; Woody et al., 1995); however, its discriminant validity tends to be less 

satisfactory, due to its high correlation with measures of anxiety or depression 

(Goodman et al., 1989b; Richter, Cox, & Direnfeld, 1994; Woody et al., 1995). This 

appears to be an inherent difficulty in the measurement of OCD rather than a weakness 

of this particular measure, in that more severe obsessive-compulsive symptoms are often 

associated with comorbid depression and anxiety.  

The Y-BOCS typically takes approximately 30 minutes to administer and is 

clearly a gold standard measure of assessment for OCD. There are also self-report (Baer, 

Brown-Beasley, Sorce, & Henriques, 1993) and computerised versions (Rosenfeld, Dar, 



OCD across the developmental trajectory 24 

Anderson, Kobak, & Greist, 1992) of the Y-BOCS available that correlate highly with 

the interview version and that appear to have good psychometric properties (Steketee, 

Frost, & Bogart, 1996). 

 Another clinician rated scale of OCD symptom severity is the National Institute 

of Mental Health (NIMH) Global Obsessive-Compulsive Scale (GOCS; Insel, Hoover, 

& Murphy, 1983). The NIMH GOCS is a clinician rated one-item scale which rates the 

overall severity and impairment associated with OCD. This scale consists of a 15-point 

likert-scale ranging from 1 (symptoms within normal range) through to 15 (very extreme 

symptoms, severe impairment), which are grouped into five severity categories (i.e., 1 to 

3 = normal; 4 to 6 = sub-clinical OCD; 7 to 9 = clinical OCD; 10 to 12 = severe OCD; 

13 to 15 = very severe OCD). Studies examining the psychometric properties of the 

NIMH GOCS have demonstrated that it has excellent re-test reliability (i.e., r = 0.98 

Kim, Dysken, & Kuskowski, 1992; r = .87; Kim et al., 1993) and good convergent 

validity with the Y-BOCS (range =.63-.77; Black, Kelly, Myers, & Noyes, 1990; 

Goodman et al., 1989b; Kim et al., 1992, 1993). The NIMH GOCS has been used in 

several treatment outcome studies and has been found to be sensitive to treatment effects 

(mean effect size = 1.74 SD units), more so than many self-report measures, and equally 

as sensitive as most observer-rated measures such as the Y-BOCS (Taylor, 1995). The 

NIMH GOCS is a simple measure of global assessment of OCD severity. Although this 

scale fails to capture detailed information regarding specific symptoms, it remains a 

popular adjunct to the assessment of OCD in treatment outcome research. 
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Self-Report Measures 

The most widely used self-report measures for OCD in adults include the Maudsley 

Obsessive Compulsive Inventory (MOCI; Hodgson & Rachman, 1977), the revised 

Padua Inventory (PI-R; Burns, Keortge, Formea, & Sternberger, 1996), the Leyton 

Obsessional Inventory (LOI; Cooper, 1970), and the Compulsive Activity Checklist 

(CAC: Cottraux, Bouvard, Defayolle, & Messy, 1988; Freund, Steketee, & Foa, 1987; 

Marks, Hallam, Connolly, & Philpott, 1977; Philpott, 1975; Steketee & Freund, 1993). 

While these measures offer a useful tool for screening OCD symptoms and severity, 

there are a number of limitations associated with the majority of these measures, 

highlighting the need for more psychometrically sound measures of self-report 

assessment. 

The MOCI consists of 30 items developed to assess specific symptoms of OCD. 

This scale rates each symptom item with either a true or false response and yields a total 

score out of 30. Scores above 18 are considered to be indicative of clinical OCD. The 

MOCI consists of four factorially derived subscales: (1) washing; (2) checking; (3) 

obsessional slowness/repetition; and (4) excessive doubting/conscientiousness. The 

subscales represent symptom checklists, in which their scores reflect the amount of time 

consumed by OCD symptoms. Studies examining the psychometric properties have 

generally reported acceptable internal consistency for the checking, cleaning and 

doubting/conscientiousness subscales, with alpha coefficients ranging from 0.60 to 0.87 

(Hodgson & Rachman, 1977; Rachman & Hodgson, 1980; Richter et al., 1994). 

Substantially lower alphas for the slowness subscale may be due to item heterogeneity 

(Taylor, 1998). Test-retest reliability for the MOCI over a period of at least six to seven 

months has been found to be adequate (Hodgson & Rachman, 1977; Sternberger & 
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Burns, 1990). Furthermore, several studies have demonstrated good convergent validity 

with a number of other OCD measures (i.e., correlations ranging from 0.23 to 0.77) and 

adequate to good discriminant validity with non-OCD measures (i.e., correlations 

ranging from 0.26 to 0.51; see Taylor, 1998).  

Whilst the MOCI appears overall to be a psychometrically sound measure of 

OCD assessment, the clinical utility of the MOCI is limited by its restricted symptom 

categories, whereby individual’s chief obsessions may not be listed in this measure. 

Furthermore, the MOCI has also been criticised because its subscales appear to lack 

discriminative value (Pato, Eisen, & Pato, 1994). More recently, Rachman and 

colleagues have begun development of a revised MOCI (MOCI-R; Rachman, 

Thordarson, & Randomsky, 1995); however, refinement and evaluation of this scale 

continues. Further studies using clinical and non-clinical samples are required to 

determine the psychometric properties of the latest version of this scale, before it is 

known whether the revised version out-performs its predecessor (Taylor, 1998).   

The PI-R was developed to measure symptoms of both obsessions and 

compulsions adequately. This revised scale consists of 39 items, with five sub-scales 

assessing (1) obsessional thoughts about harm to oneself or others, (2) obsessional 

impulses to harm oneself or others, (3) contamination obsessions and washing 

compulsions, (4) checking compulsions, and (5) dressing and grooming compulsions. 

The PI-R may have the most consistently strong psychometric properties of the self-

report measures (Taylor, 1998). Burns et al., (1996) demonstrated good internal 

consistency (alphas = 0.77 to 0.88), good test-retest reliability over a 6 to 7 month 

interval (rs = 0.61 to 0.84), and good discriminant validity with the Penn State Worry 

Questionnaire (rs = 0.08 to 0.37), which was an improvement from the earlier version of 
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the PI. Given the infancy of this measure, further evaluation of the psychometrics is 

required in terms of convergent validity and sensitivity to treatment effects.  While the 

psychometric properties for this measure are good and it is a favoured choice of 

assessment because it is relatively brief, it remains quite a new instrument and it will 

require further research to establish its utility with OCD clients. 

The LOI consists of 69 yes/no items that assess specific symptoms associated 

with OCD. This measure was developed to differentiate between normal perfectionist 

behaviours and obsessive-compulsive symptoms. This questionnaire is comprised of two 

scales, one that assesses symptoms (46 items) and one that assesses traits (23 items). 

Studies of the reliability and validity of the LOI are limited in number and inconsistent 

in findings; however, this measure appears to have acceptable to good internal 

consistency (alphas = 0.75 to 0.90; Richter et al., 1994; Stanley et al., 1993), acceptable 

test-retest reliability over at least a 14-day interval (rs = 0.73 to 0.84; Kim et al., 1990), 

and good convergent validity with a number of other OCD measures (rs = 0.38 to 0.77; 

see Taylor, 1995). While this measure appears to have adequate construct validity and 

test-retest reliability, the content validity of this measure may be compromised, given 

that most items are orientated toward cleaning and contamination symptoms while items 

assessing symptoms of distressing obsessional thoughts and bizarre rituals are absent 

(Kim et al., 1990). Although this measure appears to be a good screening tool for OC 

symptoms, it does not appear to be an adequate indicator of overall OC symptom 

severity.  

The CAC was originally developed as an assessor-rated measure of the extent to 

which OCD symptoms interfere with daily functioning. Since its original development, 

there have been numerous other versions of the CAC developed (ranging from 18 to 62 
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items), including a 38-item self-report version (Freund et al., 1987) which appears to be 

the most popular and widely used version.  The CAC items do not specifically assess 

OCD symptoms, but rather OCD-related interference associated with a range of daily 

routines and activities. The 38-item self-report version of the CAC has been shown to be 

reliable, with good internal consistency (alphas = 0.86 to 0.95; Sternberger & Burns, 

1990; Steketee & Freund, 1993) and good test-retest reliability (r = 0.74; Sternberger & 

Burns, 1990), and appears to be a valid measure of assessment with good convergent 

validity across a range of other OC measures (rs = 0.19 to 0.84; see Taylor, 1995). The 

discriminant validity of the CAC appears to be less acceptable, with correlations of a 

magnitude between the CAC and non-OC measures similar to those found between the 

CAC and other OC measures (Taylor, 1995). In sum, the CAC appears to be a useful 

self-report measure for assessing interference associated with OCD, and should be used 

in conjunction with a self-report instrument assessing symptom severity, such as the PI-

R. Based on the above review, the PI-R appears to be the best of the available measures 

in terms of the psychometric properties and its breadth in screening symptoms.  

   

Chapter Summary 

OCD is one of the most severe of the anxiety disorders and affects between 1.9% and 

2.5% of adults. It is characterised by the presence of obsessions and/or compulsions, 

which are experienced as significantly distressing and time consuming and which cause 

considerable interference in one’s life. Research indicates that the experience of OCD in 

adulthood is often associated with disruptions in employment, conflict in interpersonal 

relationships and marital discord. Adults with OCD typically experience multiple 

obsessions and compulsions which tend to shift over time. Common obsessions include 
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repetitive thoughts concerning contamination, repetitive doubts, intense need for 

orderliness and symmetry, aggressive impulses, religious fears and repeated and 

disturbing sexual imagery. The most common compulsions for adults who suffer from 

OCD involve cleaning (in particular hand-washing), counting, checking, arranging 

objects, repeating actions, and checking for reassurance from others. 

The presentation of OCD in adults appears to be complex and varied in terms of 

symptomatology; however, it is actually quite stereotypical and has been shown to be 

relatively stable across cultures. A number of researchers (i.e., Leckman et al., 1997; 

Summerfeldt et al., 1999) have found support from factor analytic studies to suggest that 

OCD symptoms can be adequately described by four factors. These factors include (a) 

obsessions and checking, (b) symmetry and ordering, (c) contamination and 

washing/cleaning, and (d) hoarding. Research has demonstrated that these factors 

sufficiently account for the experience of most OCD symptoms.  

 The onset of OCD in adults is typically gradual and occurs early in adulthood, 

with males most likely to have an earlier onset than females. The course of this disabling 

disorder is frequently chronic and persistent and, sadly, many sufferers endure this 

condition for years before they receive any intervention. The already debilitating nature 

of this disorder is further complicated by its high co-occurrence with other disorders. It 

seems that if an individual has OCD, than it is highly likely that the individual will have 

at least one other disorder. For example, the majority of sufferers with OCD also 

experience other anxiety disorders and/or a depressive disorder. This high rate of 

comorbidity associated with OCD adds complexity in terms of both assessment and 

treatment. A thorough assessment of OCD is necessary for accurate diagnosis of the 

disorder as well as for any co-occurring diagnoses.  
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The assessment approach should be multi-method, including a structured 

diagnostic interview, a clinician rated semi-structured interview of symptom severity 

(e.g., Y-BOCS), and self-report rating scales. Given the high comorbidity of OCD with 

anxiety and depression, a thorough assessment of OCD should also include diagnostic 

assessment of anxiety and depressive disorders, as well as self-report assessments of 

general anxiety and depression symptoms. The assessment of anxiety and depression is 

important, not only to inform and monitor differential diagnoses but also to assist in 

discriminating between OC symptomatic distress and distress associated with comorbid 

depression and/or anxiety. For example, an adult with OCD may experience only mild 

symptomatology based on actual time consumed by the disorder and the level of distress 

associated with symptoms; however, when OCD co-occurs with severe depression the 

sufferer may appear to be more extremely disturbed and will frequently report the 

disorder to be much worse than it is, as a result of the depression or, more specifically, 

the symptoms of hopelessness and helplessness. In these cases, even though the 

depression probably developed after the onset of OCD, treatment for depression, 

typically combined CBT and medication, must be concurrently delivered to the client. 

 Our current understanding of OCD in adulthood is still developing in terms of 

the clinical presentation, prevalence, comorbidity and course of the disorder. In terms of 

the aetiology of this disorder, there are multiple theories, including genetic, 

neuroanatomy, biochemical, autoimmune and psychological. Aetiological theories of 

this disorder are reviewed in chapter two. Currently, the most widely accepted account 

of the maintenance of this disorder in adulthood is the cognitive theory of OCD. This 

theory postulates that faulty cognitive appraisals about harm are associated with the 

development and maintenance of obsessive-compulsive symptomatology. This theory is 
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reviewed in detail in chapter three. While much is known about OCD in adulthood, there 

is considerably less research examining the clinical features and the factors associated 

with the aetiology and maintenance of this disorder in childhood. Given that, in 

retrospective studies, data have shown that the majority of adults report the onset of 

OCD during childhood, it is important that research into the clinical presentation of this 

disorder in childhood catches up with what is known about adults.  

To date, no one study has systematically compared the clinical features of OCD 

across age samples, including children, adolescents and adults, using parallel measures 

of assessment. Controlled research of this kind would highlight the similarities and 

differences in the expression of OCD across the developmental trajectory, which would 

improve our current understanding of how this disorder presents in childhood and what 

factors might be associated with the maintenance of the disorder. The development of 

age-appropriate treatments depends on an accurate conceptualisation of this disorder as 

it presents at different ages. Chapter two reviews the current status on the literature into 

childhood OCD, highlighting observed similarities and differences between the 

presentation of this disorder in childhood and in adulthood. 
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CHAPTER 2 

Childhood Obsessive-Compulsive Disorder 

The first description of obsessive-compulsive disorder (OCD) in childhood was 

published by Pierre Janet in 1903. Janet (1903) described a 5-year old boy with 

obsessive-compulsive symptoms of “forever verifying his honesty, cleanliness, sanity, 

perceptions, and what he did last”, with no amount of reassurance seeking satisfying his 

urge to carry out these rituals. Case studies of obsessive-compulsive neurosis, and later-

named OCD, have been described in the literature ever since. It has only been in the past 

10 to 15 years that our understanding of this disorder in childhood has begun to advance 

(March, 1995; Albano, March, & Piacentini, 1999). Although OCD was previously 

thought to be a rare phenomenon in childhood, its systematic evaluation during recent 

years has substantially increased our awareness of the condition and has led to upward 

revisions of the prevalence rate of this disorder in childhood (Zohar, 1999).  

As in adults, OCD in childhood is a chronic and distressing condition which has 

been found to be associated with severe impairments in social (Allsopp & Verduyn, 

1990), academic (Toro, Cervera, Osejo, & Salamero, 1992) and family functioning 

(Calvocoressi et al., 1995; Cooper, 1996; Barrett, Rasmussen, & Healy, 2001). Although 

there is “striking similarity” (Swedo, Rapoport, Leonard, Lenane, & Cheslow, 1989) in 

the phenomenology of OCD between children and adults, recent research highlights that 

significant differences do exist in the clinical presentation of the disorder across age 

groups (Geller et al., 1998). This chapter will present a description of this disorder as it 

presents in childhood, and will review the phenomenology of childhood OCD, 

examining the clinical features, course of the disorder, comorbidity and theories of 

aetiology and maintenance. A review of the most popular and psychometrically sound 
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assessment strategies will also be provided. Throughout this thesis, unless otherwise 

specified, the terms child and children will be used to refer to both children and 

adolescents collectively. 

 

Phenomenology 

Diagnostic criteria for childhood OCD are nearly identical to those of the adult disorder 

(Swedo, Rapoport, Leonard, et al., 1989), which have rarely changed during the last 

three revisions of the Diagnostic and Statistical Manual of Mental Disorders (DSM). 

According to the 4th edition text revision of the DSM (DSM-IV-TR; American 

Psychiatric Association (APA), 2000), OCD in childhood is characterised by the 

presence of recurrent obsessions and/or compulsions that are significantly time 

consuming (i.e., occur for more than one hour per day), cause marked distress and/or are 

associated with significant functional impairment. The criteria for childhood OCD only 

differ from those of the adult version in that children do not have to demonstrate insight 

into the excessive or senseless nature of their symptoms. 

In terms of symptomatology, children with OCD represent a heterogeneous 

group with a wide range of clinical presentations. Although children with OCD may 

present with either obsessions or compulsions in the absence of the other, the vast 

majority of children with OCD (over 90%) manifest both obsessions and compulsions 

(Foa et al., 1995). Data from the DSM-IV field study of OCD (Foa et al., 1995) revealed 

that, when taking into account covert mental rituals, only 2% of the entire sample 

reported “pure” obsessions without any form of ritualising. Similar to the presentation of 

OCD in adults, the content of a given child’s obsessive and compulsive symptoms often 

varies over time; however, the overall number of symptoms typically remains constant 
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(Hanna, 1995; Rettew, Swedo, Leonard, Lenane, & Rapoport, 1992). For example, 

Rettew and colleagues (1992) followed the individual symptoms of 79 children and 

adolescents with OCD during an average of 7.9 years (range 2 to 16 years) and found 

that none of their sample maintained the same symptom constellation between baseline 

and 2 to 7 years follow-up. Furthermore, there was no relationship between the number 

or type of OCD symptoms and age, with most clients’ symptoms varying over time, and 

most clients experiencing all of the common symptoms at some point during the follow-

up period.  

Similar to the adult presentation of this disorder, the most common symptoms of 

OCD in childhood are obsessive contamination fears, often accompanied by ritualised 

and compulsive washing or avoidance of contaminated objects (Riddle et al., 1990; 

Swedo, Rapoport, Leonard, et al., 1989). Aggressive obsessions are also common in 

children, with fear of harm to self or others, typically parents, being the predominant 

theme (Swedo, Rapoport, Leonard, et al., 1989). In a sample of 70 youth evaluated at the 

National Institute of Mental Health (NIMH), contamination obsessions were the most 

common (40%), followed by aggressive obsessions (24%), scrupulosity obsessions 

(13%), and forbidden thoughts (4%; Swedo, Rapoport, Leonard, et al., 1989). Geller and 

colleagues (2001a) examined developmental differences across age groups and found 

that aggressive obsessions were the most common obsessions in both their child and 

adolescent samples, and that these occurred significantly more often than in adults. 

Geller et al. (2001a) also found that religious obsessions occurred significantly more in 

adolescents, compared with children and adults with OCD. In the NIMH cohort, other 

common compulsions included repeating (51%), checking (46%), touching (20%), 

counting (18%), ordering/arranging (17%), and hoarding (11%; Swedo, Rapoport, 
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Leonard, et al., 1989).  Mental rituals, including praying, counting or repetition of 

thoughts, words or phrases, are also common in children and adolescents.   

Swedo et al. (1989) reported that although some compulsions may be tied to a 

specific worry, many compulsions in childhood consist of actions being repeated until 

they feel “just right”.  Children who experience this “just right” phenomenon often 

report an absence of obsessive or intrusive thoughts, noting instead a feeling of 

discomfort or irritation, or a vague sensation that something is “not right”. This feeling 

is typically followed by an overwhelming urge to perform a ritual until the child feels 

“just right”. For example, children with “just right” symptoms may get stuck on the 

toilet for extended periods of time because they don’t feel like they have completed the 

toilet routine. Although clinical observations reveal that “just right” symptoms seem to 

occur more frequently in children with comorbid tic disorders (King, Leckman, Scahill, 

& Cohen, 1999), empirical evidence is lacking.  

Unlike many adults with the disorder, children with OCD are often unable to 

specify the dreaded consequences their compulsive rituals are intended to avert, beyond 

a vague premonition of something bad happening (Swedo, Rapoport, Leonard, et al., 

1989). This might be a result of developmental barriers, such as language and cognitive 

development, or it may be that the nature of intrusive thoughts associated with this 

disorder varies across the developmental trajectory. While obsessional slowness is very 

rare in childhood OCD, it is an extremely disabling presentation in which a child moves 

dramatically slowly to complete daily routine tasks. In these cases, careful assessment 

often reveals preoccupation with multiple mental rituals that interfere with normal 

activities (American Academy of Child and Adolescent Psychiatry (AACAP), 1998). In 

severe cases of OCD, children may develop obsessional slowness in an attempt to 
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prevent making mistakes when completing their OCD rituals (i.e., repetitive tooth-

brushing, bathing, showering) out of fear of having to engage in excessive ritualising if 

they do not complete these tasks perfectly. Nonsensically, their slow and meticulously 

careful routines and rituals are carried out to prevent getting stuck doing other rituals. 

 

Family Involvement in OCD Rituals 

Children with OCD are extremely secretive about their symptoms and frequently delay 

performing their rituals in front of peers, teachers or strangers (King, Ollendick, & 

Montgomery, 1995). Instead, children with OCD “save” their ritualising behaviours for 

home, often “erupting” when they arrive home from school. Given that most of their 

ritualising occurs within the home environment, it is not surprising that children engage 

in repetitive reassurance seeking and frequently involve family members in their rituals, 

probably more so than adults with OCD (Piacentini & Bergman, 2000). Families may 

serve to maintain the symptoms of childhood OCD through their involvement with and 

accommodation of a child’s rituals and obsessive-compulsive demands. Parents and 

siblings often become involved in these obsessive-compulsive demands in an attempt to 

try to stop the child from performing rituals or to decrease the child’s distress. Cooper 

(1996) investigated the effects of OCD on parents and siblings and found evidence that 

family involvement in, and accommodation of OCD, was higher in the caregivers of 

children and adolescents than in family members of adults with OCD.  The overall effect 

of the disorder on family members was profoundly negative, with the large majority of 

respondents reporting at least some disturbance in their personal and social lives.  

Approximately two-thirds of families noted hardship to siblings and marital discord as a 

result of the child’s OCD.  Family members reported that OCD-related behaviours 
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caused them personal distress, particularly depression, rumination, and being drawn 

unwittingly into the child’s rituals.   

In a recent qualitative study investigating the effects of childhood OCD on 

sibling relationships and sibling distress, Barrett et al., (2001) found siblings of OCD 

children also accommodated to OC symptoms and were distressed by the presence of 

OCD in their brother or sister. Furthermore, anxiety and depression were higher in 

siblings of an OCD child or adolescent, compared to siblings in a non-clinic comparison 

group. And finally, this study found that the quality of sibling relationships in OCD 

families improved with successful CBT treatment of OCD. Taken together, these studies 

offer preliminary evidence which suggests that OCD during childhood is often 

associated with high family involvement in OC symptoms and is associated with 

heightened negative emotion and distress in parents and siblings.  

 
Functional Impairment 

Childhood OCD is associated with significant functional impairment. The time occupied 

by performing OC rituals often significantly interferes with a child’s daily routine. 

Children may become late for school or other engagements due to excessive rituals; they 

tend to avoid places that might trigger symptoms, for example, places that they perceive 

are “contaminated”; and they often avoid social events for fear that friends may become 

aware of their “strange” behaviours.  One study of adolescents, who were followed-up 2 

to 7 years after initial diagnosis, found that the majority of the sample had withdrawn 

socially in order to prevent contamination of others or themselves or in an attempt to 

conserve their energy for OC behaviours (Flament et al., 1990). 
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 Piacentini and colleagues (1999) systematically evaluated OCD-related 

functional impairment in 162 children and adolescents (mean age 11.9 years) with OCD, 

using the Child OCD Impact Scale for children and parents (COIS-C/P; Piacentini, 

Jaffer, Bergman, McCracken, & Keller, 2001). These investigators found that the most 

commonly reported areas of interference were doing assigned chores at home (78% of 

parents, 61% of children), getting ready for bed at night (73% of parents, 56% of 

children), concentrating on school work (71% of parents, 62% of children), getting along 

with parents (70% of parents, 56% of children), and getting along with siblings (65% of 

parents, 53% of children). Over 85% of all informants reported problems across the 

three domains of functional impairment assessed, including school, social and home or 

family. These results further demonstrate the profoundly negative impact that OCD has 

across all areas of a child’s life and daily functioning. 

 

In summary, childhood OCD is a chronic and disabling condition which is 

characterised by the presence of obsession and/or compulsions, both of which are 

distressing and time consuming for the child, therefore causing marked interference in 

that child’s life. Diagnostic criteria for childhood OCD, based on the DSM-IV-TR 

(APA, 2000), are almost exactly the same as those for adult OCD, the only 

developmental caveat being that children do not have to have demonstrate insight into 

the excessive or senseless nature of the disorder. Similar to adults with the disorder, the 

majority of children with OCD present with both obsessions and compulsions, and the 

content of their symptoms typically vary across time. Furthermore, OCD in childhood 

appears to be comparatively akin to adult OCD in terms of the most common symptoms 

experienced by sufferers.  Recent research (e.g., Geller et al., 2001a) has demonstrated 
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that obsessions of an aggressive theme (i.e., fear of harm to self or others) may occur 

more frequently in children and adolescents than in adults, and religious obsession may 

occur more frequently in adolescents. Children with OCD appear to differ from adults 

with the disorder across a number of features, including (1) more often experiencing 

compulsions driven by an urge to feel ‘just right’, without the presence of a specific 

obsession; (2) difficulty in reporting the content of their obsessions; and (3) higher 

involvement of family members in obsessive-compulsive symptoms, specifically 

including extensive accommodating behaviours of parent and siblings, which seems to 

be associated with elevated family distress and discord. Overall, OCD in childhood 

represents a complex psychological problem which has a profound negative impact on a 

child’s social, academic and family life.  

 

Prevalence 

Epidemiological studies investigating the prevalence of OCD vary considerably 

depending on a number of methodological factors. These include the nature of the 

population being studied (e.g., non-referred community samples or clinic referred 

samples), the age of the sample being investigated, the design of the study (e.g., 

prospective or retrospective), the assessment tools used (e.g., diagnostic interviews or 

self-report questionnaires), the informant (e.g., child or parent), and the criteria used to 

confirm a diagnosis. Specific impairment criteria can markedly influence the estimation 

of prevalence rates. The use of strict impairment criteria can result in lower prevalence 

rates, typically as a result of the inclusion of fewer false-positives, as well as the 

exclusion of milder cases (Whitaker et al., 1990). Studies of the prevalence of OCD in 

childhood have included clinic and non-clinic community samples and results have 
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provided evidence that OCD in childhood is more or less as common as it is in 

adulthood.   

 

OCD in Community Samples 

In a two-stage epidemiological study, Flament et al. (1988) surveyed 5,596 high school 

students (aged 14 to 18 years) in a semi-rural, predominantly white middle class, 

northeast county in the United States. Of the original population studied, 356 students 

were interviewed for diagnostic status, and 18 cases were confirmed with clinical OCD. 

After the sample was weighted to reflect the sampling design, the prevalence estimates 

were 1% for current and 1.9% for lifetime diagnosis of OCD (Flament et al., 1988). This 

study found that there was an equal representation of males and females in the 

prevalence of OCD. Alarmingly, only 4 of the 18 OCD cases in this study reported 

having sought treatment, and of these, only 1 case had actually disclosed OCD 

symptoms to the consulting therapist. These findings highlight the secretive nature of the 

disorder and suggest that most children with OCD do not receive accurate diagnosis or 

appropriate treatment (Flament et al., 1988).    

 Zohar et al. (1992) investigated OCD among 562 male and female Israeli Army 

inductees in a national cohort aged 16 to 17 years. This sampling approach targeted over 

95% of the national population of adolescents in this age bracket, and addressed the 

potential bias associated with previous school-based samples (e.g., Flament et al., 1988), 

which omit the less healthy children through school dropouts. This study, which relied 

on direct diagnostic interviews, reported a prevalence rate of 3.6% for OCD. In a later 

study employing a similar sampling approach of 861 Israeli inductees, with relatively 

equal sample sizes of males and females, Zohar (1999) reported an observed prevalence 
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of 2.3% for OCD in a cohort of adolescents aged 17 years. Zohar (1999) investigated the 

differences in prevalence rates between the two samples and found there were no 

significant differences, hence the combined prevalence estimate yielded a rate of 2.8% 

for lifetime diagnosis of OCD in 16 to 17 year old Israeli adolescents. Further analyses 

investigating gender differences found that there was no significant difference in the 

prevalence of OCD in adolescent boys and girls.  

 In a large community-school-based sample surveying 3,283 adolescents (12 to 15 

years of age) in southeastern United States, Valleni-Basile et al. (1994) reported a 

prevalence rate of 2.9% for OCD. These investigators also identified a group of ‘sub-

clinical’ adolescents who had symptoms of OCD but who did not report significant 

impairment. The prevalence for this ‘sub-clinical’ group was reported as 19%. In a 

follow-up study of this sample, Valleni-Basile et al. (1996) reported that the 1-year 

incidence of OCD was 0.7%. In this later study, the investigators further reported that an 

initial diagnosis of ‘sub-clinical’ OCD was not significantly predictive of a diagnosis of 

OCD at 1-year follow-up (Valleni-Basile et al., 1996). It was concluded from this study 

that a diagnosis of “sub-clinical” OCD was not a sure precursor to the development of 

clinical OCD; however, the relatively brief follow-up period in this study makes it 

difficult to infer about the long-term prognosis for this “sub-clinical” group. 

 In a nationwide epidemiological study in the United Kingdom, Heyman et al. 

(2001) surveyed 10,438 children, aged 5 to 15 years, assessing psychiatric disorders 

using direct diagnostic interviews. The prevalence for OCD in this sample was observed 

to be 0.25%. The investigators reported a significant increase in the prevalence of OCD 

with increasing age, with a prevalence of 0.026% in the 5 to 7 year old age bracket, 

compared to 0.63% prevalence in the 13 to 15 year old age bracket. There were no 
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significant gender differences in the reported prevalence of OCD in this sample. These 

prevalence rates are somewhat lower than those found in previous studies, which might 

be the result of differences in sampling methods. Although this study employed 

structured diagnostic interviews, the raters who assessed children in this study were lay 

interviewers. Furthermore, it was only the cases that were given a diagnosis of OCD by 

the lay interviewers that were later reviewed by a child psychiatrist with expertise in the 

area of OCD. Given that childhood OCD is often misdiagnosed within community 

health care settings (March & Leonard, 1998), the prevalence rates obtained by lay 

interviewers in this study are likely to significantly under-represent the true prevalence 

of OCD. 

 Prevalence data on pre-pubertal children is scarce, with only a few studies 

reporting data obtained from younger samples. One study (Rutter, Tizard, & Whitmore, 

1970) reported on an unselected paediatric population in a survey of over 2, 000 children 

aged 10 to 11 years old on the Isle of Wight in England. This study found no ‘pure’ 

cases of OCD; however, the investigators reported a prevalence of 0.3% for cases with 

“mixed obsessional/anxiety disorders” (Rutter et al., 1970). Costello et al. (1996) 

conducted a survey of 4,500 children in North Carolina in the United States (US) and 

reported a prevalence of OCD of 0.17% for a sample of children 9 to 13 years of age.  

   

OCD in Clinic Samples 

The only study located to date that has examined the prevalence of OCD in a clinic-

referred sample involved an extensive examination of a client database from the Kaiser 

Permanente Medical Care program in the San Francisco Bay Area and Sacramento in the 

United States (Fireman, Koran, Leventhal, & Jacobson, 2001). This study involved 1.7 
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million people, aged 6 years and above, who were continuously enrolled as outpatients 

at Kaiser during the time of the study period (i.e., May 1995 to April 1996). Diagnostic 

status of OCD was ascertained from chart reviews of all clients and was based on the 

presence of a DSM-IV (APA, 1994) OCD diagnosis, recorded on diagnostic checklists 

within files. Clients were rated as “definite” cases if they obtained a diagnosis of OCD 

and symptom scores, as recorded by the Yale-Brown Obsessive-Compulsive Scale (Y-

BOCS; Goodman et al., 1989a), which indicated significant distress, time occupied and 

interference by symptoms. The 1-year prevalence of OCD in this clinic-referred 

population was observed to be 0.084%. This study found significant gender differences 

in the prevalence of OCD across age groups. The prevalence of OCD was higher among 

males within participants who were below 18 years of age; however, in participants 18 

to 65 years of age, OCD was less prevalent among men than among women. The results 

of this study, taken together with prevalence estimates from community samples, 

suggest that a large percentage of children and adults with OCD do not seek professional 

help or receive treatment for their symptoms. 

 

While it is now generally accepted that OCD is not an uncommon condition in 

childhood, a number of factors suggest that OCD is still largely under-diagnosed in both 

community and health care settings. OCD related factors contributing to the under-

diagnosis of the condition include the secretive nature of the disorder, the lack of insight 

by children who suffer from the disorder, and the feelings of embarrassment and guilt of 

the children who feel trapped by their often bizarre and uncontrollable symptoms. In 

many cases, parents, teachers and friends remain completely unaware of the child’s 

symptoms and suffering for significant periods of time, until the child’s symptoms 
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exacerbate to the point where they experience overwhelming distress and functional 

impairment. Unfortunately, most individuals with OCD tend to suffer for many years 

before seeking treatment. One study reported that individuals first sought treatment for 

OCD more than 7 years after the onset of significant symptoms (Rasmussen & Tsuang, 

1986). Even after children seek help for their condition, they are often unable to obtain 

appropriate care as a result of restrictive access to community mental health resources. 

As well, even when children do obtain assistance from mental health workers, they are 

often misdiagnosed and too frequently do not receive the appropriate treatment (March 

& Leonard, 1998). Hence, the likely “hidden epidemic” of OCD (Jenike, 1989) means 

that current prevalence rates probably under-estimate the true frequency of childhood 

OCD in both community and clinic settings.  

Although prevalence estimates vary across studies, reflecting methodological 

differences in sampling, data collection approaches and diagnostic criterion used, there 

appears to be general consistency across the large community-based epidemiological 

studies (i.e., Flament et al., 1988; Valleni-Basile, 1994; Zohar et al., 1992; Zohar, 1999), 

indicating a relative stable cross-cultural prevalence of OCD of between 2 to 3% for 

children and adolescents. Furthermore, results of these studies indicate that there are no 

gender differences in the prevalence of OCD in community adolescent samples. Fewer 

studies have been conducted with paediatric samples; however, the results of those 

conducted to date indicate that OCD is possibly less frequent in children than it is in 

adolescents. The vast difference in prevalence rates reported in community versus clinic 

samples suggests that many children and adolescents suffering with OCD either do not 

seek professional help for their symptoms or are too often misdiagnosed when they do 

make contact with a health care service.  
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Onset and Course 

Children and adolescents with OCD vary in the type of onset and the course of their 

illness. Onset may be abrupt or gradual, and may or may not involve precipitating 

trigger events (Allsopp & Verduyn, 1990; Flament et al., 1988; Hanna, 1995). 

Triggering events tend to be stressful or traumatic in nature for the child and often 

include serious illness, death of an extended family member, disruption to family 

functioning or school related stress, such as a change of school or the transition from 

primary to high school. Studies have found that precipitating psychosocial events might 

be associated with the onset of the disorder in as many as 38% to 54% of juvenile OCD 

cases (Allsopp & Verduyn, 1990; Honjo et al., 1989; Judd, 1965; Rettew et al., 1992; 

Toro et al., 1992).  

Age of onset also varies across studies, with reports of children as young as 2 or 

3 years of age developing OCD (Rapoport, Swedo, & Leonard, 1992), although the 

majority of cases appear to begin between the ages of 8 and 11 years (Allsopp & 

Verduyn, 1990; Hanna, 1995; Rapoport et al., 1992; Riddle et al., 1990; Toro et al., 

1992). Research suggests that boys may be more likely to have prepubertal onset, 

whereas girls may have pubertal or adolescent onset.  Most studies note a male 

predominance of paediatric OCD, with a ratio of approximately 3 males to 2 females 

(see Geller et al., 1998); however, the gender distribution appears to become more equal 

in adolescence (Flament et al., 1988; Valleni-Basile et al., 1994).  

The course of the illness varies greatly, from chronic with some fluctuations to 

severe exacerbations with periods of remission (AACAP, 1998). Typically the disorder 

tends to follow a waxing and waning pathway that often persists into adulthood. One 

longitudinal study demonstrated that 43% to 68% of children continue to meet 
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diagnostic criteria for OCD 2 to 14 years after initial diagnosis (Leonard et al., 1993). 

Retrospective research with adults further highlights the persistent nature of OCD, with 

as many as one-third to one-half of adults with the disorder reporting onset of the 

condition during childhood or adolescence (Rasmussen & Eisen, 1990). Exacerbations 

in OCD symptoms occur often, and are frequently associated with stressors such as 

psychosocial change or illness (Swedo, Rapoport, Leonard, et al., 1989).  

The typically persistent nature of this disorder means that the long-term 

prognosis for childhood onset OCD is not favorable. One long-term follow-up study of 

childhood onset OCD included 55 patients who were personally interviewed on average 

11.2 years following admission and treatment for OCD during childhood (Wewetzer et 

al., 2001). The mean age of onset of OCD for this sample was 12.5 years. At follow-up 

assessment, 71% of the sample met diagnostic criteria for some form of psychiatric 

disorder, with 36% of the sample continuing to suffer from clinical OCD. Furthermore, 

of the patients with an OCD diagnosis, 70% were diagnosed with at least one other 

clinical disorder, typically anxiety and affective disorders, at follow-up (Wewetzer et al., 

2001). Poor response to treatment at long-term follow-up has been found to be 

associated with poor initial treatment response, a lifetime history of tic disorder, and the 

presence of a parental Axis I psychiatric disorder (Leonard et al., 1993). Another recent 

study reported that there is a complete remission rate of only approximately 10 to 15% 

for childhood OCD (Zohar, 1999); however, because of the typically waxing and waning 

course of the disorder, remission rates might actually be lower in longer term follow-up 

studies.  
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In sum, while the prognostic outlook for childhood OCD in the past was not 

favourable, it may be improving significantly with the advent of refined cognitive-

behavioural treatment (CBT) and pharmacotherapy. Based on the recent high success 

rates of CBT for childhood OCD reported in controlled trials (e.g., Barrett, Healy, & 

March, in press), long term prognostic follow-up studies are required with samples who 

have completed evidenced-based cognitive-behavioural and pharmacological 

interventions for a more current and accurate prognostic picture. It is probable that the 

prognostic outlook for childhood onset OCD would be significantly improved for those 

children who receive an accurate and early diagnosis, and who receive the empirically 

supported interventions that are now currently available. 

 

Comorbidity 

Although OCD in children may occur without significant comorbidity, other symptoms 

and syndromes accompany obsessions and compulsions in the majority of cases 

(AACAP, 1998). In a study by NIMH, only 26% of the cohort of childhood onset OCD 

had OCD as their sole diagnosis (Swedo et al., 1992). In an epidemiological study, 

Zohar (1999) reported that 80% of children with OCD met criteria for another clinical 

diagnosis and that up to 50% of the sample displayed multiple comorbid disorders. The 

most common comorbid diagnoses are other anxiety disorders, with one-third to one-

half of children with OCD having a current or past history of another anxiety disorder 

(Geller, Beiderman, Griffin, Jones, & Lefkowitz, 1996; Swedo, Rapoport, Leonard, et 

al., 1989). A comorbid diagnosis of depression is also common with OCD, with 

prevalence rates of comorbid mood disorders ranging from 20% to 73% (Flament et al. 

1990; Geller et al., 1996). There is some evidence that depressive symptoms are more 
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likely to occur in adolescents than in younger children and tend to appear after the onset 

of OCD, suggesting that depression may be reactive to OCD symptoms (Valleni-Basile 

et al., 1994). Given that children and adolescents often withdraw from their peer groups 

in an  attempt to hide their bizarre obsessive-compulsive symptoms, it is little wonder 

that depressive symptoms develop over time. Riddle and colleagues (1990) found that 

38% of their OCD sample displayed a concurrent anxiety disorder, 29% an affective 

disorder and 24% a tic disorder. 

Tourette’s syndrome and tics frequently co-occur with OCD, more so in children 

than in adolescents and adults. One study found that Tourette’s syndrome occurred in 

25% of children with OCD in comparison to only 9% of adolescents and 6% of adults 

with OCD (Geller et al., 2001a). Tourette’s syndrome and OCD appear to be 

significantly related, with one study demonstrating that at least 50% of children with 

Tourette’s syndrome develop OCD symptoms or disorder by adulthood (Leckman, 

1993). Similarly, a second study showed that nearly 60% of children and adolescents 

seeking treatment for OCD had a lifetime history of tics, ranging from simple and 

transient through to Tourette’s syndrome (Leonard et al., 1992). Hanna et al. (in press) 

found children with OCD and tics have a different constellation of obsessive-compulsive 

symptomatology than children with OCD only. Although the two groups did not differ 

in the prevalence of obsessive symptoms, the OCD-only group evidenced a higher rate 

of ordering, washing, and hoarding symptoms as compared to those with OCD and 

concurrent tics.  

There is inconsistency between studies reporting the rate of comorbid disruptive 

behaviour disorders in children with OCD.  Some studies report relatively low rates of 

co-occurrence, such as 10% of children meeting criteria for a disruptive behaviour 
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disorder, such as attention deficit hyperactivity disorder (ADHD) or oppositional defiant 

disorder (ODD) (Swedo et al., 1992; Thomsen, 1994; Riddle et al., 1990). Other studies 

by Geller and colleagues (1996; 2001a, 2001b) report co-occurrence of OCD and 

disruptive behaviour disorders (including ADHD and ODD) as high as 57% for children 

and 47% for adolescents. Geller and colleagues (2001b) suggest that the much lower 

rates of comorbidity found in other studies might be a result of the exclusion criteria 

used in these previous studies. Geller et al. (2001b) argue that previous studies often use 

strict exclusion criteria, including comorbid Tourette’s syndrome (e.g., Swedo, 

Rapoport, Leonard, et al., 1989), which is frequently associated with ADHD; therefore, 

the lower rates of ADHD comorbidity in previous investigations might be the result of 

the under-representation of children and adolescents with comorbid Tourette’s syndrome 

and associated ADHD. The divergent results found across studies reporting on the 

comorbidity of OCD with behavioural disorders demand further careful investigation. 

Other common co-occurrences for childhood OCD include pervasive developmental 

disorders, body dysmorphic disorder, trichtillomania, anorexia nervosa, neurological 

disorders and general paediatric conditions (AACAP, 1998). 

 

In summary, childhood OCD typically presents with considerable comorbidity. 

Anxiety and mood disorders have been reported consistently in the research to be the 

most commonly co-occurring disorders with childhood OCD.  Furthermore, children 

with OCD often experience more than one comorbid diagnosis. Depression is very 

common in OCD; it occurs possibly more frequently in adolescents with the disorder 

than in children, and appears to be triggered by the presence of an already existing 

diagnosis of OCD. The development of depression, typically after the onset of OCD, 
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further highlights the severity of OCD and the profoundly negative impact that this 

disorder has on a child’s life. Other commonly occurring comorbid diagnoses include 

tics and Tourette’s syndrome (particularly in childhood cases), and disruptive behaviour 

disorders. However, the true prevalence of disruptive behaviour disorders in childhood 

OCD has been an issue of debate in the research. The high comorbidity between OCD 

and other disorders adds to the complexity of the clinical presentation of the disorder, 

and is a feature of the disorder that calls for careful assessment and individually tailored 

treatment planning.  

 

Assessment 

Accurate assessment of OCD diagnostic status and symptom severity is necessary to 

inform individualised and targeted treatment development, and for systematic and 

precise evaluation of treatment outcome. There are several methods of assessment for 

evaluating childhood OCD, including diagnostic clinical interviews (e.g., structured or 

unstructured interviews), self-report or parental-report rating scales and inventories, 

behavioural avoidance tasks (BAT) and behavioural observation systems; however, 

adequate analyses of the psychometric properties are still lacking for many of the 

assessment devices. At present, the most frequently used and validated measures in 

treatment outcome research for childhood OCD are the Anxiety Disorders Interview 

Schedule for Children/Parents (ADIS-C/P; Silverman & Albano, 1996); the National 

Institute of Mental Health Global Obsessive-Compulsive Scale (NIMH GOCS; Insel et 

al., 1983); and the Child Yale-Brown Obsessive-Compulsive Scale (CY-BOCS; 

Goodman et al., 1989a; 1989b).  
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The ADIS-C/P, NIMH GOCS, and CY-BOCS have been the assessments of 

choice in many childhood OCD treatment outcome studies (e.g., Knox, Albano, & 

Barlow, 1996; Piacentini, Bergman, Jacobs, McCracken, & Kretchman, 2002; Waters, 

Barrett, & March, 2001; Barrett et al., in press). The ADIS-C/P (Silverman & Albano, 

1996) is a semi-structured diagnostic interview, designed specifically to diagnose 

anxiety disorders in children and adolescents and to differentiate these from other 

internalising and externalising disorders (Silverman & Eisen, 1992). To meet DSM-IV 

(APA, 1994) criteria for a clinical diagnosis based on the ADIS-C/P, symptoms for any 

given diagnostic category are required to have an interference rating of 4 (definitely 

disabling) or higher. In cases where a child meets criteria for more than one clinical 

diagnosis, the principal diagnosis is typically decided to be the one that receives the 

highest interference rating.  

The NIMH GOCS consists of a single-item, clinician-rated scale which measures 

the overall diagnostic severity of OCD, taking into consideration both the degree of 

symptoms and the impairment associated with the disorder. The NIMH GOCS enables 

clinicians to rate their impression of OCD severity, despite whether OCD is reported by 

the informant as significantly interfering with the child’s life. It is often found that 

informants (whether the child or the parents) report OCD to be minimally interfering 

with the child’s life. However, interference ratings may not be a true indication of the 

severity of a child’s OCD, for in many cases the child’s life has revolved around 

accommodating to obsessive-compulsive symptoms for some time and hence the 

informant (particularly the child) will report that their OCD does not affect their daily 

routine. It is also often the case that when children report experiencing obsessions only, 

they report that their symptoms do not significantly interfere with daily functioning. For 
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diagnostic interviews, such as the ADIS-C/P, the severity of the diagnosis is often based 

solely on the informant’s interference rating. The NIMH GOCS therefore allows for a 

more accurate indication of global severity, taking into consideration both contextual 

issues and individual variations in clinical presentation.   

The CY-BOCS (Goodman et al., 1989a) is a semi-structured clinician-rated 

interview, which assesses specific symptoms and the severity of OC symptoms. This 

interview is considered as the “gold standard” for rating OCD severity and treatment 

response in children with OCD (Chang & Piacentini, 2002). The CY-BOCS rates the 

severity of both obsessions and compulsions across five scales, including time occupied 

by symptoms, distress, interference, resistance and control over symptoms. In addition to 

these, the CY-BOCS also assesses other core features of the disorder, including 

pathological doubt, responsibility, slowness, indecisiveness and avoidance. The CY-

BOCS offers probably the most comprehensive checklist of symptoms for childhood 

OCD; with examples provided for all the common symptoms, clinicians are able to 

accurately describe symptoms and therefore precisely assess a child’s obsessive-

compulsive symptoms. This interview is also particularly effective in developing initial 

rapport with a child, as clinicians are equipped to ask specific questions relating to often 

embarrassing symptoms. This procedure takes unnecessary pressure off the child to have 

to describe their often bizarre and embarrassing symptoms to the clinician. These three 

clinician-rated assessment methods offer the most validated and effective means of 

assessing OCD in childhood and in evaluating treatment outcome. A review of the 

psychometric properties of these assessment devices is beyond the scope of this chapter; 

however, more detailed information on the ADIS-C/P and the CY-BOCS, including 

reliability and validity data, is provided in chapter 5.   
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In addition to assessing diagnostic status and severity of OCD, previous research 

has suggested that it is important to assess and monitor specific symptoms, functional 

impairment (e.g., across home and school) and symptomatic distress (March, 1995). The 

devices that are currently relied on assess symptomatology and severity; however, 

functional impairment and symptomatic distress have typically not been assessed in 

treatment research of childhood OCD. More recently, a number of alternative procedures 

have been utilized in evaluating the outcome of childhood OCD following treatment and 

assessing specific characteristics of the disorder. These studies have introduced an 

innovative approach to assessing OCD, examining functional impairment associated 

with OCD, behavioural avoidance during actual exposure to feared stimuli, and family 

accommodation to a child’s obsessive-compulsive symptoms.  

The Child OCD Impact Scale (COIS; Piacentini et al., 2001) is a self-report 

measure, with parallel child and parent versions, which was developed to assess the 

impact of OCD symptoms on the psychosocial functioning of children and adolescents 

with OCD. Initially consisting of 53 items, this test is now in a revised version of 21 

items rating functional impairment across three subscales, including school, social and 

home/family functioning. Each item rating is based on the degree to which symptoms 

impair functioning and items are summed to yield three subscale scores as well as a total 

COIS score. Studies evaluating the psychometric properties of the COIS have so far 

examined only the parent report; however, data provides evidence that this measure has 

excellent internal consistency and good convergent validity with the CY-BOCS 

(Piacentini et al., 2001). The assessment of functional impairment associated with 

childhood OCD offers valuable information regarding the overall severity of the 
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disorder; it is particularly helpful in evaluating treatment outcome and the long-term 

prognosis for a child.  

While diagnostic interviews and self-report inventories typically assess 

symptoms and impairment associated with OCD, symptomatic distress and levels of 

avoidance are often not adequately assessed by these measures. The BAT is an 

assessment technique that directly assesses behavioural avoidance, ritualising and 

distress during actual exposure. The primary aim of the BAT is to expose a person to the 

feared stimulus under controlled and replicable conditions, and to observe and collect 

objective information relating to the behavioural response (Dadds, Rapee, & Barrett, 

1994). The BAT was originally developed to assess fear and avoidance behaviours in 

adults with specific phobias and agoraphobia (Lang & Lazovik, 1963); more recently it 

has been used to assess phobic disorders in children (see Barrios & Hartmann, 1988; 

Geibenhain & O’Dell, 1984; Hamilton & King, 1991). Few studies, however, have 

utilised the BAT to assess treatment outcome for adult OCD (e.g., Chambless & 

Steketee, 1999; Foa, Steketee, Grayson, Turner & Latimer, 1984; Foa, Steketee, & 

Milby, 1980; Rachman et al., 1979; Rachman, Hodgson, & Marks, 1971; Steketee, 

Chambless, Tran, Worden & Gillis, 1996; Woody et al., 1995), and only one published 

study has employed the BAT as a measure of outcome in childhood OCD research.  

Barrett, Healy and March (2003) investigated the sensitivity of a BAT in 

assessing treatment outcome for children and adolescents with OCD following a 14-

week cognitive-behavioural therapy (CBT) family intervention, in comparison to 

children in an 8-week waitlist control group. This study evaluated behavioural 

avoidance, ritualising and symptomatic distress using a standardised BAT assessment 

conducted within the home environment at pre- and post-treatment. The results of this 
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study demonstrated that the BAT was a highly sensitive measure in evaluating 

treatment-related changes in a sample of children with OCD. Furthermore, the BAT 

added objective and unique information related to behavioural avoidance and distress, 

which was not measured by the other standard assessment measures used in the above 

study. Given that childhood OCD is characterised by significant anxiety associated with 

specific feared situations, the development of behavioural avoidance is therefore 

understandable; however, this avoidance may serve to maintain a child’s excessive fears 

and symptomatic distress. The objective assessment of behavioural avoidance and 

symptomatic distress during a BAT seems to be a worthwhile and valuable method of 

symptom assessment and treatment outcome.  

Given the significant involvement of family members in a child’s OCD 

symptoms, and the subsequent distress experienced by family members, the assessment 

of parental and sibling distress can be very valuable, particularly when treatment 

involves parents and siblings. In addition, the assessment of parental and sibling 

accommodation to a child’s OCD symptoms is worthwhile in evaluating the degree of 

family involvement in the disorder and to evaluate treatment outcome. The ultimate goal 

of a family-based approach to the treatment of childhood OCD is for a child to withdraw 

or refrain from engaging in excessive ritualising, as well as for family members to 

withdraw from accommodation of the child’s excessive obsessive-compulsive demands 

and rituals. The Family/Sibling Accommodation Scale (Calvocoressi et al., 1995; Barrett 

et al., 2001) is a 13-item self-report questionnaire which is completed by family 

members of an OCD client in order to evaluate the degree of accommodation to OCD 

symptoms. Accommodation is rated in terms of participation in symptoms, as well as 

modification of one’s personal or family routines as a result of the OCD, on a 5-point 
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likert-scale ranging from 0 (none/never accommodating) to 4 (extreme/daily 

accommodating). Data on the psychometric properties of this measure are lacking; 

however, Calvocoressi and colleagues reported good to excellent inter-rater reliability 

and intraclass correlations in their preliminary study of this measure (Calvocoressi et al., 

1995). 

In sum, the most popular assessments of childhood OCD typically involve the 

use of diagnostic assessment, including structured diagnostic interviews (e.g., ADIS-

C/P; Silverman & Albano, 1996) and the CY-BOCS (Goodman et al., 1989a; 1989b) 

semi-structured symptom checklist, as well as a clinician rated global severity rating 

such as the NIMH GOCS (Insel et al., 1983). These assessment devices have been well 

validated and have been consistently used in treatment outcome research for childhood 

OCD (e.g., Knox et al., 1996; Piacentini et al., 2002; Waters et al., 2001; Barrett, et al., 

in press). Recent developments in the assessment of childhood OCD offer original and 

unique approaches to evaluating important characteristics of the disorder, including 

functional impairment, symptomatic distress, behavioural avoidance, and family 

accommodation of obsessive-compulsive symptoms. A multi-method assessment of 

childhood OCD, involving a varied cross-section of informants, offers the most reliable, 

comprehensive and informative approach to treatment planning and treatment 

evaluation.   
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Aetiological Theories 

Multiple aetiological theories have been proposed for OCD, including genetic, 

neuroanatomical, biochemical, autoimmune and psychological. Research evaluating 

these aetiological models of childhood OCD is still in its infancy, and studies testing 

central tenets of each theory have typically provided mixed findings. A detailed review 

of each theory is beyond the scope of this chapter; however, a brief review of the major 

findings will be presented.  

 

Genetic Studies 

Although research findings in this area are mixed, there is increasing evidence that the 

aetiology of OCD might have a genetic component. Prior to the advent of recent 

advances in molecular genetic techniques, twin and family studies were the primary 

approach to investigating the role of heredity in OCD. There are very few recent studies 

of concordance in monozygotic (MZ) and dizygotic (DZ) twins; however, the combined 

published literature has reported concordance rates of approximately 67% for 

monozygotic (MZ) twins and 31% for dizygotic (DZ) twins (Billet, Richter, & Kennedy, 

1998). When this literature has been examined together (80 MZ pairs and 29 DZ pairs) 

the concordant MZ:DZ ratio is reported to be 2.19:1, which accordingly is very close to 

the 2:1 ratio considered consistent with a single susceptibility gene (Risch, 1990 in Billet 

et al., 1998). Overall, these studies suggest there is a strong genetic basis for OCD and, 

furthermore, the strength of this evidence suggests a single gene may be implicated in 

the aetiology of the disorder. 

A number of family studies of children and adolescents with OCD have been 

conducted and have provided convincing evidence that OCD tends to run in families. 



OCD across the developmental trajectory    58 

Lenane and colleagues (1990) reported on the psychopathology in first-degree relatives 

of 46 children and adolescents with OCD using structured diagnostic interviews. The 

results indicated that 17% of parents met criteria for OCD, with fathers almost three 

times more likely to receive a diagnosis than mothers (25% versus 9%). The rate of 

OCD in siblings was reported to be 5%; however, when this value was corrected for age 

of risk the rate increased substantially to 35%. Sub-clinical OCD was reported in 13% of 

parents, regardless of gender, and in 4% of siblings.  Similar results were reported by 

Riddle and colleagues (1990), who found that 15 of 21 childhood OCD patients had a 

parent with either OCD (n = 4) or obsessive-compulsive symptoms (n = 11). 

Tics and Tourette’s syndrome have also been found to co-occur within families 

with an OCD proband. Leonard and colleagues (1992) found that tics are clearly more 

common in OCD probands and, conversely, the rate of OCD appears elevated in 

Tourette’s syndrome patients (Frankel et al., 1986; Pauls et al., 1986). In another study, 

Pauls, Raymond, Stevenson, and Leckman (1991) reported an increased rate of OCD in 

the first-degree relatives of Tourette’s syndrome probands, regardless of the OCD status 

of the Tourette’s syndrome proband.  The results of these studies suggest that OCD and 

tics or Tourette’s syndrome may share a similar familial aetiological pathway. While the 

magnitude of heritability remains uncertain, it seems likely that a shared gene is 

responsible for an alternate expression of an OCD/Tourette’s syndrome pattern of 

symptoms (March, Leonard, & Swedo, 1995). 

Previous studies have demonstrated that familial risk for OCD might be higher in 

early onset cases of OCD in comparison to late onset OCD. Bellodi et al., (1992) 

reported that risk for OCD in first-degree relatives was 3.4%; however, this rate rose to 

8.8% within the sub-sample of relatives of probands with onset of OCD earlier than 14 
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years of age. Similarly, Pauls and colleagues (1995) found that risk for OCD in relatives 

of OCD probands was 10.3% for the total sample, but that when the sample was divided 

into early onset (< 18 years) and late onset OCD (> 18 years), there was a non-

significant trend toward higher familial risk in the early onset group. A recent study by 

Nestadt et al. (2000) examined the familial nature of OCD by comparing the prevalence 

of OCD in the first-degree relatives of 80 OCD patients and 73 community controls. The 

relatives of the OCD patients were found to have higher rates of OCD compared to 

relatives of the controls (i.e., 11.7% in comparison to 2.7%). Furthermore, age of onset 

of OCD was strongly related to the familial trend, with the prevalence of OCD in 

relatives of early onset OCD (i.e., onset between the ages of 5 to 17 years) being 13.8%, 

compared to late onset OCD (i.e., 18 to 41 years) where there were no cases reported of 

relatives with OCD.   

 The results of these studies suggest that OCD tends to run in families and 

frequently co-occurs in families with tics and Tourette’s syndrome, and that childhood 

onset OCD appears to have a stronger familial nature than adult onset OCD. While these 

findings suggest that OCD might be genetically “transmitted” between generations, 

further research is necessary to preclude a parental modelling hypothesis. The recent 

advances in molecular genetic research techniques have given rise to a new scientific 

approach to examining genetic vulnerability for specific disorders, including OCD. 

While research in this field is still in its infancy, there have been promising findings 

emerging in the literature for identifying possible genes associated with OCD. Current 

approaches to genetic research stem from the prevailing biochemical theories of OCD, 

specifically investigating genes associated with the serotonin system. Promising findings 

in this area of research have begun to emerge, with replication studies consistently 
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demonstrating a link between the serotonin transporter gene 5-HT1B, which is 

responsible for the reuptake of serotonin, and OCD symptomatology (Kennedy, 2003).  

 

Biochemical 

Current biochemical theories of OCD are based on results from clinical studies showing 

that clomipramine and other serotonin reuptake inhibitors (SRIs) have a unique efficacy 

in treating OCD. These findings stimulated a “serotonergic hypothesis” of OCD (Insel, 

Zohar, Benkelfat, & Murphy, 1990). In children and adolescents, a few studies have 

provided support for the involvement of the serotonergic system in the pathophysiology 

of OCD. Flament and colleagues (Flament, Rapoport, Murphy, Berg, & Lake, 1987) 

directly investigated the serotonergic effects of clomipramine in children and 

adolescents with OCD. They compared levels of platelet serotonin content in 29 

adolescent patients with OCD and 31 age- and gender-matched normal controls. They 

found that clomipramine treatment significantly reduced OCD symptoms and that there 

was a significant relationship between OCD clinical improvement and reduced platelet 

serotonin concentration at post-treatment. The authors concluded that this change in 

platelet serotonin levels appeared to be strongly associated with the treatment response; 

however, they did caution that other neuropharmacologic properties of clomipramine 

might also account for its treatment efficacy.  

 Further support for a serotonergic hypothesis of OCD comes from studies that 

have demonstrated decreased density of the platelet serotonin transporter in children and 

adolescents with OCD, compared to children and adolescents with Tourette’s syndrome 

(Sallee, Richman, Beach, Sethuraman, & Nesbitt, 1996; Weizman et al., 1992). Another 

study has also shown an increase in central serotonin turnover, as evidenced by higher 
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concentrations of 5-hydroxyindoleacetic acid (5-HIAA) in the cerebrospinal fluid (CSF) 

of children and adolescents with OCD compared to children and adolescents with 

disruptive behaviour disorders (Zahn, Kruesi, Swedo, Leonard, & Rapoport, 1992). 

 Although there is persuasive evidence of a serotonin association in the 

pathophysiology of OCD, the delayed and incomplete action of serotonergic drugs in 

treatment, as well as the mixed findings from numerous biochemical studies of OCD 

patients and controls, provides substantiation that to date there is not enough evidence to 

indicate a single biochemical abnormality as a primary aetiological mechanism in OCD 

(Flament & Cohen, 2000). Two studies examining neurochemical changes during 

clomipramine treatment for juvenile OCD at short-term (Swedo et al., 1992) and long-

term (Altemus et al., 1994) follow-up observed changes across a number of measures, 

including neuropeptides (corticotropin-releasing hormone, vasopressin, somatostatin, 

oxytocin) and monoamine metabolites (5-HIAA, homovanillic acid, 3-metho-4-

hydroxyphenylglycol). While there is evidence from pharmacological treatment outcome 

trials and pharmacological challenge studies to suggest that dysregulation of the 

serotonergic system might be involved in this disorder, the exact mechanism of this 

involvement remains elusive (Cross, Sasson, Chopra, & Zohar, 1998). 

 

Neuroanatomical 

There is growing evidence from research examining comorbidity between OCD and 

various basal ganglia illnesses, as well as from brain imaging studies, that implicates 

abnormalities in cortico-striatal-thalamo-cortical (CSTC) circuitry associated with OCD 

(Rapoport et al., 1992). The association between OCD and head injuries, epileptic 

seizures and brain tumors has been established in the literature for some time (Insel, 
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Mueller, & Gillin, 1984). OCD has also been shown to occur at an increased rate in 

basal ganglia illnesses, such as Tourette’s syndrome (Pauls et al., 1986), postencephalitic 

Parkinson’s disease (von Economo, 1931), and Huntington’s chorea (Cummings & 

Cunningham, 1992).  

Although structural neuroimaging studies with adults have provided mixed 

results, clearer findings have emerged from paediatric studies, including increased 

localised anterior cingulated volumes (Rosenberg & Keshavan, 1998), reduced striatal 

volumes (Rosenberg et al., 1997; Luxenberg et al., 1988), and increased thalamic 

volumes in paediatric OCD patients compared to healthy controls (Gilbert et al., 2000). 

Positron emission tomography (PET) studies have revealed increased glucose 

metabolism in orbital frontal and prefrontal cortex, right caudate nucleus, and anterior 

cingulated gyrus in adults (Baxter et al., 1988; Schwartz, Stoessel, Baxter, Martin, & 

Phelps, 1996) and children with OCD (Swedo, Schapiro, et al., 1989). Furthermore, 

convincing support for a neuroanatomical hypothesis comes from research which has 

established that psychosurgical procedures interrupting CSTC circuits result in symptom 

improvement in a high percentage of patients refractory to less dramatic treatments 

(Mindus & Jenike, 1992). And finally, another study demonstrated that PET changes 

were significantly correlated with symptomatic improvement after both 

pharmacotherapy and behaviour therapy (Baxter et al., 1992), lending support to a 

neuroanatomical basis for OCD.  

 

Autoimmune 

A recent and important finding by researchers at the National Institute of Mental Health 

(NIMH) is the strong association between acute onset OCD and Sydenham’s Chorea 
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(SC), suggesting that SC might serve as a model of pathogenesis for certain forms of 

OCD (Swedo, 1994). SC, a childhood movement disorder associated with rheumatic 

fever, is thought to be a result of an antineuronal antibody-mediated response to group A 

beta-haemolytic streptococcal (GABHS) infection directed at the basal ganglia in 

genetically vulnerable children and adolescents (Flament & Cohen, 2000). To date only 

a few studies have been published which systematically evaluated this association; 

however, results have already provided strong support for the increased incidence of 

obsessive-compulsive symptoms in patients with SC, in comparison to patients who 

have rheumatic fever without chorea (Asbahr et al., 1998; Swedo et al., 1993; Swedo, 

Rapoport, Cheslow et al., 1989). 

This sub-group of children with OCD, who have had onset of symptoms 

following either neurological symptoms of SC or streptococcal infection, have been 

described under the acronym of paediatric autoimmune neuropsychiatric disorders 

associated with streptococcal infections (PANDAS; Allen, Leonard, & Swedo, 1995; 

Swedo et al., 1998). Swedo and colleagues (Swedo et al., 1998) define patients with 

PANDAS according to five criteria, including presence of OCD and/or tics; pre-pubertal 

onset of symptoms; episodic course of symptom severity; abrupt onset or dramatic 

exacerbations of symptoms associated with GABHS infections (as evidenced by positive 

throat culture and/or elevated anti-GABHS titres); and association with neurological 

abnormalities (motor activity and choreiform movements or tics). Although the 

incidence of childhood OCD cases with an immunological aetiology remains unknown, 

one recent controlled trial found two forms of antibiotic treatment both superior to a 

placebo for reducing symptoms of OCD and tic disorders in a sample of patients with 
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PANDAS, offering a promising direction for research in this area (Perlmutter et al., 

1999).    

 

Psychological 

Early psychological conceptualisations of OCD were based on psychoanalytic models. 

According to this theory, obsessive-compulsive neurosis was thought to develop as a 

result of conflict during the anal stage of development, during which toilet training 

typically occurs, leading to later characteristics of rigidity, over-control, and other OC 

traits and behaviours (Milby & Weber, 1991). This theory has not endured in terms of 

offering an aetiological account of OCD, based on the lack of empirical support for the 

major tenets of the theory (Milby & Weber, 1991) and in light of the poor response that 

patients with OCD have to psychoanalytic forms of treatment (Steketee, 1993). 

 The behavioural conceptualisations of OCD are typically based on Mowrer’s 

two-factor learning theory (Steketee, 1993), by which a neutral event or object becomes 

aversive to individuals as a result of being associated with an unrelated fear-eliciting 

event through classical conditioning. According to Mowrer’s theory, obsessions elicit 

conditioned anxiety, whereby the reduction of this anxiety is reinforcing to the 

individual. Hence, compulsions become established and maintained through the 

reduction of subjective anxiety associated with obsessions (Milby & Weber, 1991). 

Given that individuals with OCD are often unable to recall a specific triggering event 

associated with the onset of their symptoms, Mowrer’s two-factor theory has been 

replaced by behavioural conceptualisations that have incorporated other associated 

factors in explaining the development of the disorder. For example, behavioural factors 
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such as modelling, observation, and informational learning have been proposed to be 

aetiologically important in describing the disorder (Steketee, 1993). 

In the current literature, the cognitive theory of OCD offers the most widely 

accepted psychological account of the disorder as it presents in adults. This theory 

postulates that distorted cognitive appraisals of risk and responsibility for harm are 

central to understanding the development of OC symptoms (Rachman, 1976; 1993; 

Salkovskis, 1985; 1989). Salkovskis (1985; 1989) proposes that the interpretation of 

intrusive thoughts as indicating personal responsibility for harm to self or others leads to 

increased discomfort and anxiety, increased salience of the intrusive thoughts, and 

neutralising behaviours. The cognitive theory of OCD has been supported empirically 

through a number of studies using adult samples, including idiographic, psychometric 

and experimental designs (i.e., Carr, 1974; Clark & Purdon, 1993; Foa & Kozak, 1986; 

Freeston & Ladouceur, 1993; Freeston, Ladouceur, Gagnon, & Thibodeau, 1993, Frost 

& Steketee, 1991; Lopatka & Rachman, 1995; Rheaume, Ladouceur, Freeston, & 

Letarte, 1994; Rheaume, Ladouceur, Freeston, & Letarte, 1995; Shafran, 1997; Steketee 

& Frost, 1994). Chapter three provides a detailed review of the cognitive theory of OCD. 

  

Although psychological theories may not offer strong aetiologic explanatory 

power in light of the recent neurobiological research, cognitive and behavioural accounts 

of OCD do offer very useful frameworks for understanding the maintenance of the 

disorder. Furthermore, even though OCD most likely has a biological or neurological 

basis, this childhood disorder develops within the context of a child’s social and 

emotional life; hence, psychological, environmental and interpersonal factors are all 

likely to be associated with the expression of the disorder and the maintenance of 
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symptoms. While research begins to surge in investigating the various neurobiological 

aetiological pathways of OCD, research is also greatly needed to examine psychological 

accounts of the maintenance of this disorder in childhood. 

 

Chapter Summary 

Childhood OCD is characterised by recurrent, chronic and often disabling symptoms 

which significantly interfere with a child’s life and which impact considerably on the 

family. Recent prevalence studies of OCD indicate that this disorder is almost as 

common in childhood as it is in adulthood, affecting as many as 2 to 3% of children. The 

clinical picture of childhood OCD is often complex, which contributes to high rates of 

misdiagnosis of this condition in community health settings (March & Leonard, 1998). 

Children with OCD typically present with a vast and heterogeneous constellation of 

symptoms that frequently change over time, and often persist late into adulthood. This 

disorder in childhood is further complicated by (1) high comorbidity with other 

emotional disorders, typically anxiety, tics or Tourette’s syndrome, and depressive 

disorders, (2) elevated family distress and in some cases dysfunction, and (3) significant 

disruption in a child’s academic and social life.  

 The DSM-IV-TR (APA, 2000) describes childhood OCD with exactly the same 

criteria for defining adult OCD, with the exception that children do not have to 

demonstrate insight into the excessive or senseless nature of the disorder. While a 

review of research into childhood OCD demonstrates that this disorder is markedly 

similar to adult OCD in terms of many clinical features, there are also a number of 

clinical characteristics that appear to differentiate childhood OCD from the adult 

disorder, which are worthy of both highlighting and further research investigation. For 
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example, children with OCD may differ from adults in terms of the most commonly 

reported symptom types, with aggressive obsessions reported more frequently in 

childhood than adulthood (Geller et al., 2001a). In addition, young children with OCD 

might experience a less cognitive form of the disorder, because they often have 

difficulty in reporting the specific content of obsessions, and because many children 

experience “just right” compulsions, which are driven by a vague urge to ritualise rather 

than a specific fear. Of potentially wide significance is the finding that family members 

are highly involved in a child’s obsessive-compulsive symptomatology, and this is 

observed to be more so in childhood OCD than in adults with the disorder (Cooper, 

1996). The elevated levels of parental and sibling involvement and accommodation to a 

child’s OCD symptoms, coupled with the heightened negative emotion reported by 

family members, seem to have a strong impact on the manifestation of OCD, which is an 

important finding that requires further research attention. Based on aetiological theories 

to date, it is not clear how childhood OCD differs from adult OCD in terms of the 

development and maintenance of symptoms. Given that children with OCD are faced 

with different developmental obstacles, as well as different social, emotional and family-

related demands, factors associated with the development and maintenance of symptoms 

may vary considerably across the developmental trajectory. 

Although research into this childhood disorder has advanced considerably over 

the past decade, much of our current knowledge is based almost solely on adult research 

of OCD. The current status of this research into adult OCD is firmly grounded in years 

of empirically supported research and in theories of the aetiology and maintenance; as 

well, treatment guidelines are well grounded and widely supported. In contrast, however, 

there remains much to be learnt about the aetiology, maintenance and prognosis for 
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children with OCD. Currently, treatments for childhood OCD are based on adult models 

of the aetiology and maintenance of the disorder. Until empirical research is conducted 

evaluating current adult models, in the context of children with the disorder, little is 

known about specific developmental differences that may occur in the clinical 

presentation, aetiology and maintenance of the disorder. In terms of increasing 

diagnostic validity, clinicians require a developmentally tailored description of the 

disorder, which highlights age-related differences in the development, presentation, 

maintenance and course of the disorder. The identification of age-specific defining 

features of childhood OCD, through empirical research, will lead to the advancement of 

current treatments, and will undoubtedly improve the long-term prognosis for these 

children.  
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CHAPTER 3 

Cognitive Approaches to Obsessive-Compulsive Disorder 

The cognitive-behavioural approach to understanding and treating OCD is possibly 

the most well researched and validated theory of OCD in the current literature. 

Originating initially in learning theory (Mowrer, 1947; 1960), the demonstrably 

effective behavioural approach of exposure and response prevention (E/RP) emerged 

as the treatment method of choice for OCD in the 1970s (i.e., Rachman et al., 1971), 

based on the hypothesis that intrusive thoughts become associated, through classical 

conditioning, with anxiety that has subsequently failed to extinguish. Behaviour 

theorists argued that it was the development of escape and avoidance behaviours 

(including rituals) that prevented the extinction of anxiety (Rachman & Hodgson, 

1980) and that explained obsessive-compulsive tendencies. While behaviour theory 

offered an objective account of the maintenance of anxiety through avoidance and 

neutralising behaviours, and undoubtedly revolutionised the psychological treatment 

for OCD with the application of E/RP, there were significant limitations to this 

theory.  The most obvious limitations about the behavioural theory of OCD were (1) 

the limited effectiveness of E/RP techniques in treating OCD and (2) the lack of 

specificity of this theory in explaining OCD (Salkovskis, 1998).  

Cognitive-behavioural approaches were first proposed during the late 1970s 

and throughout the 1980s in response to these limitations of behaviour theory, and 

have rapidly developed over the past 20 years, accumulating strong empirical support 

and evolving into a now comprehensive cognitive theory of the aetiology and 

maintenance of OCD in adulthood. This chapter reviews the development of the 

current cognitive theory of OCD, beginning with a review of the behavioural 

approach and the later cognitive-behavioural formulations of OCD. Salkovskis’ 
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pioneering cognitive theory (1985; 1989) of OCD will be reviewed and the major 

studies lending empirical support for this theory will be presented. Other important 

cognitive features of OCD that have not been adequately explained by Salkovskis’ 

theory will also be presented, in particular those cognitive beliefs identified by the 

Obsessive-Compulsive Cognitions Working Group (1997) as being important 

variables associated with obsessive-compulsive symptomatology. This chapter will 

conclude with a summary of the few papers that have evaluated the cognitive theory 

of OCD within child and adolescent samples and a discussion of directions for future 

research in this area. 

 

Behavioural Approaches 

 The origins of the current cognitive-behavioural formulation of OCD lie in learning 

theory, specifically in Mowrer’s (1947, 1960) two-factor model of fear and 

avoidance behaviours in problems such as phobias and obsessions. Mowrer (1947, 

1960) suggested that fear in specific situations is acquired at first through classical 

conditioning, and is then further maintained by operant conditioning processes as the 

individual learns to reduce aversive stimuli first by escaping and later by avoiding 

fear-associated conditioned stimuli (Salkovskis & Kirk, 1997). Solomon and Wynne 

(1954) were also influential in the early developments of behaviour theory: through a 

number of animal experiments they demonstrated that avoidance of stimuli, 

classically conditioned by previous association with aversive stimuli, was extremely 

resistant to extinction (Salkovskis, 1998; Salkovskis & Kirk, 1997). These studies 

showed that avoidance responses continued unabated long after the pairing of 

conditioned stimuli with aversive consequences, which in this stereotypical fashion 

closely resembled the behaviours of obsessional patients. It was only after these 
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avoidance behaviours in animals were completely blocked that high levels of anxiety 

reappeared (Salkovskis, 1998; Salkovskis & Kirk, 1997).  

Through innovative research conducted by Rachman and associates (see 

Rachman & Hodgson, 1980) the application of this two-factor theory to obsessional 

patients was tested. The application of this theory to OCD was based on the 

hypothesis that obsessional thoughts become associated, through conditioning, with 

anxiety, which subsequently fails to extinguish due to the development of escape and 

avoidance behaviours (e.g. overt and covert compulsive behaviours). The results of 

these very important experiments by Rachman and colleagues (see Rachman & 

Hodgson, 1980) demonstrated that (1) elicitation of the obsession was associated 

with increased anxiety; (2) if the patient was permitted to ritualise then anxiety 

almost immediately decreased; (3) if ritualising was delayed then anxiety also 

decreased over time (up to 1 hour); and (4) if the patient resisted ritualising during 

the next trial, then the anxiety levels were relatively lower, which did not happen if 

ritualising did occur (Salkovskis, 1998). This experimental work led to the 

development of the behavioural treatment for OCD known as exposure and response 

prevention (E/RP), which has a long history of wide applicability and favourable 

treatment effects in this population.  

Despite the empirical support of behaviour theory and the extensive use of 

E/RP in treating OCD, it was noted that there was considerable room for 

improvement in both the response rate for those offered treatment and the extent to 

which clients were recovered at the end of treatment (Salkovskis, 1996). It is now 

widely recognised that while behaviour therapy for OCD offers effective techniques 

in symptom reduction, these techniques are often associated with high treatment 

refusal rates and high rates of dropouts, in addition to considerably lower rates of 
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patients who report being fully relieved of their obsessional problems following 

completion of treatment (Salkovskis, 1998). The other major criticism of behaviour 

theory was its lack of specificity to OCD. Behaviour theory was criticised for its 

failure to adequately differentiate between the theoretical formulations of different 

anxiety disorders, because the two-factor model was equally relevant to specific 

phobia, agoraphobia and OCD (Salkovskis, 1998).  

While behaviour therapy was acknowledged as offering demonstrably 

effective treatment techniques for OCD, there was an emerging need during the 

1980s to develop a more specific theoretical conceptualisation for OCD that would 

better account for the unique features of this disorder and improve treatment 

procedures, adherence and effectiveness. Given that obsessive-compulsive disorder 

is driven by distorted and often bizarre ways of thinking, a cognitive approach to 

conceptualising this problem seemed warranted.   

 

Cognitive-Behavioural Approaches 

The reported limitations with behaviour therapy lead to the development of the first 

cognitive explanation of obsessive-compulsive problems, which was proposed by 

Beck (1976). Beck’s (1976) formulation for understanding OCD was derived from 

his cognitive specificity hypothesis, which proposes that different types of 

psychopathology arise from different types of dysfunctional beliefs. For example, in 

unipolar mood disorders, beliefs are related to themes of loss and failure, whereas in 

social phobia, beliefs are associated with rejection or ridicule by others; these varied, 

distorted beliefs are argued to be critical in the development of each specific disorder 

(Taylor, 2002). To account for obsessional symptoms, the content of obsessions was 

argued to be related to thoughts and beliefs of danger in the form of doubt or warning 
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(Salkovskis, 1985). This original cognitive model had obvious limitations, however, 

as Beck (1976) failed to make the distinction between the specific thoughts of danger 

associated with OCD and those of danger and risk shown to be common across all 

anxiety disorders (Salkovskis, 1985). Once again there remained the lack of 

specificity in conceptualising the development and maintenance of obsessional 

beliefs in contrast to those general danger-related beliefs commonly experienced in 

other anxiety-related disorders. 

 McFall and Wollersheim (1979) proposed a revised cognitive-behavioural 

formulation, based heavily on the work of Lazarus (1966) and Carr (1974), which 

was directed at “bridging the gap” between behavioural and psychoanalytic theory. 

The main propositions of this theory were based on the concept of “deficits” in 

primary and secondary appraisals of situations. In this way, McFall and Wollersheim 

(1979) argued that obsessive-compulsive individuals experience a high degree of 

threat and anxiety through primary appraisals of an event, whereby they tend to 

overestimate both the probability and the cost of the occurrence of unfavourable 

outcomes. It was argued that these individuals tend to make further, secondary 

appraisals of the situations, by which they underestimate their abilities to cope with 

the threat in an adaptive or realistic manner. McFall and Wollersheim’s (1979) 

theory supports that of psychoanalytic writers (i.e., Fenichel, 1945), as well as more 

contemporary theorists (i.e., Carr, 1974; Rachman, 1976; Teasdale, 1974) in their 

conclusion that these primary and secondary appraisals lead to obsessive-compulsive 

symptoms which serve to reduce both uncertainty and anxiety, and which provide the 

individual with a sense of control. The major limitations in this model are two fold: 

the lack of specificity between content of threat appraisals in obsessional clients and 

those in other anxious clients, and the weaknesses involved in incorporating 
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psychodynamic concepts where psychoanalytic treatment approaches had previously 

shown consistently poor outcomes with this population (Salkovskis, 1985). 

 Salkovskis (1985) developed a cognitive-behavioural formulation of OCD to 

explain the unique cognitive features associated within this population and to provide 

a rationale for a cognitive-behavioural treatment (CBT) approach to treatment. 

Salkovskis’ (1985) original model suggested that intrusive thoughts are best regarded 

as cognitive stimuli which evoke cognitive responses (i.e., negative automatic 

thoughts) that are typically linked to beliefs concerning responsibility or blame for 

harm to self or others. These beliefs regarding responsibility appraisals are argued to 

be causally linked to neutralising behaviours, which are engaged in to reduce or 

eliminate the associated anxiety. These propositions have been further elaborated by 

Salkovskis and others, and have become the basic tenets of the current cognitive 

theory of obsessions. Salkovskis’ cognitive theory (1985; 1989) for explaining OCD 

has had a significant impact in directing current thinking, in driving research, and in 

the development and application of psychological treatment for this complex 

psychological disorder. 

 

Salkovskis’ Cognitive Theory of OCD 

Salkovskis’ (1985, 1989) theory is based on the notion that obsessions represent the 

extreme end of a continuum of normal, unwanted, intrusive cognitions. A number of 

empirical studies have supported this idea, with findings suggesting that almost 90% 

of non-clinical individuals report frequent intrusive thoughts, images or impulses 

(Rachman & de Silva, 1978; Parkinson & Rachman, 1981; Salkovskis & Harrison, 

1984). Furthermore, the intrusive thoughts of non-clinical individuals in these studies 

were found to be indistinguishable in both form and content from obsessive-
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compulsive individuals. The interpretation of intrusive thoughts in OCD clients is 

argued to be the distinctive feature differentiating normal intrusive thoughts from 

obsessional thoughts.  

 Salkovskis’ (1996) theory asserts that for an intrusive thought to become a 

clinical obsession, the individual must first have faulty or dysfunctional beliefs 

involving blame or responsibility for harm occurring to themselves or others. In 

obsessional clients, intrusive thoughts are appraised as involving personal 

responsibility for causing possible harm to self or others. These responsibility 

appraisals were defined by Salkovskis, Rachman, Ladouceur, and Freeston (1992 

cited in Salkvoskis, 1996) as:  

 

The belief that one has the power which is pivotal to bring about or prevent 

subjectively crucial negative outcomes. These outcomes are perceived as essential to 

prevent. They may be actual, that is, having consequences in the real world, and/or at 

a moral level (Salkovskis, Rachman, Ladouceur, & Freeston, 1992 cited in 

Salkovskis, 1996, pp.110-111). 

 

This appraisal of responsibility for preventing harm leads to increased discomfort 

that subsequently triggers the need for a response, either overt or covert, in order to 

decrease or neutralise the overwhelming sense of responsibility and potential harm to 

self or others (Salkovskis, 1989). Therefore, the appraisal of obsessional thoughts as 

indicating increased responsibility has a number of important outcomes for 

individuals with OCD, these being (1) increased discomfort, anxiety and in many 

cases depression, (2) increased focussed attention on these intrusions, (3) greater 

accessibility of the original thought and other related ideas, and (4) overt or covert 
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neutralising responses which constitute attempts to escape or avoid the inflated sense 

of responsibility (Salkovskis, 1996).  

Neutralising responses may include compulsive rituals (behavioural or 

mental), avoidance of stimuli or situations that trigger obsessions, excessive 

reassurance seeking, and thought control strategies. Salkovskis (1989) describes the 

neutralising response as the critical element in the development of obsessions and 

defines neutralising as “voluntarily initiated activity which is intended to have the 

effect of reducing perceived responsibility and can be overt or covert (compulsive 

behaviour or thought rituals)”. These neutralising efforts, motivated by appraisals of 

responsibility for harm, seemingly reduce discomfort in the short term; however this 

is at the cost of the longer-term effects of increasing preoccupation, triggering further 

intrusions (Salkovskis & Forrester, 2002) and preventing the extinction of anxiety. 

This in turn results in a spiralling of obsessions, anxiety and compulsive ritualising 

and avoidance. 

 Salkovskis (2002) proposes that responsibility beliefs have the effect of 

making the obsessional patient ‘try too hard’ to exert control over both mental 

activity and perceived harmful events that occur within the real world. For a number 

of reasons, these counter-productive attempts at controlling thoughts and events in 

the world actually result in further anxiety and maintenance of symptoms. Salkovskis 

(2002) argues that efforts at over-control serve to increase anxiety because direct 

attention to mental activity can modify the contents of consciousness, and further, 

that efforts to control mental activity actually result in failure and can have the 

opposite effects of increased frequency of intrusions. Salkovskis (2002) also suggests 

that efforts to prevent harm actually increase the salience and accessibility of 

thoughts, and that direct attempts at neutralising serve to prevent the disconfirmation 
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of the feared outcome (Salkovskis & Forrester, 2002), therefore strengthening faulty 

beliefs and consequence anxiety. The process whereby OCD patients try relentlessly, 

and mostly unsuccessfully, to control their intrusive thoughts through thought 

suppression is of particular relevance in understanding the maintenance of intrusions 

and anxiety associated with OCD. 

Thought suppression refers to the voluntary effort to suppress or inhibit an 

idea, thought, or image, in an attempt to neutralise any anxiety or discomfort 

associated with the idea, thought or image. Intentional thought suppression is 

problematic in terms of maintaining OCD for a couple of reasons. Firstly, both 

beliefs about controlling one’s thoughts and active thought suppression actually 

serve to sustain dysfunctional beliefs about responsibility. For example, through 

persistent attempts to suppress thoughts, the obsessional client develops beliefs such 

as, “if I don’t have this thought, then I can be sure this awful event won’t happen” 

(Purdon & Clark, 2000), which serve to maintain dysfunctional beliefs regarding 

personal responsibility for preventing harm. The second major effect of intentional 

thought suppression is the paradoxical finding that has been consistently reported in 

experimental studies, whereby there is a later rebound or resurgence of the unwanted 

thought following suppression attempts. This concept, and the experimental evidence 

on the “paradoxical effects” of thought suppression, are often used in therapy to help 

sufferers understand why obsessional thoughts occur so frequently despite their 

attempts to control them. 

An additional component of the cognitive model proposes that people with 

OCD make particular appraisals because of assumptions that are learned over a long 

period of time (Salkovskis, 1996). These assumptions are often described in terms of 

‘thinking errors’ (Beck, 1976), which are related to the individual’s obsessional 
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difficulties. Salkovskis (1996) describes the most typical and important “thinking 

error” characteristic of OCD to be “any influence over outcome = responsibility for 

outcome”. This “thinking error” is indicative of the central hypothesis of Salkovskis’ 

model and is characteristic of the common thoughts described by clients. This 

‘thinking error’ further highlights the possibility that obsessional difficulties might 

also be related to beliefs concerning the consequences of omissions (Salkovskis, 

1985; 2002). Wroe and Salkovskis (2000) described this concept, basing predictions 

on social psychological research conducted by Spranca, Minsk, and Barron (1991), 

who identified the concept of ‘omission bias’ in non-clinical subjects. These authors 

found that non-clinical subjects judge responsibility for negative consequences to be 

diminished when an omission is involved, as opposed to when some specific action 

was involved in bringing about the negative consequence.  

Clinical experience and research have demonstrated that obsessional patients 

are less inclined to show an omission bias based on the ‘thinking error’ described 

above (Salkovskis, 2002). Just thinking of potentially harmful outcomes, which is the 

characteristic feature of obsessive thoughts, leads the obsessional patient to feel 

responsible for this harmful outcome unless they try to actively prevent it. Therefore, 

the decision not to act when the obsessional patient has already foreseen the 

disastrous outcome results in the individual believing they are a causal agent in 

relation to the harmful consequences of the situation (Salkovskis, 2002). This type of 

‘thinking error’ typically results in further attempts to suppress thoughts concerning 

potentially disastrous outcomes; this, in turn, results in increased frequency of the 

target thoughts, heightened anxiety and unavoidable ritualising behaviours.  

What Salkovskis’ (1985; 1989) cognitive theory offers, that others have failed 

to offer, is specificity in conceptualising the occurrence of obsessive cognitions and 
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the maintenance of anxiety and compulsive neutralising responses. Salkovskis’ 

theory (1985; 1989) distinguishes obsessive cognitions from anxious and depressed 

cognitions through the meaning attached to “responsibility” appraisals (Salkovskis, 

1998). Salkovskis’ emphasis on the importance of appraisals of responsibility in 

understanding OCD has been supported by other researchers in the field (e.g., 

Freeston, Rheaume, & Ladouceur, 1996; Rachman, 1993). A review of the major 

research findings supporting Salkovskis’ (1985; 1989) theory is presented below. 

 

Empirical Support for Salkovskis Model 

Research examining the critical constructs underlying Salkovskis’ theory has 

developed at a rapid rate since the first publication of Salkovskis’ ideas (1985; 1989). 

Numerous studies with adult populations, which have included idiographic, 

psychometric and experimental designs, have tested the basic hypotheses of this 

theory and, as a result, there is moderate to strong support for a responsibility bias 

being one of the critical components in understanding OCD. Studies specifically 

examining Salkovskis’ theory (1985; 1989) have found that inflated responsibility is 

associated with both clinical obsessions and non-clinical intrusive thoughts (i.e., Foa 

& Steketee, 1983; Freeston et al., 1993; Ladouceur, Freeston, Gagnon, Thibodeau, & 

Dumont, 1993; Rachman, 1993; Rachman & Hodgson, 1980; Salkovskis & 

Warwick, 1988), that beliefs about obsessions and responsibility are linked to 

obsessive-compulsive symptoms (i.e., Clark & Purdon, 1993; Freeston & Ladouceur, 

1993; Frost & Steketee, 1991; Lopatka & Rachman, 1995; Rheaume et al., 1994; 

Rheaume et al., 1995; Shafran, 1997; Steketee & Frost, 1994), and that chronic 

thought suppression leads to increased frequency of thoughts (i.e., Salkovskis & 

Campbell, 1994; Trinder & Salkovskis, 1994; McNally & Ricciardi, 1996) and 
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increased discomfort (i.e., Trinder & Salkovskis, 1994; Purdon & Clark, 1998a, b, 

cited in Purdon, 1999).  

 

Responsibility, Anxiety and Obsessive-Compulsive Symptoms  

The primary hypothesis of Salkovskis’ theory (1985; 1989) is that appraisals of 

responsibility or blame are associated with unwanted intrusive thoughts, which leads 

to increased anxiety and discomfort and the occurrence of neutralising responses 

(either overt or covert). Responsibility has been identified as an important factor in 

studies examining intrusive and obsessional thoughts. In a study by Bouvard, 

Mollard, Cottraus, and Guerin (1989, in Clark & Purdon, 1993), responsibility was 

found to be a salient dimension in the factor structure of a list of obsessive thoughts 

presented to a small group of psychiatric patients and normal controls. Similarly, in 

another study which conducted principal components analysis on the Cognitive 

Intrusions Questionnaire (CIQ), inflated responsibility was again identified as a 

salient dimension of intrusive thinking in normal subjects (Freeston, Ladouceur, 

Thibodeau, & Gagnon, 1992).  

In recent research by Salkovskis and colleagues (2000) examining the 

characteristics of two scales measuring responsibility beliefs and attitudes (RAS: 

Responsibility Attitudes Scale; RIQ: Responsibility Interpretations Questionnaire), 

83 obsessional adults were compared to 218 non-clinical adults and 48 anxious-

control adults to examine responsibility beliefs and attitudes. The results of this study 

demonstrated that obsessional participants reported significantly higher mean scores 

on the RAS in comparison to both the anxious adults and the non-clinic controls. In 

addition, results examining the RIQ scores revealed that obsessional adults reported 
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significantly higher scores on both frequency and belief of high responsibility 

interpretations than both non-clinical and anxious-control participants. 

In examining the relationships between responsibility and obsessive-

compulsive symptoms, and associated anxiety or discomfort, a number of studies 

have provided support for Salkovskis’ (1985; 1989) theory. In a study of 449 general 

psychiatric patients using the Inventory of Beliefs Related to Obsessions (IBRO), 

Freeston and colleagues (Freeston, Ladouceur, Gagnon & Thibodeau, 1991) found 

that subjects who had high disapproval of their intrusive thoughts also endorsed more 

responsibility beliefs and reported more anxiety, depression and obsessional 

symptoms.  In a subsequent study with 61 normal controls, Freeston and colleagues 

(Freeston, Ladouceur, Gagnon, & Thibodeau, 1992, cited in Clark & Purdon, 1993) 

found that scores on the IBRO were more highly correlated with a measure of 

obsessional thoughts than the Beck Depression Inventory.  Working with a sample of 

125 university students, Freeston and colleagues (1992) examined the relationship 

between cognitive intrusions and depressive, anxious and compulsive symptoms. 

These researchers found that the evaluation factor on the Cognitive Intrusions 

Questionnaire (CIQ), which consisted of perceived responsibility, disapproval and 

guilt, was associated with depression and was the only significant predictor of 

Compulsive Activity Checklist (CAC) scores, accounting for 5% of the variance in 

CAC scores.  

Rheaume and colleagues (1994) administered the Responsibility 

Questionnaire (RQ), a semi-idiographic measure of responsibility, to 397 college 

students, to examine the construct of responsibility and the psychometric properties 

of this particular measure. These authors found that responsibility was significantly 

related to obsessive-compulsive symptoms, thought suppression, irrational beliefs 
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and obsessional thoughts. Wilson and Chambless (1999) administered three different 

measures of responsibility to 167 college students, and found similar results to those 

reported above, with responsibility significantly predicting obsessive-compulsive 

symptoms.  

Taken together, the results from the previous psychometric studies, which 

included self-report and semi-idiographic measures of assessment, and which utilised 

both clinical and non-clinical samples, offer support for the relationship between 

responsibility appraisals, negative mood states (anxiety/depression) and obsessive-

compulsive symptoms, lending empirical validation to Salkovskis’ (1985; 1989) 

theory. 

  

Responsibility and the Urge to Neutralise 

Findings from other studies suggest that beliefs about responsibility not only 

influence levels of discomfort and emotional intensity related to the intrusive 

thoughts, but may also be linked with the actual occurrence of neutralising as a 

response to the unwanted intrusions. Two key experimental studies manipulated 

responsibility in OCD clients to investigate the relationships between perceived 

responsibility, anxiety and neutralising behaviours (Lopatka & Rachman, 1995; 

Shafran, 1997). These studies experimentally manipulated levels of perceived 

responsibility while participants engaged in a behavioural avoidance task (BAT), 

which involves exposure to a feared situation without engaging in usual rituals or 

avoidance behaviours – essentially exposure and response prevention.  

Lopatka and Rachman (1995) successfully manipulated responsibility with 30 

participants with OCD, by assigning responsibility to either the client or the 

experimenter (high versus low condition), through the use of agreed and signed 
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contracts. For example, in the high responsibility condition, the experimenter 

instructed participants that during the task, if something bad/harmful was to occur as 

a result of the participant not ritualising, then the participant would have to assume 

complete responsibility for this outcome. This agreement was then put in writing and 

signed by the participant. Low responsibility was manipulated by assigning 

responsibility for harm to the experimenter following the same procedure. Each 

participant was assigned to either the high responsibility condition, the low 

responsibility condition or a control condition. 

In a more ecologically valid approach, Shafran (1997) successfully 

manipulated perceived responsibility in 40 clinical OCD volunteers by varying the 

presence of others during exposure. This procedure was based on the clinical 

observations of Rachman (1976), who noted that obsessional clients were less 

compelled to check when in the presence of a trusted other person (i.e., therapist). In 

the high responsibility condition, participants engaged in the BAT alone, while in the 

low responsibility condition the BAT was conducted in the presence of the 

experimenter. Participants entered into either the high responsibility condition or the 

low responsibility condition, and were asked to expose themselves to the feared 

stimuli for a period of up to 5 minutes, without engaging in avoidance or neutralising 

behaviours.  

The results of these two experimental studies offered strong empirical support 

for the central components of Salkovskis’ (1985; 1989) theory. Lopatka and 

Rachman (1995) found that a decrease in perceived responsibility was followed by 

significant reductions in discomfort, urge to ritualise, probability of anticipated harm, 

and severity of anticipated harm. Likewise, in Shafran’s study (1997), high 

responsibility led to significant increases in the urge to ritualise, associated 
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discomfort and anxiety, as well as estimation of probability for harm. These 

pioneering studies offered support for the critical role of responsibility in maintaining 

anxiety and neutralising responses associated with OCD. 

 Similar research examining the role of responsibility in OCD has also been 

conducted with non-clinic samples by Ladouceur and colleagues (Ladouceur, 

Rheaume, & Aublet, 1997; Ladouceur et al., 1995) and has demonstrated strikingly 

similar findings to those with clinical samples. These experiments are interesting in 

that they have also examined, through behavioural manipulation, the role of the two 

components associated with the operational definition of responsibility; that is, the 

strength of pivotal influence (individual personal influence on outcome) versus 

subjectively crucial aspects of negative outcomes (perceived severity and probability 

of negative outcomes) in inflating perceived responsibility. Ladouceur and 

colleagues (1995) conducted two experimental studies examining the link between 

perceived responsibility and checking behaviours in non-clinic adults (n = 30; 40). In 

this first study, participants were presented with a sound recognition task, whereby 

they were exposed to a series of five different sounds presented in a block, followed 

then by a target sound which they had to match to one of the original five sounds. 

Participants were randomly assigned to one of two responsibility conditions. The 

high responsibility (HR) condition involved instructing participants that they were 

participating in a study aimed at improving the safety of blind people crossing main 

roads, while the low responsibility (LR) condition involved instructing participants 

that they were simply involved in a practice experiment examining sound 

recognition. The results of the above-mentioned study demonstrated that there was a 

significant increase in anxiety in the HR condition; however, there was no support 

for a link between responsibility and checking behaviours.  
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In the second study of this paper, responsibility was manipulated during a 

manual pharmaceutical classification task, thought to be more powerful in context 

and more difficult, hence inducing stronger perceptions of responsibility. In the HR 

condition, participants were told they were involved in a project examining 

perceptions of colour, to assist in the exportation of medications for a widespread 

virus in South-East Asia. Participants were told that the research was aimed at 

developing a safe and effective system of distribution of the medications based on 

colours. Participants in the LR condition were simply told they were involved in a 

practice experiment examining perceptions of colour. The results showed that 

participants in the HR condition hesitated and checked more frequently and reported 

more preoccupation with errors and anxiety than those in the LR condition. The 

results from study two offer support to Salkovskis’ views (1985; 1989), which link 

neutralising behaviours to an inflated perception of responsibility. What is 

particularly interesting about this research is the way in which perceived 

responsibility and associated checking behaviours and anxiety were inflated in the 

second study compared to the first. According to the operational definition of 

responsibility, both the pivotal influence of an individual on outcomes and the 

subjectively crucial component of the negative outcomes (i.e., the severity and 

probability) are important in understanding responsibility (Ladouceur et al., 1995). 

These findings demonstrated that it was increasing the perceived severity of harmful 

outcomes that appeared to inflate responsibility and associated checking behaviours 

and anxiety. This suggests that perceived severity of outcomes may be more 

important in defining responsibility than previously proposed by Rheaume and 

colleagues (Rheaume, Freeston, Dugas, Letarte, & Ladouceur, 1995), who found that 
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perceived influence was a better predictor of responsibility than the subjectively 

crucial aspects of the negative outcomes (Ladouceur et al., 1995). 

Ladouceur and colleagues (1997) examined the roles of the two components 

of responsibility – that is, personal influence and potential negative consequences – 

on inflating perceived responsibility and checking behaviours during an 

experimentally manipulated classification task. Seventy-seven non-clinical adults 

were randomly assigned to one of four experimental conditions: the Combined 

condition, the Influence condition, the Negative Consequences condition, and the 

Control condition. The experimental manipulation involved instructing participants 

on their role in the research study, with the Combined condition using the same 

instructions of those of Ladouceur and colleagues (1995). The instructions for the 

Influence condition varied from those of the Combined, in that the experimenter 

informed participants that they were part of a small sample of three people, and thus 

their results would have a direct influence on the outcome of the study. The 

experimenter further ensured participants that the impact of the results was not 

immediate and the consequences would be minimal. The Negative Consequences 

condition varied from the Combined instructions, in that participants were told they 

were one of 2000 participants who would be providing data to formulate the 

conclusions of the study. The Control condition involved instruction in which 

participants were told they were simply part of a practice study and the results would 

not be analysed.  

The results of the above study demonstrated that the experimental 

manipulation was successful and that the four groups were significantly different on 

levels of perceived influence, probability and severity of consequences. Results 

revealed that the manipulation of perceived responsibility (both influence and 
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negative consequences) produces compulsive-like behaviours and subjective 

preoccupations. Results showed that personal influence was the best predictor of 

perceived responsibility and, furthermore, while increased potential negative 

consequences were sufficient to trigger hesitations, combined influence and negative 

consequences were necessary to produce modifications. These results add support for 

the definition of responsibility given by Salkovskis and colleagues (1992, cited in 

Salkvoskis, 1996) and suggest that, while personal influence may be the strongest 

predictor of responsibility, both constructs are linked to responsibility and checking 

behaviours.  

Additionally, in their unpublished study, Salkovskis and Dent (1989, cited in 

Salkovskis, 1989) found a significant relation between beliefs of responsibility and 

tendency to neutralise in a survey of 243 non-clinical adults. These findings taken 

together offer strong preliminary support for Salkovskis’ hypothesis that 

responsibility beliefs, encompassing beliefs about personal influence and subjective 

crucial aspects of negative outcomes, are associated with increased discomfort and 

unpleasantness of intrusive thoughts and are also linked to the occurrence of 

neutralising behaviours as a response to the unwanted intrusions. 

The active role of neutralising in the increased frequency and salience of 

intrusive thoughts has received only partial support; however, only a few studies 

have examined this aspect of Salkovskis model (Clark & Purdon, 1993). A review of 

these studies indicates that neutralising may lead to an increase in the salience (i.e., 

the discomfort or disapproval) of the unwanted, intrusive thoughts (Purdon, 2001; 

Purdon & Clark, 2001; Salkovskis, Westbrook, Davis, Jeavons, and Gledhill, 1989, 

unpublished manuscript cited in Salkovskis, 1989); however, it is not at all clear 

whether neutralising leads directly to an increase in the occurrence of intrusive 
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thinking (Clark and Purdon, 1993). Thought suppression research, however, offers 

support for the increased frequency of intrusive thoughts experienced in OCD, and in 

turn, is arguably an important cognitive variable in understanding the maintenance of 

obsessions. 

 

Thought Suppression 

Wegner, Schneider, Carter, and White’s (1987) classical experiments of thought 

suppression, and the subsequent finding that deliberate thought suppression can 

result in a ‘paradoxical effect’ of an increase in the frequency of target thoughts, 

have made a significant impact on the cognitive conceptualization of OCD. In 

Wegner et al.’s (1987) investigation, participants were instructed either to suppress 

or express thoughts about a white bear, whilst thinking aloud their stream of 

consciousness. Following this interval, participants were then instructed to do the 

reverse. Wegner et al. (1987) found that no participant was able to fully suppress the 

white bear thoughts during the suppression condition, with the thought of white bears 

actually occurring on average once every minute. The authors concluded that 

suppression was therefore temporary and vulnerable to distraction, and termed the 

effect of occurrence of target thoughts during suppression as “an immediate 

enhancement effect”.  

Wegner et al. (1987) further found that participants who had suppressed the 

thoughts during the first interval reported significantly more thought occurrences 

during the expression interval than those who expressed first, a phenomenon that was 

labeled as a “rebound” effect of suppression. According to Wegner (1992), one way 

to understand this effect is that suppression activates two mental processes: a 

conscious effortful operating process that searches for distractors and an 
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unconscious, relatively effortless monitoring process that searches for the unwanted 

thought. Therefore, the difficulty with suppression occurs because the intention to 

suppress a thought instigates a monitoring process that ironically increases the 

cognitive accessibility of the unwanted thought (Wegner & Zanakos, 1994). Studies 

have empirically supported this theory, with findings indicating that the use of a wide 

range of distractors during suppression will provide more cues for the target thought 

after suppression efforts have ceased, thereby leading to a rebound in target thought 

occurrence. Wegner, Schneider, Knutson, and McMahon (1991) found that the 

suppression effect was strongest when salient contextual cues, present during 

suppression, were reintroduced later during the expression period. Similarly, Muris, 

Merckelbach, and de Jong (1993) found that participants who recalled more objects 

present in the room during suppression also experienced a stronger rebound effect.  

  Following Wegner et al.’s (1987) work, the examination of mood state 

during suppression was investigated to further understand variables associated with 

success or failure of suppression. In a study examining thought suppression of 

negative and positive thoughts in depressed and non-depressed subjects (Wenzlaff, 

Wegner, & Roper, 1998), it was found that dysphoric subjects requested to suppress 

negative thoughts or mood-congruent thoughts tended to use negative distractors and 

reported a stronger rebound effect. However, in the same study, dysphoric subjects 

required to suppress positive thoughts did not experience a subsequent increase in 

target thought frequency. Similarly, Wenzlaff, Wegner, and Klein (1991) found that 

when the mood state present during suppression was reinstated during later 

expression, thought frequency was significantly higher. Furthermore, target thought 

expression actually induced the mood present during earlier suppression. Other 

studies have further demonstrated that the time taken to remove a target thought from 
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consciousness appears to be greater for dysphoric subjects than for non-dysphoric 

subjects (Edwards & Dickerson, 1987; Sutherland, Newman, & Rachman, 1982). 

Other research has also demonstrated that the suppression of emotional thoughts, and 

the subsequent increased sensitivity to these thoughts, appear to heighten 

emotionality (Wegner, Shortt, Blake, & Page, 1990). Moreover, during suppression 

of emotional thoughts, intrusive recurrences are associated over time with elevated 

electrodermal responses, whereas such an association is not found during intentional 

concentration on these thoughts (Wegner et al., 1990). Taken together, these studies 

indicate that mood-congruent thoughts are harder to suppress and, in general, 

dysphoric mood is associated with poorer thought control. Furthermore, the extreme 

accessibility of the suppressed thought, through the suppression monitoring process, 

heightens the degree to which any emotion attached to the thought will be 

experienced. 

Thought suppression has been described in Salkovskis’ (1985; 1989) theory 

as one possible maintaining feature of the disorder because of the paradoxical 

increase in thought frequency following efforts to suppress or remove unwanted 

intrusive thoughts from mind. The problematic role of thought suppression in OCD is 

argued to be similar to other neutralizing responses, in that suppression terminates 

exposure to the intrusive thought, thereby preventing habituation, as well as 

sustaining both negative beliefs about the thought content and beliefs about 

suppressing thoughts to prevent harm (Purdon, 1999). The persistent attempts of 

obsessional clients to control their thoughts tends to result in an increase in the 

thoughts that were the initial source of misinterpretation and therefore anxiety 

(Salkovskis, 1996). A complete review of studies that have examined suppression 

related to non-obsessional thoughts is beyond the scope of this chapter; however, 
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those studies that have investigated suppression of truly obsessional thoughts are 

relevant and will be reviewed.  

Empirical investigations examining the effects of thought suppression on the 

frequency of truly obsessional thoughts have yielded mixed results. Two studies 

conducted by Salkovskis and colleagues (Salkovskis & Campbell, 1994; Trinder & 

Salkovskis, 1994) examined suppression of obsessional thoughts with non-clinical 

participants, with results supporting an immediate and sustained resurgence of 

thoughts following suppression. Furthermore, levels of discomfort associated with 

thought frequency were reported to be higher for those who were instructed to 

suppress than for those who were told to monitor only (Trinder & Salkovskis, 1994).  

McNally and Ricciardi (1996) examined thought frequency associated with 

suppression of obsessional thoughts and, in contrast to Salkovskis and colleagues 

(Salkovskis & Campbell, 1994; Trinder & Salkovskis, 1994), found no effect of 

suppression on thought frequency; however, there was a marginally significant 

tendency for negative thoughts to occur more frequently after suppression than 

neutral thoughts, which actually declined after suppression. Unfortunately, the results 

of this study are limited by both the crossover design and the limited number of 

participants in each cell. In a similar study, Purdon and Clark (2001) examined 

thought suppression of emotionally relevant obsessional thoughts. This study 

included 219 non-clinical participants who were randomly assigned to suppress or 

not suppress a neutral, obsessional or positive thought during an initial monitoring 

interval. In a second thought monitoring interval, all participants received 

instructions not to suppress their target thought. The results of this also found no 

paradoxical effects of suppression. Interestingly, however, the discomfort ratings for 

the suppression group were higher, and higher thought frequency was associated 
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with more negative mood after the experiment for those who had suppressed in 

comparison to those who had not. Also of note in this study was the finding that 

stronger beliefs about the need to control thoughts, in combination with higher 

suppression effort, predicted higher thought frequency. These findings indicate that 

appraisals about thought control are associated with greater suppression and thought 

frequency, which is subsequently associated with emotional reactivity. In a study of 

clinical individuals with OCD examining effects of suppression, Janeck and 

Calamari (1999) failed to find that suppression led to more frequent obsessions.  

Taken together, the results from these studies provide mixed support for the 

role of suppression in understanding obsessions. While some studies have shown 

support for the paradoxical effects of suppression during actual suppression efforts 

(Salkovskis & Campbell, 1994; Trinder & Salkovskis, 1994), another study found a 

trend towards a rebound effect of thoughts following suppression (McNally & 

Ricciardi, 1996), whilst a third finding produced no paradoxical effects of 

suppression. It is important to note that, in all of the reviewed studies, suppression 

efforts seldom achieved complete removal of thoughts from consciousness, with 

failures in thought control common across all studies (Purdon & Clark, 2002). These 

studies highlight that suppression efforts of obsessional thoughts typically result in 

demonstrated difficulty in thought control (Salkovskis & Campbell, 1994; Trinder & 

Salkovskis, 1994), increased discomfort (Purdon & Clark, 2001; Trinder & 

Salkovskis, 1994), and more negative mood associated with the thoughts (Purdon & 

Clark, 2001). Beliefs about the meaning and/or occurrence of intrusive thoughts may 

also be associated with suppression efforts and thought frequency (Purdon & Clark, 

2001), lending support to Salkovskis’ theory (1985; 1989), which links the appraisal 
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of thoughts with suppression and the increased occurrence of intrusive thoughts 

(Purdon, 1999). 

 

Salkovskis’ (1985; 1989) theory has received considerable research attention and 

validation since its conception. This theory offers undoubtedly the most 

comprehensive psychological account of OCD in adults, has undergone rigorous 

scientific evaluation of its basic tenets, and has been carefully elaborated on over the 

past 10 to 15 years by Salkovskis and his colleagues. The research support for this 

theory is strong, and is based on a wide range of scientific approaches to evaluation 

from an extensive assembly of worldwide researchers. Based on findings from 

psychometric, idiographic and experimental studies, there is overall strong support 

for the role of responsibility appraisals in OCD. In sum, responsibility appraisals and 

beliefs have been found to be a salient factor in obsessional thinking; are associated 

with high disapproval of thoughts; are linked with increased anxiety and depression; 

occur at a higher rate in obsessional clients than in anxious and non-clinical controls; 

are related to efforts to suppress thoughts; and are associated with increased 

discomfort, anxiety, and urge to ritualize. As proposed by Salkovskis (1985; 1989), 

attempts to neutralise thoughts or anxiety appear to be associated with increasing the 

salience of the intrusive thoughts; furthermore, covert neutralising such as thought 

suppression appears to result in heightened negative mood states, increased 

emotional reactivity, difficulty in controlling one’s thoughts, and an actual increase 

in the occurrence of intrusive thoughts. Whilst Salkovskis’ theory (1985; 1989) 

appears to present the most comprehensive account of obsessions and compulsions, 

many other researchers have also contributed significantly to a cognitive account of 
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OCD, by describing other cognitive appraisal variables which also play a role in 

understanding the unique nature of obsessions.  

 

Other Cognitive Beliefs and Appraisals Associated with OCD 

The Obsessive-Compulsive Cognitions Working Group (OCCWG), formed in 1995 

following discussions at the World Congress of Behavioural and Cognitive Therapies 

in Denmark, is an international group of researchers who share a common interest in 

understanding the role of cognitive factors in OCD. The group began by firstly 

developing a consensus regarding the most important beliefs and associated 

appraisals involved in OCD (OCCWG; 1997). Recognising the seminal work of 

Salkovskis (1985; 1989), responsibility appraisals were included as one important 

belief domain; however, the group agreed that there were a number of other key 

belief domains to also be included in a cognitive conceptualisation of OCD. In 

addition to responsibility beliefs, other belief domains included over-importance of 

thoughts, importance of controlling ones thoughts, overestimation of threat, 

intolerance for uncertainty, and perfectionism. Based on these belief domains, the 

OCCWG has begun developing and validating assessment inventories for use in 

future research aimed at further investigating beliefs and cognitive appraisals 

associated with OCD (OCCWG, 2001). Research related to each of the major belief 

domains described by OCCWG is described in further detail below. 

 

Over-Importance of Thoughts 

This concept refers to beliefs, experienced by obsessional clients, that the mere 

occurrence of a thought, image or impulse implies something very important and 

likely to be true (Taylor, 2002). Preliminary research investigating this belief domain 
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found that decreases in the strength of beliefs about the importance of thoughts is 

accompanied by reductions in the frequency of obsessions (Rheaume et al., 1994). 

The most widely-recognised example of these types of beliefs lies in the highly-cited 

work of Rachman (1993), who described this exaggerated importance to thoughts as 

“the psychological fusion of thoughts and actions”.  He originally termed this 

concept thought-action fusion (TAF), which then after elaboration was divided into 

two components: moral TAF and likelihood TAF (Rachman, Thordarson, Shafran, & 

Woody, 1995; Shafran, Thordarson, & Rachman, 1996). Moral TAF reflects the 

belief that thoughts are morally equivalent to actions, in so far as simply thinking of 

a bad event /outcome (i.e., a loved one being harmed) is perceived as just as bad (i.e., 

morally unacceptable) as actually doing it. Likelihood TAF refers to beliefs that 

merely thinking of some bad event or harmful outcome actually increases the 

chances of that outcome occurring. Hence, TAF inflates the importance and meaning 

attached to thoughts through the obsessional client’s beliefs that intrusive thoughts 

concerning harm are morally unacceptable and serve to increase the real-life risk of 

harm actually occurring.  

In Freeston and colleagues (1996) work on cognitive therapy for obsessional 

clients with overt ritualising, they found three ways in which clients placed excessive 

importance on thoughts. Firstly, clients interpreted the mere occurrence of the 

thought as being meaningful important; they also reported that the occurrence of the 

thought must in some way reflect their true character (i.e., morality TAF); and 

finally, the same clients also reported that thinking of harm increases the likelihood 

that harm will occur (i.e., likelihood TAF; Freeston et al., 1996). Implicit in this 

description of TAF is the relationship between responsibility for one’s thoughts and 

external reality, which therefore suggests that TAF might play a causal role in 
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increasing responsibility (Shafran et al., 1996). For example, if a client believes the 

occurrence of a particular thought may cause real harm, the client would presumably 

feel somewhat responsible for preventing harm by preventing the occurrence of 

thoughts. This proposition suggests that TAF may be a very important feature in the 

development of obsessions, whereby TAF appraisals may be closely associated with 

beliefs about responsibility and, therefore, with subsequent attempts to suppress 

thoughts. Preliminary investigation into this relationship between TAF, responsibility 

and thought suppression is reviewed later. 

 Recent studies support the role of TAF beliefs in OCD and also suggest that 

TAF may not be limited to OCD clients, but may be a cognitive bias that appears 

within the normal population. In a psychometric study, Rachman and colleagues 

(Rachman et al., 1995) found that TAF forms a coherent subscale that is strongly 

related to measures of obsessionality. In another psychometric study conducted by 

Shafran and colleagues (1996), which examined the construct of TAF across groups 

consisting of obsessional clients, non-clinical students and community volunteers, 

results demonstrated that TAF is a highly reliable construct across all samples. In the 

first study by these authors, TAF-likelihood of harm to others and TAF morality 

were significantly higher in obsessional clients than in all controls (Shafran et al., 

1996). In the second study, TAF morality scores and TAF-likelihood for harm to self 

were significantly higher in obsessionals compared with community volunteers; 

however, there was no difference between obsessional clients and non-clinical 

students. TAF-likelihood for harm to others was significantly higher in obsessional 

clients compared to community volunteers and non-clinical students and was 

associated with higher checking behaviours (Shafran et al., 1996).  
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In a study by Rassin, Merckelbach, Muris, and Spaan (1999) examining TAF, 

students (n = 19) engaged in an experimental study involving a bogus EEG recording 

session. Participants were informed that an apparatus involved in the experiment 

could detect the word “apple” from their thoughts, which would result in an electrical 

shock to another person each time it was identified. After having spent 15 minutes in 

the EEG laboratory, experimental participants and controls (n = 26) completed a 

questionnaire related to characteristics of the target thought. The results from this 

study provide support for a role of TAF in the development of obsessions, with the 

experimental manipulation of TAF being associated with increased occurrence of 

target thoughts, more discomfort and higher resistant of thoughts. Rachman, Shafran, 

Mitchell, Trent, and Teachman (1996) selected students (n = 63) with high levels of 

morality and/or likelihood TAF and asked them to write the sentence, “I hope that 

[friend or relative] is in a car accident” to assess effects of TAF. This manipulation 

was found to increase the subjective probability that the event would occur, and this 

was significantly correlated with anxiety, estimates of control, and feelings of 

responsibility if the threatened event were to occur. 

 Rassin and colleagues (Rassin, Muris, Schmidt, & Merckelbach, 2000) 

conducted a large psychometric study with undergraduate students (n = 173) to 

explore how TAF and thought suppression interact in the development of obsessive-

compulsive symptoms. Using structural equation modelling to analyse the data, 

results indicated that TAF and thought suppression seem to interact in the 

development of obsessive-compulsive symptoms. The findings revealed that TAF 

appears to lead to suppression attempts, while suppression, paradoxically, results in 

more obsessive-compulsive symptoms. The above study concluded that TAF might 

play a more fundamental role in the development of obsessive-compulsive symptoms 
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than thought suppression, and emphasised the critical role of cognitive therapy in the 

successful treatment of obsessions.  

In a similar study, Smari and Holmsteinsson (2001) investigated the roles of 

responsibility attitudes, TAF, and chronic thought suppression in relation to intrusive 

thoughts and obsessive-compulsive symptoms. The study appears to be the first 

study to examine mediators of intrusive thoughts and obsessive-compulsive 

symptoms, testing responsibility, TAF and thought suppression. A total of 211 

undergraduate students completed a questionnaire package, which included the 

Distressing Thoughts Questionnaire (DTQ; Clark & de Silva, 1985), the 

Responsibility Attitudes Scale (RAS; Salkovsksis et al., 2000), the TAF Scale 

(Shafran et al., 1996), Wegner and Zanakos’ (1994) White Bear Suppression 

Inventory (WBSI), and the Maudsley Obsessive-Compulsive Inventory (MOCI; 

Hodgson & Rachman, 1977).  

The results of the above mentioned study support the hypothesis and 

Salkovskis’ (1985; 1989) model. The findings demonstrated that controlling for the 

variables thought to be mediators between intrusive thoughts and obsessive-

compulsive symptoms (i.e., RAS and WBSI) led to reductions in the relationship 

between intrusive thoughts (DTQ) and obsessive-compulsive symptoms (MOCI). 

Interestingly, when RAS was substituted with TAF scores, there were strikingly 

similar results, suggesting that TAF is highly associated with responsibility 

appraisals, and may also act as a mediator with thought suppression, between 

intrusive thoughts and obsessive-compulsive symptoms. Figure 1 illustrates the 

results of this study. 
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Figure 1. The relationship among variables in the Smari and Holmsteinsson (2001) 

study. 

 

Unfortunately, this study did not look directly at the order of effects between 

these variables, which would offer insight to the exact role that each of these 

variables play in the development of obsessive-compulsive symptoms. Furthermore, 

it would be interesting to examine the relationship between TAF and responsibility 

appraisals, rather than assuming that these variables play the same role, in order to 

explore the hypothesis that TAF may lead to increasing responsibility appraisals, 

which in turns leads to suppression attempts and subsequent obsessive-compulsive 

symptoms. 

 Findings from more recent psychometric validation work by the OCCWG 

(2001; in preparation, cited in Thordarson & Shafran, 2002) have supported the close 

relationship between importance of thoughts and responsibility, across non-OCD 

anxiety clients, community volunteers, non-clinic university students and OCD 

clients. Furthermore, the OCCWG (2001; in preparation, cited in Thordarson & 

Shafran, 2002) has also shown that the importance of thoughts can discriminate OCD 

clients from anxious controls, community adults and students. In psychometric 

validation studies, the OCCWG (2001; in preparation, cited in Thordarson & 

Shafran, 2002) have shown that the importance of thoughts appears to be 
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significantly associated with thoughts of harm and impulses of harm, but does not 

appear to be related to contamination/washing, checking, or dressing/grooming 

concerns. 

In sum, the results of psychometric and experimental research support the 

concept that appraisals of the importance of thoughts and TAF are closely associated 

with responsibility beliefs and attitudes, as well as with obsessive-compulsive 

symptoms. The degree of meaning and importance placed on the occurrence of 

intrusive thoughts in obsessional clients, appears to be one factor that is associated 

with the development and/or maintenance of OCD. The exact role that TAF plays in 

the development of obsessions still requires further research; however, the above 

studies provide some support for the idea that TAF may be associated with increases 

in responsibility and subsequently leads to increased suppression attempts and 

obsessive-compulsive symptoms. Further research with large samples of clinical 

subjects, using structural modelling approaches, is required to further examine the 

specific role of TAF in the development and/or maintenance of OCD. The concept of 

TAF nicely adds to the work of Salkovskis (1985; 1989) and undoubtedly offers a 

contribution to the cognitive understanding of OCD. 

 

Importance of Controlling One’s Thoughts 

Clark and Purdon (Clark, 1989; Clark & Purdon, 1993; 1995; Purdon & Clark, 1999) 

have elaborated on the work of Salkovskis (1985; 1989) and Rachman (1997; 1998; 

Rachman & Hodgson, 1980), and have proposed that beliefs about thoughts and 

thought processes (i.e., ‘meta-cognitive’ beliefs) are core cognitive features 

associated with the obsessive-compulsive symptoms. Meta-cognitive beliefs are 

described as beliefs or appraisals about the occurrence or content of thoughts and 
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images. Clark and Purdon (Clark, 1989; Clark & Purdon, 1993; 1995; Purdon & 

Clark, 1999) proposed that all individuals have beliefs about their own thought 

processes; however, they argue that individuals with OCD have meta-cognitive 

beliefs that are rigid, unrealistic and overvalued, and that these are typically focused 

on control of thoughts. For example, typical meta-cognitive beliefs associated with 

OCD would include “I must control my thoughts at all times”, “if I lose control over 

my thoughts I will lose control of my behaviour”, “I would be a better person if I 

could control negative thoughts”, and “there must be something wrong or weak about 

me if I can’t control my thoughts” (Purdon & Clark, 2002). These beliefs are thought 

to result in heightened vigilance for the occurrence of unwanted thoughts and 

immediate and persistent resistance of the thoughts (Purdon & Clark, 2002). 

Furthermore, failure at control over thoughts, which is not uncommon based on 

findings from thought suppression research, results in escalating attempts at 

regaining control of thoughts and serves to sustain dysfunctional beliefs about the 

thought (Clark & Purdon, 1993; 1995; Purdon & Clark, 1999; Rachman, 1997; 1998; 

Salkovskis, 1985; 1989). Figure 2 illustrates the proposed relationship between meta-

cognitive beliefs about thought control and obsessive-compulsive symptomatology. 
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 Overall, research seems to indicate that beliefs regarding controllability of 

thoughts are associated with OCD symptom endorsement among non-clinical 

individuals (Purdon & Clark, 1994). Furthermore, Calamari and Janeck (1998) found 

that, in comparison to non-clinical participants (n = 35), obsessional clients (n = 31) 

tend to report that they have less control over negative unwanted thoughts and they 

tend to endure more distress when these thoughts occur. Freeston and Ladouceur 

(1997) examined thought control strategies in 29 individuals with OCD who did not 

experience overt ritualizing. The authors identified seven types of thought control 

strategies, including physical action (i.e., distraction), self-reassurance (i.e., that the 

thought was not important), thought replacement, talking to someone (i.e., 

distraction), doing nothing, analysing the meaning of the thought and thought 

stopping. The choice of thought control strategy was based on the situational context 

of when the thought occurred, as well as the emotional intensity of the thought. 

Ladouceur and colleagues (2000) compared thought control strategies in non-clinical 

individuals, anxiety controls and clients with OCD, and found that individuals with 

OCD were more likely to use overt or covert compulsions to control thoughts, and 

that the thought control strategy was more likely to be closely related to the thought 

content for OCD clients than for other control groups. 

 Clark and Purdon (1995) developed a 67-item self-report questionnaire called 

the Meta-Cognitive Beliefs Questionnaire (MCBQ) to assess endorsement of beliefs 

about the importance of control and negative consequences associated with 

unwanted, intrusive thoughts, images and impulses. The MCBQ was administered to 

560 undergraduate students, along with a battery of questionnaires that assessed 

symptoms of OCD, worry, anxiety, and depression. Beliefs about control of intrusive 

thoughts and perceived negative consequences due to uncontrolled mental intrusions 
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had a unique significant relationship with obsessions and, to a lesser extent, worry.  

This initial psychometric analysis provided support for the construct validity of the 

MCBQ. Three dimensions of meta-cognitive belief were identified: the possibility 

and importance of mental control, perceived negative consequences resulting from a 

failure to control intrusive thoughts, and positive attributes of unwanted mental 

intrusions. A series of hierarchical regression analyses revealed that meta-cognitive 

beliefs about the negative consequences of failed thought control was a significant 

factor in frequency of obsessions and intrusive thoughts, whereas beliefs in the 

importance of thought control was significant only for frequency of obsessions. 

Purdon (2001) continued to explore the role that failure to control thoughts may have 

on obsessional symptoms, and developed a questionnaire called “Concern over 

Failures in Thought Control Questionnaire”. In a psychometric study with this 

measure, Purdon (2001) found that the need to control thoughts was a significant and 

unique predictor of immediate and subsequent suppression effort, even after 

controlling for other general thought appraisal domains.  

 Beliefs about the need to control thoughts appear to be closely related to 

beliefs regarding responsibility and TAF, suggesting there may be some degree of 

overlap between these belief domains. Steketee, Frost, and Cohen (1998) assessed 

specificity of belief domains associated with OCD by pooling items from a number 

of measures assessing beliefs associated with OCD. They developed a measure with 

90 items assessing responsibility for harm, control of thoughts, threat estimation, 

tolerance for uncertainty, beliefs about discomfort/anxiety, and beliefs about coping. 

This measure was administered to a large sample of individuals with OCD (n = 62), 

non-OCD anxiety (n = 45) and non-clinical controls (n = 34).  Total scores on this 

measure were found to predict obsessive-compulsive symptomatology, highlighting 
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that cognitive beliefs domains are in fact critical in understanding OCD. As 

suspected, there was considerable overlap between the belief domains, with all 

scales, except the coping scale, significantly correlated with each other. This study 

highlights that the belief domains considered salient in predicting OCD are closely 

related and may describe some common underlying construct. Importantly, all belief 

domains appear to be useful in describing OCD, as the OCD group scored higher 

across all six scales than the control groups. Interestingly, the anxious controls did 

not differ from the non-clinical controls on domains of control, responsibility, and 

threat estimation scales, suggesting that these domains of belief are unique to OCD, 

and may be the strongest predictors of OCD, as opposed to beliefs generally 

characteristic of anxiety. 

 The most recent work conducted by the OCCWG in developing valid 

measures of assessment for each of these belief domains has included an examination 

of the specificity of thought control beliefs in defining OCD, as well as investigating 

whether beliefs concerning control are distinct from the other cognitive belief 

domains argued to be involved in obsessive-compulsive symptomatology. Examining 

data from the OCCWG large-scale studies validating the Obsessional Beliefs 

Questionnaire (OBQ) and the Interpretations of Intrusive Inventory (III) (OCCWG, 

2001) has provided mixed results in terms of the specificity of beliefs about control 

to OCD. The initial psychometric studies revealed significant differences between 

OCD clients, community adults and students on the subscales of control for both 

measures, with OCD clients reporting higher estimates of belief in thought control. 

The second stage of evaluation of these measures provided contradictory results, 

however, with the OBQ again significantly discriminating all groups on the control 

subscale, but not so on the III control subscale, with OCD and anxiety controls 
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responding in a similar way. The findings from the initial evaluations and the scores 

of the OBQ in the second round suggest that beliefs about thought control are 

specific to OCD clients; however, taken together with findings from the second study 

with the III thought control subscale, results suggest that beliefs about thought 

control, while higher in OCD clients, may also occur to a lesser degree in anxious 

clients (OCCWG, 2001).  

 Evidence from the psychometric studies of the OCCWG (2001) aimed at 

validating the OBQ and the III has provided further evidence that there is in fact a 

high degree of overlap between belief domains proposed by the OCCWG. The inter-

correlation data from each stage of evaluation have demonstrated a high degree of 

overlap across domains for both OCD and non-clinical samples. In terms of beliefs 

regarding thought control, both stages of evaluation found that this subscale has the 

highest overlap with the importance of thoughts domain, and the lowest correlation 

with the perfectionism domain (OCCWG, 2001). The observed overlap between 

these belief domains is to be somewhat expected, given that all belief appraisals are 

argued to be associated with some aspect of OCD. Purdon and Clark (2002) further 

suggest that this overlap between domains may be accounted for by insufficient 

construct validity of items tapping into each domain. Further research examining the 

specific roles and strength of association between beliefs and obsessive-compulsive 

symptomatology is clearly necessary to explain this observed overlap.  

In sum, research to date supports the link between meta-cognitive beliefs 

concerning thought control and obsessive-compulsive symptomatology. Exaggerated 

beliefs regarding thought control appear to occur more highly in obsessional clients 

than anxious or non-clinic controls, are associated with other beliefs found to be 

important in the development and/or maintenance of OCD, specifically responsibility 
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appraisals and TAF, and are associated with obsessive-compulsive symptomatology. 

The seminal work conducted by Purdon and Clark into beliefs about the 

controllability of thoughts in OCD (Clark, 1989; Clark & Purdon, 1993; 1995; 

Purdon & Clark, 1999) offers an elaboration on the work by Salkovskis (1985; 1989) 

and Rachman (1993; 1997), and is probably another important mediating variable 

that is closely associated with the roles of responsibility, TAF and thought 

suppression in the development of obsessions and compulsions. 

  

Overestimation of Threat 

Faulty appraisals related to threat and danger have been argued by many researchers 

to be central characteristics of anxiety disorders (Beck & Clark, 1997; Beck, Emery, 

& Greenberg, 1985; McNally, 1994). Beck and colleagues (1985) proposed that 

anxiety develops when the number, or cost, of perceived threats is greater than ones’ 

perceived ability to cope. Cognitive conceptualisations of anxiety disorders, 

including OCD, share several common features which emphasise the role of 

overestimation of threat in the aetiology and maintenance of anxiety (Clark, 1997; 

OCCWG, 1997; Steketee, Frost, Rheaume, & Wilhelm, 1998). Consistent across 

anxiety disorders are the following features: (a) individuals become anxious in 

response to a stimulus or situation which is perceived to be more dangerous than it 

actually is; (b) dysfunctional cognitive or behavioural strategies are utilized in an 

attempt to reduce anxiety or avoid perceived danger; (c) these strategies contribute to 

a worsening of symptoms as they prevent disconfirmation of faulty appraisals; and 

(d) symptoms of anxiety may be perceived as dangerous, leading to increased anxiety 

and perpetuating attempts to reduce anxiety or avoid perceived danger (Sookman & 

Pinard, 2002).  
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Overestimation of threat can be explained more specifically by two cognitive 

appraisals related to harm: (1) beliefs about the likelihood of harm occurring (i.e., 

probability bias), and (2) beliefs about the cost or severity of harm (i.e., severity 

bias). Several researchers argue that these faulty appraisals, whilst common to 

anxiety in general, are also strongly related to OCD (e.g., Carr, 1974; Foa & Kozak, 

1986; Freeston et al., 1996; OCCWG, 1997; Salkovskis, 1985). Carr (1974) 

emphasized the important role that exaggerated perceptions of probability and 

severity for danger played in understanding OCD, and he further described rituals as 

attempts to reduce the probability and cost of perceived danger, as well as the 

associated anxiety.  

An individual with OCD exaggerates the probability of potential danger with 

thoughts such as “terrible things are more likely to happen to me than to anyone 

else”, “something awful will happen for sure if I am not very careful”, and “if I don’t 

do things just right then something bad will happen for sure”. Individuals with OCD 

also exaggerate the severity or cost of danger, with thoughts such as “getting sick 

would be the worst imaginable thing to happen to me”, “if something goes wrong in 

my life it will have disastrous consequences”, and “I cannot risk danger because the 

consequences would be too high”. Foa and Kozak (1986) describe these exaggerated 

perceptions of harm associated with OCD in terms of problems with epistemological 

reasoning. They propose that individuals with OCD view situations as dangerous 

until proven safe, whereas most people assume safety unless confronted with obvious 

threat cues. This way of thinking in OCD explains the elevated experience of anxiety 

in ‘risk’ situations, and the subsequent increased ritualising or avoidance behaviours.   

There are only a few studies to date that have actually examined the 

relationship between overestimation of threat and obsessive-compulsive 
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symptomatology. Measures of perceived danger were found to be correlated with 

OCD severity for non-clinical subjects in study by Rheaume and colleagues 

(Rheaume, Ladouceur, & Freeston, 1996, cited in Steketee et al., 1998). Woods, 

Frost & Steketee (1998) found that students’ beliefs about threat on a preliminary 

version of the OBQ, and about every-day risk taking, were significantly correlated 

with OCD symptoms, but not with estimates of probability of future aversive events, 

as indicated by responses on the Future Events Questionnaire used in this study. 

While probability estimates were not related to general beliefs about threat, the 

authors reported that a manipulation of the available heuristics did effect probability 

ratings. Participants reporting high levels of obsessive-compulsive symptoms, who 

gave reasons for their feared events occurring, rated these more likely to actually 

happen than those participants who gave reasons why their feared events would not 

occur. It seems that once participants have thought through ways in which danger or 

harm could occur, the perceived probability of the danger actually occurring is rated 

as higher.  

  There is evidence from some studies that the overestimation of threat 

associated with OCD, in particular perceived probability for harm, may be higher for 

personally relevant risk than general harm. For example, Frost and Sher (1989) 

demonstrated a link between the perception of personally relevant threat and 

checking behaviour. Students who scored high on the checking subscale of the 

Maudsley Obsessional Compulsive Inventory (MOCI), or who reported high levels 

of daily checking behaviour, checked more in a personally relevant and potentially 

threatening situation compared with students who scored low on these measures. 

Riskind and colleagues (Riskind, Abreu, Strauss, & Holt, 1997) investigated 

cognitive appraisals associated with obsessive-compulsive symptomatology in a 
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sample of 104 undergraduate students. These authors divided the sample of students 

into a high-fear sub-clinical OCD group (n = 47) and a low-fear control group (n = 

57) based on responses to contamination fears using self-report measures. Results of 

this study demonstrated that participants scoring high in contamination fears rated 

the probability of contamination in specific situations as significantly higher than 

students who scored low on this fear. Consistent with this finding are results from an 

earlier study by Simos, Vaiopoulos, Giouzepas, and Parasehos (1995), who found 

that estimations of the likelihood of general classes of dangerous events (e.g., traffic 

accidents, earthquakes) did not correlate with scores on the revised MOCI.  

In a more recent study, Woods, Frost, and Steketee (2000) examined the 

relationship between estimates of subjective probability and severity of idiographic 

future negative events, anticipated coping ability and OCD symptoms in a sample of 

18 OCD patients and 73 non-clinical students. The results of this study are consistent 

with cognitive models of anxiety and OCD in that, as OCD symptoms escalated, 

severity estimates increased and ratings of coping ability decreased for both the 

students and the OCD patients. However, estimates of probability for harm occurring 

were related to OCD symptoms for students but not for OCD patients, suggesting 

that probability estimates do not escalate in concurrence with the increased severity 

of obsessive-compulsive symptoms within a clinical sample. While this study 

focused on personally relevant negative events, it did not specifically base aversive 

events on the actual content of obsessions; therefore these results are difficult to 

interpret in regard to biases in probability estimates of personally relevant harm 

specifically related to obsessional fears. 

 Research conducted by Jones and Menzies (1997; 1998) and Menzies and 

colleagues (Menzies, Harris, Cumming, & Einstein, 2000) has examined the 
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mediating role of danger expectancies (i.e., perceived probability and severity of 

harm) on obsessive-compulsive symptomatology. In their first study, Jones and 

Menzies (1997) examined the potential mediating roles of danger expectancies, 

responsibility, perfectionism, anticipated anxiety and self-efficacy on hand-washing 

in a sample of 27 OCD patients with contamination fears. Subjective ratings on these 

measures were obtained before and during a behavioural avoidance task (BAT) 

involving touching a compound stimulus of potting soil, animal hair, food scraps and 

raw meat. Correlations and partial correlations were conducted to examine the 

relationship between the cognitive predictor variables and anxiety, urge to wash, time 

during BAT and duration of post-BAT washing. Significant correlations were found 

between ratings of perceived probability and severity of danger (i.e., disease) and the 

dependent variables, even when alternative mediators were held constant. 

Furthermore, the results revealed that no other variable remained significantly related 

to any of the dependent measures when severity of danger ratings was held constant. 

While this study is limited by its reliance on correlation data, the findings offer 

strong support for the relationship between danger expectancies of probability and 

severity of danger and the associated anxiety and ritualising in OCD patients with 

contamination concerns. These findings are strengthened by the inherent ecological 

validity of the findings, in that cognitive predictors, associated anxiety and ritualizing 

were assessed during actual exposure to OCD specific fears. However, findings of 

this study are limited, given that different classes of obsessional patients (i.e., 

washers versus checkers) may hold stronger biases in their thinking across different 

dysfunctional beliefs. The generalisability of these findings across different 

obsessional clients requires further investigation. 
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 Jones and Menzies (1998) further explored the role of danger expectancies in 

mediating anxiety, avoidance and ritualising in OCD by experimentally manipulating 

the perceived degree of danger during a BAT. Using a sample of 18 students with 

sub-clinical levels of OCD, all of whom reported specific concerns regarding 

contamination, the authors randomly assigned half of the participants to a ‘high 

danger’ and half to a “low danger” condition during a BAT. The BAT involved 

participants placing their hands in a compound stimulus that again consisted of 

potting soil, animal hair, food scraps and raw meat. The conditions were manipulated 

by the experimenter describing the task as either one that may lead to serious illness 

(high danger) or, alternatively, one that could in no way result in serious illness (low 

danger). It was hypothesised that higher danger expectancies would lead to greater 

anxiety, urge to wash, ritualising and avoidance. The authors obtained the same 

dependent measures during and after the BAT as they did in their earlier study (Jones 

& Menzies, 1997).  

The results from the above study revealed that participants in the high-danger 

condition reported higher mean ratings for anxiety and urge to wash, and showed 

greater avoidance behaviours and longer washing duration following the BAT than 

participants in the low-danger condition. However, the only significant differences 

between the groups were on avoidance ratings (i.e., based on time hands were in the 

stimulus) and the duration of washing after the BAT. The large and significant 

differences on these two variables reflect strong support for the hypotheses and, 

given that these two variables were the only objectives measures of obsessive-

compulsive tendencies, these findings are argued to be particularly reliable. The 

small sample size used in this study raises the issue of insufficient power to detect 

statistical significance, and the study is again somewhat limited in terms of 
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generalisability of findings by using a homogenous sample of washers in contrast to 

the usual cross-section of different OCD patients. 

Menzies and colleagues (2000) examined personal influence (responsibility) 

on perceived severity and probability ratings of harmful outcomes with 70 non-clinic 

adults, utilising questionnaire data. These researchers addressed previous limitations 

by assessing danger expectancies of probability and severity across 10 negative 

outcomes, as measured by the authors’ Outcome Questionnaire (Menzies et al., 

2000), related to both contamination concerns (5 items) and checking concerns (5 

items). To investigate the association between responsibility for a negative outcome 

and perceived severity and probability, 38 participants were assigned to the 

‘personally responsible’ condition, and the remaining 32 participants were assigned 

to the ‘other responsible’ group. The ‘personally responsible’ group completed a 

version of the Outcome Questionnaire (Menzies et al., 2000) that informed them they 

were responsible for the acts that may lead to the negative outcomes described in the 

questionnaire, whereas the ‘other responsible’ group were informed someone else 

was responsible for performing the act leading to the negative outcomes.  

Findings indicated that significant differences occurred between the two 

responsibility conditions for severity of outcome ratings, but not for probability of 

outcome ratings. Specifically, for both washing and checking concerns, participants 

in the ‘personally responsible’ condition rated the severity of the potential negative 

outcomes as greater than did those in the ‘other responsible’ group.  

Findings offer support for the cognitive theory, that individuals regard an 

outcome more negatively if they are personally responsible for the outcome. The 

authors argue that danger expectancies, in particular perceived cost or severity of 

harm, are more important than responsibility in predicting obsessive-compulsive 
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symptoms; however, this question was not directly tested in the present study and the 

results do not offer direct support for this line of argument. In fact, results highlight 

the potential role that perceived responsibility for harm plays in mediating danger 

expectancies.  

In summary, the results from the small amount of research available to date 

specifically examining overestimation of threat in OCD provide some support for the 

role of perceived probability and severity of harm in predicting obsessive-

compulsive symptomatology. Exaggerated ratings of probability and severity of 

harm appear to be correlated with increased anxiety, avoidance and ritualising 

behaviours, and this association appears most prominent in relation to personally 

relevant negative outcomes or obsession-based fears. It also seems, from the 

reviewed research findings, that the overestimation of threat associated with OCD 

may be most prominent in the form of exaggerated cost or severity estimates related 

to negative outcomes (Menzies et al., 2000; Woods et al., 2000). While there is some 

support for exaggerated probability estimates of harm associated with OCD, severity 

estimates have been more consistently demonstrated as predictive of obsessive-

compulsive tendencies.  

The study by Menzies and colleagues (2000) is particularly important in that 

it offers an examination of the relationship between overestimation of threat and 

other cognitive predictors, such as responsibility beliefs, in predicting obsessive-

compulsive symptoms. Studies of this kind are especially important if we are to 

eventually disentangle the more specific roles that each of the dysfunctional 

appraisals has in terms of the development of obsessions and compulsions. The study 

by Menzies et al. (2000) offers some evidence to suggests that inflated responsibility 

in OCD patients, may lead to increased severity estimates, which may in turn be 
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associated with increased anxiety, avoidance and the urge to ritualize. As previously 

mentioned, further studies with large clinical samples, using standardized 

psychometric and experimental designs and data modeling statistics, are required to 

tease out the exact causal pathways between dysfunctional beliefs and appraisals of 

harm and obsessive-compulsive symptoms. 

 

Intolerance of Uncertainty and Perfectionism 

Intolerance of uncertainty and perfectionism were also identified by the OCCWG 

(1997) as belief domains associated with OCD, although the research supporting 

these domains is much less developed in comparison to those already reviewed. As 

noted by Steketee and colleagues (1998), there is little empirical research on beliefs 

about uncertainty in OCD, and much of the research conducted to date has focused 

on symptoms associated with OCD rather than on actual beliefs and appraisals 

related to uncertainty. For example, research suggesting an intolerance of uncertainty 

is based on studies which have demonstrated that individuals with OCD, compared 

with other psychiatric patients and normal controls, are slower to categorise objects, 

request more repetition of information, have difficulty making decisions, and show 

more doubt about their decisions (Frost, Lahart, Dugas, & Sher, 1988; Frost & 

Shows, 1993; Milner, Beech, & Walker, 1971; Persons & Foa, 1984; Volans, 1976).  

The concept of perfectionism and the measurement of this domain, while 

argued by many authors to be important in OCD (see Frost, Novara, & Rheaume, 

2002), has not been clearly operationalised in the literature, and as a result there is 

little consistency in the study of this belief domain. The measurement of 

perfectionism in terms of excessive concern over mistakes has been found to 

correlate with measures of obsessive-compulsive symptoms in non-clinical (Frost, 
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Marten, Lahart, & Rosenblate, 1990; Frost, Steketee, Cohn, & Greiss, 1994; 

Rheaume, Freeston, et al., 1995) and clinical samples (Ferrari, 1995). Frost and 

Steketee (1997) examined perfectionism in OCD patients (n = 35), patients with 

panic disorder (n = 14), and non-clinic controls (n = 35) using self-report inventories, 

and found that doubt about one’s actions was the only dimension of perfectionism 

that distinguished OCD patients from panic disorder patients.  

Given that the operational definition of these two belief domains remains 

somewhat unclear, and that there is limited empirical research examining them, this 

review will focus only on the concept of doubt related to intolerance of uncertainty, 

as this construct is most clearly defined and it is one of the cognitive variables that 

will be investigated in data chapter 6. 

 Clinicians and researchers alike have described uncertainty and doubt in 

OCD since the 1800s (e.g., Janet, 1908, cited in Sookman & Pinard, 2002). Sookman 

and Pinard (2002) highlight suggestions made by a number of authors regarding the 

role that doubt might play in OCD. They emphasise the following ideas: (1) OCD 

patients have an excessive need for certainty in order to control and predict events 

(Makhlouf-Norris & Norris, 1972); (2) the need for certainty about when to end an 

activity, as well as anxiety reduction, are factors that maintain ritualistic behaviour 

(Beech & Liddell, 1974); (3) doubt about one’s actions and experience leads to 

uncertainty about capacity to cope with or avert danger (Reed, 1985); and (4) OCD 

patients experience uncertainty about their capacity to reduce risk when there are no 

perfect solutions (Guidano & Liotti, 1983).  

In a detailed critique of Salkovskis’ (1995; 1998) cognitive theory of OCD, 

O’Kearney (1998) also highlights the importance of self-doubt in explaining the 

repetitiveness of the disorder. O’Kearney (1998) argues that self-doubt is a 
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distinctive feature of the disorder, and he maintains that this cognitive process 

accounts for the indecisiveness that is often associated with OCD. He argues that 

obsessive-compulsive individuals are motivated to repeat neutralising behaviours as 

a result of the high levels of self-doubt that they experience related to their actions. 

 Steketee and colleagues (1998) evaluated the psychometric properties of the 

Obsessive Compulsive Beliefs Questionnaire (OCBQ), and examined six different 

cognitive beliefs domains, including intolerance for uncertainty, in a sample of 62 

OCD patients, 45 patients with other anxiety disorders, and 34 non-clinical 

participants. This sample was recruited from national groups of anxiety-disordered 

individuals, who were assigned to groups based on self-reported diagnostic status. 

While this research is unique in its examination of intolerance of uncertainty, it is 

limited by potential sampling bias, in that there was no other independent evaluation 

of diagnostic status, and all participants who volunteered were part of support group 

organisations. Nevertheless, the internal consistency of the intolerance of uncertainty 

subscale was shown to be very good (α = 0.88), and there was good convergent 

validity between this subscale and the IBRO (Freeston et al., 1993). These results 

further highlighted that OCD patients scored significantly higher on the intolerance 

of uncertainty subscale than did both the normal controls and the anxiety disorder 

controls. The anxiety disorder group also scored significantly higher than the normal 

controls, suggesting that this belief domain may be relevant across anxiety disorders, 

albeit to a lesser degree than in OCD. Scores on the intolerance for uncertainty 

subscale were also strongly related to OCD symptoms (r = 0.68), and this subscale 

predicted scores for OCD symptoms beyond mood and worry. These findings lend 

preliminary support for the role of intolerance of uncertainty in OCD; however, 

controlled research is clearly needed to increase confidence in these findings. 
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 In a very recent study, Tolin and colleagues (Tolin, Abramowitz, 

Bartholomew, Brigidi, & Foa, 2003) investigated the psychometric properties of the 

Intolerance of Uncertainty Scale (IUS; Freeston, Rheaume, Letarte, Dugas, & 

Ladouceur, 1994), and examined the relationship between intolerance for uncertainty 

and OCD in a clinical sample. The sample comprised 55 OCD patients, 43 of whom 

were classified as ‘checkers’ and 12 who were ‘non-checkers’, and 14 non-clinical 

controls. The IUS showed good psychometric properties in this study, with results 

indicating very strong internal consistency (α = 0.96). Results revealed that 

obsessive-compulsive ‘checkers’ reported higher intolerance for uncertainty than 

obsessive-compulsive ‘non-checkers’ and non-clinic controls, however, there was no 

difference in intolerance for uncertainty between obsessive-compulsive ‘non-

checkers’ and the non-clinic group. While this finding supports the role of 

intolerance for uncertainty in OCD patients with checking and repeating rituals, the 

results do not support the general role of high intolerance for uncertainty across a 

range of OCD symptoms. The authors propose that compulsions other than checking, 

for example excessive washing rituals, may be less driven by a sense of pathological 

doubt and intolerance for uncertainty than by other factors such as fear or disgust.  

The authors further highlight the important role that other belief domains may have 

in influencing the degree of experienced pathological doubt. For example, patients 

who inflate the perceived cost and probability of unwanted harmful outcomes would 

probably experience higher levels of distress and experience more doubt about the 

actions they engaged in to prevent potential harm (i.e., checking and repeating).  

Once again, these findings underline the need for further research 

investigating the specific roles of dysfunctional beliefs and the relationship between 

these cognitive appraisals, all of which appear to play an important part in the 
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development and maintenance of OCD. It has been repeatedly asserted in the 

literature by a number of different authors that intolerance of uncertainty, specifically 

in the form of pathological doubt, is a key feature of OCD, and this type of cognitive 

appraisal may play an important role in explaining the repetitive nature of rituals, in 

particular checking and repeating rituals. The role of perfectionism in OCD has 

likewise been proposed to be important in understanding this disorder; however, 

there is inconsistency in the literature regarding the definition of perfectionism, and 

very little empirically investigation of this belief domain. The OCCWG (1997) have 

emphasised the important role that both intolerance of uncertainty and perfectionism 

may play in the development of obsessions and compulsions. There is a pressing 

need for continued research to further define intolerance of uncertainty and 

perfectionism: controlled research investigating these belief domains in clinical 

samples is warranted.  

 

Applications of Cognitive Theory to Childhood OCD 

While there has been considerable research support implicating dysfunctional 

cognitive appraisals of harm as maintaining features of adult OCD, there has been 

very limited empirical investigation of the application of cognitive theory (i.e., 

Salkovskis, 1985; 1989) in samples of children and adolescents with the disorder. 

Given that the OCD expert consensus guidelines (March, Frances, Carpenter, & 

Kahn, 1997) recommend cognitive-behavioural therapy (CBT) as the first line 

treatment of choice for mild to moderate OCD in childhood and adolescence, it is 

imperative that research is conducted examining the cognitive processing of threat in 

children and adolescents. Current CBT treatments for childhood and adolescent OCD 

typically follow the cognitive-behavioural approach used for adults; however, the 
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major emphasis in such treatment is on anxiety management, exposure and response 

prevention.  

To date there is no published comprehensive treatment approach specifically 

targeting the alteration of OCD-related beliefs or appraisals in children, which is 

probably due to the fact that little is known about how children and adolescents with 

OCD interpret threat and danger. To improve current treatments for childhood and 

adolescent OCD, and to produce developmentally sensitive cognitive protocols that 

match the needs of children and adolescents with OCD, a great deal of research is 

needed examining cognitive appraisals of threat associated with OCD in children and 

adolescents. 

There has been a handful of studies, with very small sample sizes, which have 

examined cognitive interventions for children and adolescents with OCD. 

Overestimation of threat has been addressed in a single-case experimental design by 

Kearney and Silverman (1990). These authors used an alternating treatments design 

in which they compared classic response prevention to cognitive therapy. The 

participant in this study was a 14-year-old male with a fear of contracting rabies from 

bats. The response prevention component involved instructing the boy to decrease 

the frequency of his checking for the presence of bats. The cognitive component 

involved discussions with the boy regarding the probability of his being bitten by a 

bat and contracting a disease. This component involved education about bats and 

rabies, along with teaching the boy strategies for challenging his overestimation of 

threat. While the relative efficacy of each treatment component was not evaluated, 

the treatment on the whole was found to be effective and the boy was considered a 

treatment success at post-treatment and 6-month follow-up. This study offers some 

support for the effective role of cognitive intervention in assisting with 
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overestimation of threat biases associated with OCD in adolescence. The 

overestimation of threat was not specifically assessed in this study, hence it is 

unknown to what degree or in what way (i.e., probability, severity) this boy 

appraised threat in an exaggerated way. 

Shafran and Somers (1998) report the application of thought-suppression 

theory in the treatment of two adolescents with OCD. This study did not involve any 

systematic evaluation of OCD, nor did it use a standardised intervention. Instead, this 

study reports a case example on each of the participants and describes the application 

of a thought-suppression experiment in assisting the clients to decrease thought 

frequency and reduce obsessive-compulsive symptomatology. The authors note that 

therapy also consisted of behavioural exposure and response prevention techniques. 

The two participants included a 14-year-old male who had persistent thoughts about 

harming himself or others and who experienced repetitive checking and washing 

rituals; and a 14-year-old female who experienced repetitive intrusive violent images 

of harm occurring to herself or others, as well as repeating rituals that she engaged in 

whenever she experienced the intrusions. This study describes the use of the classic 

‘white bear’ experiment (Wegner et al., 1987) within the sessions with the two 

adolescents. The participants were instructed to trial the effectiveness of thought 

suppression in the session, first with an image of a white bear, and later with their 

own intrusions. Results demonstrated the paradoxical effects of suppression and how 

attempts to suppress intrusions lead to more frequent occurrences of the thought. The 

authors report that therapy was successful for both clients, who each responded very 

well to the treatment. Results offer some support that thought-suppression may also 

play a role in OCD in adolescent samples, and describe a useful therapeutic approach 

to challenging unhelpful suppression techniques. While this preliminary investigation 
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of thought-suppression in adolescents with OCD provides some support for the role 

of this cognitive process in adolescent samples, controlled studies with larger 

samples are clearly necessary. 

Williams, Salkovskis, Forrester, and Allsopp (2002) examined the 

effectiveness of a CBT treatment for OCD with six adolescents who were 

consecutively referred to an out-patient clinic. Participants included three boys and 

three girls ranging in age from 12 years to 17 years.  The treatment was aimed to (1) 

develop a shared understanding of the psychological nature of the problem; (2) 

normalise the experience of intrusive thoughts; (3) help the patient to re-appraise 

notions of responsibility; and (4) help the patient re-evaluate the basis of their fears. 

The effectiveness of the treatment was evaluated using standardised questionnaires 

assessing responsibility appraisals (Responsibility Interpretations Questionnaire 

[RIQ]; Salkovskis et al., 2000), symptoms of anxiety (Beck Anxiety Inventory; Beck, 

Epstein, Brown, & Steer, 1988), depression (Child Depression Inventory; Kovacs, 

1985) and OCD (Obsessive-Compulsive Inventory; Foa, Kozak, Salkovskis, Coles, 

& Amir, 1998). All measures, with the exception of the RIQ, have been previously 

demonstrated to be reliable and valid instruments for use with adolescents. 

Unfortunately, there have been no measures developed in the literature to assess 

cognitive appraisals of harm for children or adolescents with OCD; hence, while the 

use of an adult measure to assess responsibility (RIQ) is a limitation in this study, 

there is little else researchers can do until developmentally sensitive measures have 

been developed. Results revealed that there were consistent reductions in OCD 

symptoms and responsibility appraisals during the course of treatment, with 

significant progress made in overall severity of OCD from pre- to post-treatment. 

Further, clinical improvement was correlated with change in responsibility 
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appraisals, and the authors conclude that cognitive intervention is an effective 

adjunct to traditional behavioural treatment for adolescents with OCD. The authors 

did not provide means for the RIQ or offer interpretation in terms of the strength of 

responsibility appraisals at pre-treatment, hence it remains unclear to what degree 

adolescents with OCD experience inflated perceptions of responsibility for harm. 

To date, only two preliminary studies have systematically investigated the 

occurrence of specific cognitive beliefs and appraisals in children and adolescents 

with OCD. Barrett and Healy (2003a; 2003b) have conducted two studies examining 

the major cognitive appraisals proposed by the OCCWG (1997) to be important in 

understanding OCD. Barrett and Healy (2003a) examined cognitive appraisals of 

threat in a sample of children with OCD (aged 7 to 13 years, n = 28), and compared 

these with a sample of anxious (n = 17) and non-clinic children (n = 14). Using an 

idiographic approach, as proposed by the OCCWG (1997), this study assessed 

cognitive interpretations of perceived responsibility for harm, probability of harm, 

severity of harm, thought-action fusion, self-doubt and cognitive control.  

Using a standardised sentence stem (e.g., If I think _________ and don’t 

_________ then __________ will happen), the most frequent intrusive thought, the 

expected ritual and the consequences of not engaging in the ritual were added for 

each of the OCD respondents. In this way, OCD relevant threats were individualised 

for each respondent, using a standardised format. For the anxious and non-clinic 

comparison groups, a standardised typical OCD threat was used for all respondents 

(e.g., If I think that I have germs on my hands and don’t wash my hands over and 

over then I will get really sick). Idiosyncratic beliefs related to responsibility, 

probability and severity appraisals were then assessed for all respondents related to 
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these OCD relevant intrusive thoughts. Ratings were obtained on 7-point likert-scales 

for each of these dimensions.  

To assess levels of TAF, self-doubt and cognitive control, a similar 

idiographic assessment task was conducted. This task involved three multiple-choice 

questions, which were individualised for OCD children and standardised for anxious 

and non-clinic children using a non-OCD related worry. For OCD children, a 

standard sentence stem (e.g., If I think ________________) was used, with the 

child’s most frequent intrusive thought added. For the anxious and non-clinic 

comparison groups, a standardised non-OCD thought was used for all respondents 

(e.g., If I think I have lost my brand new sports watch and mum won’t replace it). 

Ratings on these belief domains were obtained using a multiple-choice format with 

ratings ranging from 0 through 2 (i.e., 0 = absence of cognitive bias, 1 = slight 

presence of bias, 2 = complete presence of bias).  

It was hypothesised that, consistent with the cognitive theory of OCD in 

adults, children in the OCD group would display higher estimations of these 

cognitive processes in comparison to anxious and non-clinic children. Results 

revealed that OCD children reported significantly higher ratings of responsibility, 

severity, TAF and less cognitive control in comparison to non-clinic children. 

However, OCD children could be clearly differentiated from anxious children only 

on ratings of cognitive control. These findings offer preliminary support for the role 

of these cognitive biases in OCD during childhood.  

In childhood at least, it seems that these cognitive appraisals of harm may 

occur across different anxiety diagnostic groups, with the exception of cognitive 

control, which appears to be much stronger in OCD than in other anxiety problems. 

It was concluded from this study that these cognitive processes might become more 
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prominent or salient for OCD clients during adolescence, when cognitive 

development shifts into a more rational reasoning phase of thinking. These results, 

while only preliminary, suggest that cognitive biases in thinking associated with 

obsessive-compulsive symptomatology may begin to occur during childhood, and 

possibly escalate in intensity during adolescence to resemble adult-like OCD beliefs. 

Given that 50 to 70% of children with OCD continue to suffer from this disorder in 

adulthood (Bolton, Luckie, & Steinberg, 1995), it seems that developmentally 

appropriate cognitive interventions would be beneficial during childhood and 

adolescence before these cognitive appraisals develop into more solidly formed 

beliefs and attitudes about harm and harm avoidance.  

 In only the second study examining cognitive processing of threat in 

childhood OCD, Barrett and Healy (2003b) investigated the role of perceived 

responsibility in obsessive-compulsive symptomatology. Replicating the 

experimental paradigms of Lopatka and Rachman (1995) and Shafran (1997), 

perceived responsibility of threat was experimentally manipulated in a sample of 

children and adolescents with OCD, during a behavioural avoidance task (BAT). 

Levels of perceived responsibility were manipulated by varying the presence of 

others during a BAT and assigning responsibility using signed contracts between the 

child and the experimenter. The effects of high responsibility on levels of perceived 

probability of harm, severity of harm, distress, ritualising and avoidance were 

examined. Subjective Units of Distress (SUD), perceived responsibility, severity of 

anticipated threat, and probability of anticipated threat were determined, based on 

children’s ratings on 7-point likert-scale (0 = none to 6 = extreme) thermometers. 

Levels of avoidance and ritualising during the BAT were determined by an 

independent observer’s rating of the videotaped task for each child following the 
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assessment. Levels of avoidance and ritualising were rated by assigning an overall 

score for the task as follows: 0 = no avoidance / ritualising, 1 = some avoidance / 

ritualising, and 2 = extensive avoidance / ritualising. For the purposes of this study, 

avoidance was defined as any distance from the feared situation, as well as other 

proximity behaviours that were performed to avoid the specific task (i.e., touching 

bin with tip of fingernail instead of hand for child with contamination fears and 

washing rituals). Avoidance was also based on the length of time the child engaged 

in the task. Children who did not engage in the task for the entire 5 minutes obtained 

a rating of avoidance. Ritualising was defined as any behaviours which occurred 

during the task that were repetitive or compulsive in nature and that were engaged in 

to relieve anxiety or distress.  

The manipulation of perceived responsibility, through signing contracts with 

participants assigning responsibility and varying the presence of observers during a 

standardised BAT, appeared to be successful. Similar to both Lopatka & Rachman’s 

study (1995) and Shafran’s (1997) study, participants rated levels of perceived 

responsibility during the high responsibility BAT as significantly higher than the 

moderate and low responsibility conditions. Interestingly, however, was the finding 

that inflated perceptions of responsibility were not associated with increased levels in 

distress, perceptions of probability of harm, perceptions of severity of harm, 

avoidance behaviours or ritualising. In fact, while the BAT did induce significant 

state anxiety (as measured by the State Trait Anxiety Inventory for Children; 

Spielberger, Edwards, Lushene, Montuori, & Platzek, 1973), ratings on cognitive 

measures of perceived probability and severity, as well as ratings of SUD, ritualising 

and avoidance, were only within the moderate to low range across all responsibility 

conditions.  
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Interestingly, when perceived responsibility was not inflated (moderate and 

low BAT conditions), responsibility was significantly correlated with ratings of 

distress, perceived probability of harm, and severity of harm. These findings suggest 

that perceived responsibility might be associated with childhood OCD 

symptomatology and seems to be related to levels of probability, severity and 

distress; however, it does not seem to be the central feature in understanding the 

maintenance of the disorder. Results are to some extent consistent with those found 

in Barrett and Healy’s (2003a) study of the cognitive processes associated with OCD 

in children, which found that OCD children perceived OCD-related threat with 

higher ratings of responsibility and severity for harm than anxious children or non-

clinic children. However, ratings of responsibility and severity by OCD children in 

that study were only significantly different from the non-clinic children. OCD 

children did not report significantly higher ratings on these cognitive processes 

compared to anxious children, suggesting that responsibility is not critical, nor is it 

unique, to the presentation of OCD in childhood. Further evidence for this was 

demonstrated by the non-significant correlations between responsibility appraisals 

and obsessive-compulsive symptomatology at pre-treatment. 

 Barrett and Healy (2003b) further investigated whether cognitive-behavioural 

treatment (CBT) incorporating anxiety management, cognitive challenging of threat 

biases, and exposure and response prevention would decrease ratings across these 

cognitive processes, related distress, avoidance and ritualising during the high 

responsibility BAT at post-treatment. In terms of treatment outcome, there were 

significant reductions across all measures, including diagnostic status, symptom 

severity, and cognitive processing of threat, for children who completed the CBT 

intervention, in comparison to children on a waitlist. Results for the dependent 
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measures obtained during the high responsibility BAT indicated that the treatment 

was effective in significantly reducing perceptions of responsibility, probability, 

severity, associated distress and behavioural avoidance from pre- to post-treatment. 

There was no significant reduction in ratings of ritualising across time for children in 

the treatment group; however, the ratings of ritualising were minimal at pre-

treatment given the nature of the task (i.e., exposure with response prevention). 

These results suggest that a CBT family-based intervention, which addresses the 

cognitive appraisal of thoughts in terms of inflated responsibility, probability and 

severity, is effective in reducing OCD symptoms, obsessive-compulsive severity and 

cognitive biases related to threat appraisals.  

Taken together, the results from these two studies conducted by Barrett and 

Healy (2003a; 2003b) suggest that children with OCD report inflated levels of these 

cognitive biases when compared with non-clinic children, and that CBT is effective 

in reducing these perceptions of threat. The results from the handful of studies 

reviewed, investigating the effectiveness of cognitive based interventions with 

adolescents with OCD (i.e., Kearney & Silverman, 1990; Shafran & Somers, 1998; 

Williams et al., 2002), provide some support that cognitive therapy aimed at 

challenging faulty beliefs, specifically overestimation of harm, thought-suppression 

and responsibility appraisals, appears helpful and may be associated with clinical 

improvement in OCD symptomatology. However, the first experimental study 

(Barrett & Healy, 2003b), which investigated the cognitive processes in children and 

adolescents with OCD, failed to find support for the critical role of responsibility, as 

proposed by Salkovskis (1985; 1989). It may suggest that the current cognitive 

theory of OCD in adulthood may not adequately explain and account for the disorder 

as it presents in children and adolescents.  
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Further controlled research specifically investigating the occurrence of threat 

biases in children and adolescence with OCD is clearly warranted, to shed further 

light on these issues. Research can then move forward to examine the specific roles 

that cognitive biases associated with threat may play in the development and 

maintenance of the disorder in children and adolescents. An understanding of the role 

of cognitive biases associated with OCD when it presents during childhood and 

adolescence will allow for a revision of the current CBT approach to treatment and 

will assist in the creation of developmentally sensitive cognitive interventions that 

may improve treatment outcomes for children and adolescents.  

 

Chapter Summary 

The cognitive theory of OCD currently offers the most comprehensive account of the 

development and maintenance of this disorder in adulthood. It emerged initially 

during the late 1970s and early 1980s as a result of the shortcomings of traditional 

behaviour theory, which offered little in accounting for the specific development of 

obsessions and compulsions. Behavioural approaches to understanding OCD were 

limited in that they failed to adequately differentiate the different developmental 

pathways among different anxiety disorders. Furthermore, traditional approaches to 

behaviour therapy (i.e., exposure and response prevention) were found to have 

limited effectiveness in the treatment of OCD, and patients were typically resistant to 

engage in, and continue with, this type of therapy. Salkovskis’ (1985; 1989) 

cognitive theory of OCD offered the first account of the development of this disorder 

that clearly differentiated OCD from other anxiety disorders.  

To date, cognitive theory has been the most influential and empirically 

supported psychological account of OCD in adults. Based on considerable empirical 
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research examining the central proposition of cognitive theory, there appears to be 

moderate to strong support for Salkovskis’ theory. The strongest empirical support is 

based on Salkovskis’ hypothesis that obsessive-compulsives interpret intrusive 

thoughts as indicating increased personal responsibility for harm to self or others. 

Results from psychometric, experimental and idiographic studies, using both clinical 

and non-clinical samples, have demonstrated that inflated responsibility appraisals 

are associated with obsessive-compulsive symptoms in adults, and that these 

appraisals are related to increases in discomfort and anxiety, and furthermore are 

linked to the occurrence of overt and covert neutralising behaviours, including 

thought-suppression, aimed at decreasing the discomfort associated with the intrusive 

thoughts.  

 Whilst Salkovskis’ theory (1985; 1989) appears to present the most 

comprehensive account of obsessions and compulsions, many other researchers have 

contributed significantly to our current understanding of the cognitive theory of 

OCD, by describing other cognitive variables which also play a role in understanding 

the development and maintenance of obsessions and compulsions. The OCCWG 

have been extremely influential and productive in developing a consensus regarding 

the most important beliefs and associated appraisals involved in OCD (OCCWG; 

1997). This group recognised the seminal work of Salkovskis (1985; 1989), as well 

as other researchers in this field, and have attempted to bring together the most 

prominent ideas related to the cognitive features of OCD, so that future collaborative 

research can disentangle the complex role of cognition in OCD and forge ahead to 

develop a more inclusive and precise account of the disorder. The OCCWG (1997) 

agreed that there were a number of other key belief domains, in addition to 

responsibility, that should be included in the cognitive conceptualisation of OCD. In 



OCD across the developmental trajectory     131 

addition to responsibility beliefs, other belief domains included (1) over-importance 

of thoughts; (2) importance of controlling ones thoughts; (3) overestimation of threat; 

(4) intolerance for uncertainty, and (5) perfectionism. This identification of specific 

belief domains associated with OCD by the OCCWG (1997), has encouraged more 

focused attempts in the research to examine specific cognitive features of OCD.  

 In the research reviewed associated with the other belief domains proposed 

by the OCCWG (1997), there is considerable support for the role of these beliefs in 

understanding OCD in adults. Research has consistently demonstrated a link between 

beliefs about the over-importance of thoughts, specifically in the form of TAF, and 

of obsessive-compulsive symptoms. Furthermore, research has linked appraisals of 

TAF with responsibility appraisals associated with OCD. Research examining the 

role of beliefs about the importance of thought control in OCD has also been fairly 

consistent, with findings indicating these beliefs occur more highly in obsessional 

samples than normal controls, are associated with obsessive-compulsive 

symptomatology, and also might be associated with appraisals of responsibility and 

TAF in OCD clients. Research examining the overestimation of threat in OCD has 

involved work investigating specific appraisals of inflated probability and severity 

for harm. The research has found that these biases, whilst probably prevalent across 

anxiety disorder samples, may be particularly exaggerated in OCD samples. They 

appear to be most obvious when individuals are interpreting thoughts that are 

personally relevant. Research findings suggest that severity or cost appraisals related 

to harm might be more strongly related to obsessive-compulsive symptoms than to 

probability estimates. Again, there was some indication in the research findings that 

responsibility appraisals may be associated with overestimation of harm appraisals, 

in particular with inflated severity estimates.  
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While there has been much less empirical research conducted examining the 

specific functions of intolerance of uncertainty and perfectionism in OCD, mostly 

due to difficulties in the operational definition of these concepts, there is strong 

agreement among researchers that pathological doubt is clearly a feature of OCD and 

may account for the repetitiveness of compulsions, in particular with clients who 

have checking or repeating rituals.  

 The current status of research into the cognitive features of OCD in adults is 

generally well established and supportive of the links between each of the specific 

cognitive appraisals of threat and the development of obsessive-compulsive 

symptoms. There is further need to investigate the specific roles that each of the 

belief domains proposed by the OCCWG (1997) play in the development and 

maintenance of OCD. It seems clear from abundant empirical support that 

responsibility appraisals are strongly associated with increased anxiety and the urge 

to neutralise. Moreover, there is compelling evidence that neutralising in the form of 

compulsions (either overt or covert) and thought-suppression is associated with an 

initial decrease in anxiety; however, neutralising attempts also appear to trigger more 

frequent intrusions and therefore serve to maintain the disorder. The specific roles 

that TAF, cognitive control, overestimation of threat and doubt play in the 

development and maintenance of OCD are less clear. It seems likely that inflated 

appraisals of responsibility for harm, coupled with exaggerated perceptions of the 

probability and cost of harm, might explain increased anxiety, elevated appraisals of 

TAF and attempts to control thoughts in the form of thought-suppression. It is clear 

that rituals are engaged in to reduce anxiety associated with intrusive thoughts and 

are functionally related to obsessions; that is, they are performed in an attempt to 

prevent perceived threat from actually occurring.  
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The role of doubt may explain the repetitiveness of the compulsions and the 

experience of enduring distress that are a common experience with OCD, even after 

compulsions have been performed. However, no study to date has systematically 

evaluated the specific roles that each of these processes may play in OCD, and 

therefore it is only speculative how these processes are associated. To date only a 

few studies have actually attempted to examine the complex relationships between 

each of these thought processes and obsessive-compulsive symptomatology. As 

previously highlighted throughout this chapter, further research with large clinical 

samples using statistical modelling analysis is required to tease apart the complex 

relationship between cognitive appraisals and obsessive-compulsive symptoms to 

further refine the current cognitive theory of OCD. 

 The work by the OCCWG (1997) has been fundamental in providing 

guidelines and recommendations for future research in this area. This group of 

researchers, who share a common interest in the cognitive theory of OCD, comprise 

all the leading authorities in this field. In addition to shaping future research 

initiatives in this field, they have begun developing and validating assessment 

inventories for use in future research aimed at further investigating beliefs and 

cognitive appraisals associated with OCD (OCCWG, 2001). The development of 

standardised and psychometrically sound measures, which assess each of these 

important belief domains, will allow for reliable comparisons to be made of research 

findings across different studies. The only criticism that can be made about the work 

conducted by the OCCWG (1997) to date is the conspicuous omission of 

recommendations for the development of cognitive assessment measures for children 

and adolescents with OCD. The development of age-appropriate measures of 

cognitive assessment for children and adolescents with OCD is necessary for 
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research to investigate the role of cognitive processing of threat in childhood OCD. 

Currently there is very limited research examining cognitive processes involved in 

the development and maintenance of OCD in childhood and adolescents.  

Where does research begin in an attempt to construct a developmentally 

sensitive cognitive theory of OCD? To explore possible cognitive appraisals of threat 

in childhood and adolescent OCD, it seems logical to first test whether the current 

cognitive beliefs associated with OCD in adulthood actually occur in children and/or 

adolescents. Given that OCD is strikingly similar in presentation in children and 

adults, and is based on the same diagnostic criteria (see DSM-IV; APA, 1994), it 

seems logical to assume that similar cognitive processes may play a role in the 

development and maintenance of the disorder across age. Barrett and Healy (2003a; 

2003b) have conducted two preliminary studies aimed at investigating cognitive 

appraisals of threat in childhood and adolescent OCD. They found that cognitive 

appraisals of threat, similar to those outlined by the OCCWG (1997), do appear 

significantly elevated in children with OCD compared to non-clinic children, 

although not more than anxious children, with the exception of cognitive control, 

which was significantly higher in OCD children than in both anxious and non-clinic 

children (Barrett & Healy, 2003a). In the second study, which involved an 

experimental manipulation of responsibility in children and adolescents with OCD, 

Barrett and Healy (2003b) found no support for the association between inflated 

responsibility appraisals and increased distress, ritualising, or avoidance behaviours. 

Further research is needed to evaluate whether children and adolescents with OCD 

experience cognitive biases to a similar degree or intensity, as those consistently 

reported by adults with OCD. 
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To date, no study has systematically examined the clinical presentation or the 

cognitive processing of threat in OCD, across age groups from childhood to 

adulthood, using parallel measures of assessment to examine potential developmental 

differences in clinical presentation or cognitive processing of threat. Chapters 5 and 6 

report the results from two clinical studies which have attempted to explore 

developmental differences and similarities in both the clinical presentation of OCD 

and the cognitive processing of threat in samples of children, adolescents and adults 

with OCD. At present, clinicians rely on delivering CBT based interventions for 

children and adolescents with OCD; these have been developed based almost solely 

on research with adult samples. Given that OCD affects as many as 3% of children 

and adolescents (i.e., Zohar, 1999) and two-thirds of adults with the disorder report 

onset during childhood (Rasmussen & Eisen, 1992b), there is urgency to better 

understand the childhood presentation of this disorder and how it might differ from 

adult OCD. This is imperative for researchers to be able to begin to develop 

interventions that are based on empirically supported aetiological theories that are 

developmentally sensitive and age appropriate.   
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CHAPTER 4 

Research Overview 

This chapter aims to present a summary of the current status of research into clinical 

correlates and cognitive processing of OCD across adult and child/adolescent 

samples. The similarities and differences that may exist in the clinical presentation of 

this disorder across age groups will be highlighted. Further, this summary will 

review where the literature is in terms of understanding cognitive processing biases 

specific to OCD in adult and child/adolescent samples. This chapter will highlight 

future directions for research aimed at constructing and refining developmentally 

sensitive conceptual models of childhood OCD, which will provide a rationale for 

the studies presented in chapters 5 and 6. The current chapter also includes the aims 

and hypotheses for the two experimental studies included in this dissertation, and 

describes the general methodology of this research.  

 

Summary of Major Advances within the Literature 

• OCD is one of the most severe of the anxiety disorders, and affects between 2 

and 3% of children, adolescents and adults (Robins et al., 1984; Zohar, 1999). 

OCD is characterised by the presence of obsessions and/or compulsions, which 

are significantly time consuming for the sufferer and cause significant distress. 

OCD is frequently associated with severe disruptions to daily functioning. 

Studies have demonstrated that OCD significantly interferes with academic 

performance (Toro et al., 1992), successful employment in adulthood (Leon et 

al., 1995), interpersonal relationships (Allsopp & Verduyn, 1990; Emmelkamp 

et al., 1990; Riggs et al., 1992), and family functioning (Calvocoressi et al., 
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1995; Cooper, 1996; Barrett et al., 2001; Emmelkamp et al., 1990; Riggs et al., 

1992). 

• While there appear to be striking similarities in the presentation of OCD for 

children and adults, an extensive review of the research highlights a number of 

differences in clinical correlates across age groups. These differences in the 

clinical features of OCD across age groups are evident for age of onset, gender 

distribution of cases, symptomatology, patterns of comorbidity, familial 

aggregation of OCD and degree of family accommodation to this disorder.  

• There appears to be a bimodal distribution in terms of the age of onset of the 

disorder, with one peak during late childhood (Allsop & Verduyn, 1990; 

Hanna, 1995; Rapoport et al., 1992; Riddle et al., 1990; Toro et al., 1992) and 

another peak during early adulthood (Burke, Burke, Regier & Rae, 1990; Karno 

et al., 1988; Minichiello, Baer, Jenike & Holland, 1990; Pauls et al., 1995; 

Rasmussen & Eisen, 1992; Thyer, Parrish, Curtis, Neese, & Cameron, 1985). 

Further, a male predominance in OCD cases during childhood and adolescence 

is common (Hanna, 1995; Swedo et al., 1989), compared to adulthood where 

there appears to be an equal gender distribution, or even a slight female 

predominance of OCD (Geller et al., 2001a; Karno et al., 1988). Children, 

adolescents and adults seem to vary in terms of the types of symptoms 

associated with OCD. Geller et al. (2001a) found that children and adolescents 

displayed more aggressive obsessions than adults; children experienced fewer 

sexual obsessions than adolescents and adults; adolescents reported more 

religious obsessions than both children and adults; and children reported more 

hoarding compulsions than adolescents and adults (Geller et al., 2001a). 

Furthermore, OCD in childhood and adolescence is more often associated with 
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tics and Tourette’s syndrome than in adulthood (Geller et al., 2001a; Leonard et 

al., 1992). Findings from research provide strong evidence to suggest that there 

is also a stronger familial trend associated with early onset OCD as opposed to 

adult onset OCD (Bellodi et al., 1992; Nestadt et al., 2000; Pauls et al., 1995). 

Finally, the finding that family members are more highly involved in a child’s 

OCD symptomatology, compared to adults with the disorder (Cooper, 1996), is 

also of potentially wide significance in understanding how OCD in childhood 

differs from the adult presentation of the disorder.  

• Based on aetiological theories to date, it is not clear how childhood OCD 

differs from adult OCD in terms of the development and maintenance of 

symptoms. Given that children with OCD are faced with different 

developmental obstacles, as well as different social, emotional and family-

related demands, factors associated with the development and maintenance of 

symptoms may vary considerably across the developmental trajectory. 

• At present, the cognitive theory of OCD offers the most widely validated 

theory accounting for the development and maintenance of OCD in adults. 

Salkovskis’ (1985; 1989) theory offers undoubtedly the most comprehensive 

cognitive account of OCD in adults, has undergone rigorous scientific 

evaluation of its basic tenets, and has been carefully elaborated on over the past 

10 to 15 years by Salkovskis and others. Based on extensive research findings, 

there is overall strong support for the role of responsibility appraisals in OCD. 

In summarising the major research findings, responsibility appraisals and 

beliefs have been found to be (1) a salient factor in obsessional thinking; (2) 

associated with high disapproval of thoughts; (3) linked with increased anxiety 

and depression; (4) occur at higher rate in obsessional clients than in anxious 
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and non-clinical controls; (5) related to efforts to suppress thoughts; and (6) 

associated with increased discomfort, anxiety, and urge to ritualize. As 

proposed by Salkovskis (1985; 1989), attempts to neutralise thoughts or anxiety 

appear to be associated with increasing the salience of the intrusive thoughts. 

Furthermore, covert neutralising such as thought suppression appears to results 

in heightened negative mood states, increased emotional reactivity, difficulty in 

controlling one’s thoughts, and an actual increase in the occurrence of intrusive 

thoughts. While Salkovskis (1985; 1989) has clearly pioneered the research 

aimed at developing a cognitive theory of OCD, there have been many other 

prolific researchers whom have also contributed significantly to the current 

cognitive conceptualisation of OCD in adults. 

• The Obsessive-Compulsive Cognitions Working Group (OCCWG; 1997) 

formed to consolidate past research from a wide range of researchers 

investigating the cognitive features of OCD and, as a result, made 

recommendations for the wider research community in driving future research 

in this area. The OCCWG (1997) developed a consensus regarding the most 

important beliefs and associated appraisals proposed to be involved in OCD. 

Recognising the seminal work of Salkovskis (1985; 1989), responsibility 

appraisals were included as one important belief domain; other belief domains 

included (1) over-importance of thoughts; (2) importance of controlling one’s 

thoughts; (3) overestimation of threat; (4) intolerance for uncertainty, and (5) 

perfectionism. A review of the research associated with the other belief 

domains proposed by the OCCWG (1997) finds considerable support for the 

role of these beliefs in understanding OCD in adults.  
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• Research has consistently demonstrated a link between obsessive-compulsive 

symptoms and beliefs about the over-importance of thoughts, specifically in the 

form of thought-action fusion (TAF, Rheaume et al., 1995). Furthermore, 

research has linked appraisals of TAF with responsibility appraisals associated 

with OCD (e.g., Shafran et al., 1996).  

• Research examining the role of beliefs about the importance of thought control 

in OCD has also been fairly consistent, with findings indicating these beliefs 

occur more highly in obsessional samples than in normal controls, are 

associated with obsessive-compulsive symptomatology, and also might be 

associated with appraisals of responsibility and TAF in OCD clients (e.g., 

Clark, 1989; Clark & Purdon, 1993; 1995; Purdon & Clark, 1999).  

• Research investigating the overestimation of threat in OCD has found that 

these biases, whilst probably prevalent across anxiety disorder samples, may be 

particularly exaggerated in OCD samples (e.g., Carr, 1974; Foa & Kozak, 

1986; Freeston et al., 1996). They appear to be most salient when individuals 

are interpreting thoughts that are personally relevant (i.e., Frost and Sher, 

1989). Findings from studies reviewed suggest that severity or cost appraisals 

related to harm might be more strongly related to obsessive-compulsive 

symptoms than to probability estimates (i.e., Woods et al., 2000). Again, 

responsibility appraisals may be associated with overestimation of harm 

appraisals, in particular with inflated severity estimates (Menzies et al., 2000).  

• While there has been much less empirical research conducted examining the 

specific functions of intolerance of uncertainty and perfectionism in OCD, 

mostly due to difficulties in the operational definition of these concepts, there is 

strong suggestion by many researchers in the field that pathological doubt is 
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clearly a feature of OCD and may account for the repetitiveness of 

compulsions, in particular with clients who have checking or repeating rituals 

(i.e., Frost et al., 1988; Frost & Shows, 1993; Milner et al., 1971; O’Kearney, 

1998; Persons & Foa, 1984; Volans, 1976). 

• Although research into childhood OCD has advanced considerably over the 

past decade, much of our current knowledge of this disorder is based almost 

solely on adult research of OCD. The current status of this research into adult 

OCD is firmly grounded in decades of empirically supported research; 

furthermore, theories of the aetiology and maintenance of OCD, and treatment 

guidelines are well grounded and widely supported. In contrast however, there 

remains much to be learnt about the aetiology, maintenance and prognosis for 

children with this disorder.  

• Only a handful of studies to date have investigated cognitive features of OCD 

in children and adolescents. A few uncontrolled studies, mostly with very small 

samples, have investigated the effectiveness of cognitive-based interventions 

with adolescents with OCD (i.e., Kearney & Silverman, 1990; Shafran & 

Somers, 1998; Williams et al., 2002) to explore how useful cognitive 

interventions are with this sample. Results provide some support that cognitive 

therapy aimed at challenging faulty beliefs – specifically overestimation of 

harm, thought-suppression and responsibility appraisals – appears helpful and 

may be associated with clinical improvement in OCD symptomatology.  

• Only two controlled studies to date have been conducted specifically examining 

key cognitive appraisals proposed by the OCCWG (1997) in children and 

adolescents with OCD. Barrett and Healy (2003a) investigated cognitive 

appraisals of harm across OCD children, anxious children and non-clinic 
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controls. Results revealed that OCD children reported significantly higher 

ratings of responsibility, severity, TAF and less cognitive control in comparison 

to non-clinic children; however, OCD children could only be clearly 

differentiated from anxious children on ratings of cognitive control. These 

findings provide only preliminary support for a cognitive conceptualisation of 

OCD during childhood. In the first experimental study (Barrett & Healy, 

2003b) investigating the cognitive processes in children and adolescents with 

OCD, responsibility was manipulated during a behavioural avoidance task 

(BAT) to investigate the relationship between inflated responsibility and levels 

of distress, avoidance and ritualising. This study failed to find support for the 

critical role of responsibility, as proposed by Salkovskis (1985; 1989). These 

findings suggest that the current cognitive theory of OCD in adulthood may not 

adequately explain and account for the disorder as it occurs in children and 

adolescents.  

 

Future Research Directions 

• Increased interest into understanding OCD in adults has been demonstrated by 

an upsurge of research over the past 10 to 15 years. This research has led to 

significant advancements in our awareness and knowledge about this disorder 

in adults. Although our current understanding of OCD in adulthood has 

considerably progressed, research into childhood OCD is still in its infancy by 

comparison. Psychological conceptualisations of OCD during childhood, 

including approaches to treatment, are almost entirely based on adult models of 

the disorder. While there are striking similarities in the clinical presentation of 

this disorder across children and adults, research to date has highlighted subtle 
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differences in the clinical correlates of OCD across age groups, suggesting 

symptomatology may vary across the lifespan. 

• No study to date has attempted to systematically evaluate the differences in 

clinical features and correlates of OCD, across discrete age groups from 

childhood through to adulthood, within one sample of participants using 

parallel measures of assessment. A controlled examination of age-related 

differences in the clinical presentation of OCD across the developmental 

trajectory will offer significant insight into the developmental characteristics of 

this disorder, advancing current conceptualisations of childhood OCD. Chapter 

5 examines the clinical correlates of OCD across children, adolescents and 

adults, using parallel measures of assessment. 

• The cognitive theory of OCD is the most empirically validated theory of the 

development and maintenance of obsessions and compulsions in adults. Very 

little research has actually examined cognitive appraisals of threat in children 

and adolescents with OCD. Based on this review of the research literature, we 

know very little about the development and maintenance of OCD when it 

presents in childhood or adolescence. The challenge for future research in this 

field is to identify and empirically evaluate possible factors associated with the 

development and maintenance of obsessions and compulsions in children and 

adolescents. Given that the social, emotional and cognitive demands of 

childhood are vastly different from, and often more challenging than, those 

experienced in adulthood, it is to be expected that there will different cognitive, 

psychosocial and contextual factors associated with the development and 

maintenance of OCD in childhood compared to adulthood. Given there is so 

much to be done in the evolution of a developmentally sensitive 



OCD across the developmental trajectory   144 

conceptualisation of OCD in childhood and adolescence, it seems the next step 

to begin research in this area is to investigate the applicability of the current 

cognitive theory of OCD in adults to samples of children and adolescence with 

the disorder. At the very least, an understanding of the cognitive biases 

associated with OCD in childhood and adolescence will allow for refinement of 

the current CBT approach to treatment, which may improve treatment 

outcomes for children and adolescents with this disorder. 

• Controlled studies examining the specific cognitive biases proposed by the 

OCCWG (1997) across child, adolescent and adult clinical samples, using 

parallel measures of assessments, are needed to examine at which age these 

specific cognitive appraisals and beliefs develop and at which age these 

specific biases are predictive of obsessive-compulsive symptomatology. This 

kind of research will allow for a developmentally sensitive refinement of the 

current cognitive theory of OCD. Chapter 6 attempts to examine cognitive 

appraisals of threat in children, adolescents and adults with OCD, using parallel 

measures of assessment. 

 

Aims and Hypotheses of Study 1 (Chapter 5) 

The first study sought to examine age-related differences in clinical correlates of 

OCD addresses across distinct age groups. This study specifically aimed to 

investigate whether OCD is continuous across the developmental trajectory or, 

rather, presents as different subtypes at different stages in development. This is the 

first study that examines clinical correlates of OCD across the developmental 

trajectory using data from children, adolescents and adults, collected by the same 
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research group, using parallel measures of assessment across age groups wherever 

possible. 

Based on the research reviewed, in particular the findings from Geller et al.’s 

(2001a) study examining age-related clinical correlates of OCD, it was hypothesised 

that the sample of children will be predominantly male, and will have a higher 

familial aggregation of OCD and/or anxiety/depression in first-degree relatives. It is 

further hypothesised that there will be differences across age groups in terms of 

specific patterns of comorbidity, with children displaying higher rates of disruptive 

behaviour disorders, and tics, while adults will display higher rates of major 

depression. And finally, it is hypothesised that there will be age-related differences in 

terms of OCD severity, functional impairment, levels of insight and distress, and 

specific OCD symptoms. In sum, it is hypothesised that the clinical phenomenology 

associated with OCD will be discontinuous across the developmental trajectory.  

 

Aims and Hypotheses of Study 2 (Chapter 6) 

The second study investigates key cognitive processes demonstrated to be associated 

with the maintenance of OCD in adults, across specific age groups from childhood to 

adulthood, to identify which of these processes are specific to which developmental 

age groups. The aim of this study was to investigate whether OCD clients interpret 

threat in a similar way across the developmental trajectory. This study extends 

previous research by Barrett and Healy (2003a, 2003b) by examining the cognitive 

processing of threat across a sample of children, adolescents and adults through self-

report inventories and idiographic assessment tasks. 

Due to vast differences in the cognitive development of the three age groups, 

it was hypothesised that children, adolescents and adults will cognitively process 
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threat in dissimilar ways. Based on research to date with adults, it was hypothesised 

that increased chronological age will be associated with higher levels of 

responsibility for harm, probability of harm, severity of harm, thought suppression, 

TAF, self-doubt, and cognitive control as measured by self-report inventories and 

idiographic ratings of threat. 

 

General Methodology of Studies 1 and 2 

Ethical clearance for this research was obtained from the Griffith University Ethics 

Committee for Research with Humans and Animals. Studies 1 and 2 were conducted 

in parallel to a controlled research trial of CBT for childhood OCD, conducted at 

Griffith University’s Gold Coast and Mt Gravatt Campus, funded by the National 

Health and Medical Research Council (NHMRC; Barrett, Healy & March, in press). 

Children and adolescents who participated in studies 1 and 2 were aged between 6 

and 17 years, and were recruited through referrals from community mental health 

agencies, general practitioners, child mental health specialists, and through media 

announcements as part of the recruitment strategy for the controlled treatment trial of 

CBT. For involvement in studies 1 and 2, adults were recruited through co-joint 

advertising with the treatment trial, and were offered group-based CBT treatment for 

their participation in assessment procedures.  

Upon referral to these studies, interested parties (parents in the case of 

children and adolescents, and the actual client for the adult sample) were screened 

over the telephone to assess initial suitability for this research (see Appendix A). 

Participants were required to be 6 years to 17 years for involvement in the treatment 

trial, and 18 years or above for involvement in the adult group treatment study. 

Participants were required to be English speaking and not receiving any other 
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concurrent psychological intervention at the time of their involvement in this study. 

Children, adolescents and adults were selected into this study on the basis of a 

possible DSM-IV (APA, 1994) primary diagnosis of OCD. As a requirement of the 

treatment trial, there were exclusionary criteria for children and adolescents, 

including primary major depression or another primary anxiety disorder (in the 

absence of a co-primary OCD diagnosis), externalising disorders, Tourette’s 

syndrome, autistic spectrum disorder (ASD), schizophrenia, organic mental disorder 

or mental retardation.  Although participants who met any of these diagnostic 

exclusionary criteria were excluded from the treatment trial, children meeting criteria 

for comorbid externalising disorders or who evidenced motor or vocal tics in the 

absence of Tourette’s syndrome were included in the present study (once additional 

informed consent was obtained). The exclusionary criteria for adults were matched to 

those of children and adolescents. 

 After initial screening for suitability over the telephone, participants were 

invited into the clinic for a structured diagnostic interview to confirm suitability for 

these studies. Diagnostic interviews, using the Anxiety Disorders Interview Schedule 

(Parent Version, ADIS-P: Silverman & Albano, 1996; and Adult Version, ADIS-

Adult: Brown, Di Nardo & Barlow, 1994) were conducted with parents for the child 

and adolescent sample, and with the actual client themselves in the case of adults. 

Prior to diagnostic assessments, the benefits of the research and participants’ ethical 

rights were fully explained and written informed consent was obtained (see 

Appendix B). Clinically trained postgraduate students blind to the hypotheses of the 

research conducted these interviews. All diagnostic interviews were videotaped for 

the purposes of reliability analysis. Upon confirmation of diagnostic eligibility for 

participation in this study, the CY-BOCS / Y-BOCS clinical interviews were also 
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conducted during this first appointment. Questionnaires (not including cognitive self-

report forms) were given to adolescents, parents and adults to complete at home; 

however, postgraduate students assisted children with questionnaires during either 

the first or second clinic appointment to ensure each question was read accurately 

and understood by children. 

 Following the diagnostic interviews, a second appointment was booked in for 

participants to return to the clinic to complete the idiographic cognitive task 

assessments and cognitive self-report forms. Clinically experienced postgraduate 

students, trained in the assessment tasks, conducted all the assessment procedures for 

this study. Procedural guidelines were developed and followed by the postgraduate 

students to ensure instructions were standardised for each respondent. The 

postgraduate students assisted all participants in completing the cognitive self-report 

forms by providing standardised instructions and reading through each statement 

with participants. The students provided participants with further instruction when 

necessary, to ensure comprehension of each item.  

 The sample for study 1 consisted of 40 children aged 6 to 11 years, 44 

adolescents aged 12 to 17 years, and 41 adults aged 18 to 66 years. There were 23 

males and 17 females in the child group; 19 males and 25 females in the adolescent 

group; and 15 males and 26 females in the adult group. Study 2 consisted of two 

separate assessment procedures: idiographic cognitive assessment tasks and a self-

report assessment package. The entire sample completed the idiographic cognitive 

assessment task; however, as the self-report package was developed after 

commencement of the treatment trial, only a proportion of the entire sample 

completed these. The entire sample for study 2 consisted of 34 children, 39 

adolescents, and 38 adults.  
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  Following these assessments, all children and adolescents who were eligible 

for inclusion in the treatment trial were offered the free individual or group CBT. As 

appreciation for participation in this research, adult participants were also offered 

group CBT. Participants who were not eligible for inclusion in the treatment trial 

and/or this study were referred to either a community mental health clinic or the 

university Psychology Clinic for appropriate treatment. 

 The design and methodology for each study are further discussed in chapters 

5 and 6. Finally, general research conclusions, theoretical implications and 

suggestions for future research are discussed in chapter 7. 
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CHAPTER 5 

Obsessive-Compulsive Disorder Across the Developmental Trajectory: 

Clinical Correlates in Children, Adolescents, and Adults 

Obsessive-compulsive disorder (OCD), once considered as solely an adult disorder, 

affects as many as 2 to 3% of children (Rapoport et al., 2000; Zohar, 1999), 

suggesting childhood OCD is at least as prevalent as adult OCD (Degonda, Wyss, & 

Angst, 1993; Flament et al., 1988; Karno, 1988; Kolada, Bland, & Newman, 1994; 

Rasmussen & Tsuang, 1986; Valleni-Basile et al., 1994). For adults and children 

alike, OCD is a chronic and debilitating anxiety condition which impacts on social, 

emotional and vocational/academic functioning. OCD in adulthood is frequently 

associated with impairment in general functioning, with disruptions to gainful 

employment (Leon et al., 1995), as well as marital and interpersonal difficulties 

(Emmelkamp et al., 1990; Riggs et al., 1992). Similarly, childhood OCD is 

associated with impaired school performance (Toro et al., 1992; Piacentini, 

Bergman, Keller, & McCracken, in press), poor peer relationships (Allsopp & 

Verduyn, 1990), and disruption to family life, including significant parental and 

sibling distress (Calvocoressi et al., 1995; Cooper, 1996; Barrett et al., 2001).  

The remarkable similarities in clinical phenomenology between childhood 

and adult OCD have guided researchers to assume that OCD is a continuous 

disorder, with little or no variation in presentation across different age groups. 

However, research over the past decade into childhood OCD provides evidence to 

suggest that a number of inconsistencies exist between the clinical presentation of 

childhood OCD and of adult OCD, which raises questions about the developmental 

continuity of OCD across the lifespan (e.g., Geller et al., 1998). 
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Research examining age of onset highlights variation across age groups in the 

mean age of onset of this disorder. Numerous studies have reported children as 

young as 2 or 3 years of age developing OCD, although the majority of juvenile 

cases appear between ages 8 and 11 years (Allsop & Verduyn, 1990; Hanna, 1995; 

Rapoport et al., 1992; Riddle et al., 1990; Toro et al., 1992). In contrast, adult OCD 

studies report mean age of onset at approximately 21 years of age (Burke et al., 1990; 

Karno et al., 1988; Minichiello et al., 1990; Pauls et al., 1995; Rasmussen & Eisen, 

1992; Thyer et al., 1985). These mixed findings suggest that there may be a bimodal 

incidence pattern across the developmental trajectory, with one peak of onset at 

approximately 10 years of age and another during young adulthood. 

Research suggests there may also be variation across gender in age of onset, 

with boys more likely to have prepubertal onset, whereas girls may have a pubertal 

or adolescent onset. Most studies note a male predominance in children (2:1), with 

the gender distribution becoming more equal in adolescence (Hanna, 1995; Swedo et 

al., 1989). In one study examining developmental differences in clinical correlates of 

OCD, both child and adolescent groups demonstrated a clear male preponderance 

(i.e., 67% and 64% respectively; Geller et al., 2001a) in comparison to an adult 

control group (46% males).  In adult samples there tends to be an equal gender 

distribution or possibly even a slight female predominance (Karno et al., 1988). 

Research has shown possible developmental differences in terms of 

comorbidity associated with OCD. While anxiety and mood disorders other than 

OCD are highly prevalent comorbid diagnoses across all age groups, there may be 

variation in the types of comorbid anxiety and mood disorders experienced across 

age groups. Although comorbid depression is common in juvenile OCD, with 

prevalence rates ranging from 20% to 73% (Flament et al. 1990; Geller et al., 1996), 
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Geller et al. (2001a) found that comorbid major depression was significantly more 

prevalent in adults than juveniles, with 78% of adults having a diagnosis compared to 

39% of children and 62% of adolescents. 

Tourette’s syndrome and tics also frequently co-occur with OCD; however, 

they tend to occur more so in children than in adolescents and adults. One study 

found that Tourette’s syndrome occurred in 25% of children in comparison to only 

9% of adolescents and 6% of adults (Geller et al., 2001a). There is inconsistency 

between studies reporting the rate of comorbid disruptive behaviour disorders in 

children with OCD.  Some studies report relatively low rates of co-occurrence, for 

example 10% of children meeting criteria for a disruptive behavioural disorder such 

as attention deficit hyperactivity disorder (ADHD) or oppositional defiant disorder 

(ODD) (Swedo et al., 1992; Thomsen, 1994). Other studies by Geller and colleagues 

(1996; 2001a, 2001b) report co-occurrence of OCD and disruptive behaviour 

disorders (including ADHD and ODD) as high as 57% for children and 47% for 

adolescents, with non-existent rates of comorbidty in adult samples (Geller et al., 

2001a). Geller and colleagues (2001b) suggest that the significantly lower rates of 

comorbidity with disruptive behaviour disorders found in other child samples might 

be the result of strict exclusion criteria often used in studies that involve treatment 

outcome. Geller et al. (2001b) argue that selection criteria used in treatment studies 

often exclude children with comorbid Tourette’s syndrome, which is frequently 

associated with ADHD. Therefore, the lower rates of ADHD comorbidity in previous 

investigations might be the result of the under-representation of children and 

adolescents with comorbid Tourette’s syndrome and associated ADHD (Geller et al., 

2001b). Other higher than expected co-occurrence rates for childhood OCD include 

pervasive developmental disorders, body dysmorphic disorder, trichotillomania, 
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anorexia nervosa, neurological disorders and general paediatric conditions (AACAP, 

1998). In adults, the occurrence of substance abuse/dependence and eating disorders 

is more frequent than in children or adolescents (Geller et al., 2001a). 

In the only study to date that has examined clinical correlates and symptoms 

of OCD across distinct age groups (i.e., children, adolescents and adults), Geller et 

al. (2001a) found that children, adolescents and adults vary in the types of symptoms 

that are experienced. In this study, children and adolescents displayed more 

aggressive obsessions than adults; children experienced fewer sexual obsessions than 

adolescents and adults; adolescents reported more religious obsessions than both 

children and adults; and children reported more hoarding compulsions than 

adolescents and adults (Geller et al., 2001a).  

Although it is widely recognised that OCD tends to run in families, research 

evidence suggests that there might be a stronger familial trend associated with early 

onset OCD than with adult onset OCD. A recent study by Nestadt et al. (2000) 

examined the familial nature of OCD by comparing the prevalence of OCD in the 

first-degree relatives of 80 OCD patients and 73 community controls. The relatives 

of the OCD patients were found to have higher rates of OCD compared to relatives 

of the controls (i.e., 11.7% in comparison to 2.7%). Furthermore, age of onset of 

OCD was strongly related to the familial trend. The prevalence of OCD in relatives 

of early onset OCD (i.e., onset between the ages of 5 and 17 years) was 13.8%, 

compared to late onset OCD (i.e., 18 to 41 years), where there were no cases reported 

of relatives with OCD.   

This research provides some evidence that OCD might be associated with 

different clinical correlates across the developmental trajectory. In particular, there 

appears to be a bimodal distribution in terms of the age of onset of the disorder, with 
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one peak during late childhood and another peak during early adulthood. 

Furthermore, there appears to be a male predominance in OCD cases during 

childhood and adolescence compared to adulthood. Children, adolescents and adults 

also appear to vary in terms of the types of symptoms associated with OCD and in 

the types of comorbid diagnoses. And finally, evidence suggests that there is a 

stronger familial trend associated with early onset OCD than with adult onset OCD.  

Examining age-related differences in clinical correlates of OCD addresses 

whether the disorder is continuous across the developmental trajectory or, rather, 

whether it presents as different subtypes at different stages in development. This 

study aims to assess the developmental continuity of OCD across three distinct age 

groups. This is the first study found in the research that examines cross-sectional 

clinical correlates of OCD across the developmental trajectory, using data from 

children, adolescents and adults collected by the same research group and using 

parallel measures of assessment across age groups wherever possible. 

 Based on the research reviewed, particularly the findings of the study by 

Geller et al. (2001a) examining age-related clinical correlates of OCD, it is 

hypothesised that the sample of children will be predominantly male and will have a 

higher familial aggregation of OCD and/or anxiety/depression in first-degree 

relatives. It is further hypothesised that there will be differences across age groups in 

terms of specific patterns of comorbidity, with children displaying comorbid 

separation anxiety disorder, disruptive behaviour disorders, and tics, and adults 

displaying higher rates of major depression. And finally, given that children and 

adolescents are faced with different social, emotional and cognitive developmental 

demands, it is hypothesised that there may be age-related differences in terms of 

OCD severity, functional impairment, levels of insight and distress, and specific 



OCD across the developmental trajectory    155 

OCD symptoms. In sum, it is hypothesised that the clinical phenomenology 

associated with OCD will be discontinuous across the developmental trajectory.  

 

Method 

Participants 

Children and adolescents aged between 6 and 17 years were recruited through 

referrals from community mental health agencies, general practitioners and child 

mental health specialists, and through media announcements as part of the 

recruitment strategy for a controlled treatment trial of cognitive-behavioural therapy 

(CBT) for child and adolescent OCD being run at Griffith University (Barrett et al., 

in press). For involvement in this study, adults were recruited through co-joint 

advertising with the treatment study and were similarly offered free CBT treatment 

following an assessment phase. Children, adolescents and adults were selected into 

this study on the basis of a DSM-IV (APA, 1994) primary diagnosis of OCD.  

As a requirement of the treatment trial there were exclusionary criteria, 

including primary major depression or another primary anxiety disorder (in the 

absence of co-primary OCD), externalising disorders (in the absence of co-primary 

OCD), Tourette’s syndrome (comorbid tics or tic disorders were acceptable), autistic 

spectrum disorder (ASD), schizophrenia, organic mental disorder and mental 

retardation. Exclusionary criteria for the adult sample matched the criteria for the 

child treatment trial. The sample for this study consisted of 40 children aged 6 to 11 

years (M = 9.43; SD = 1.60), 44 adolescents aged 12 to 17 years (M = 14.00; SD = 

1.64), and 41 adults aged 18 to 66 years (M = 32.10; SD = 12.23).  
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Measures   

The Anxiety Disorders Interview Schedule for DSM-IV; Parent Version; Adult 

Version (ADIS-P: Silverman & Albano, 1996; ADIS-Adult: Brown et al., 1994). The 

ADIS-P is a semi-structured interview designed specifically to diagnose anxiety 

disorders in children and adolescents and to differentiate these from other 

internalising and externalising disorders (Silverman & Eisen, 1992). Although the 

ADIS-P screens primarily for anxiety disorders, mood disorders and externalising 

disorders, it also includes brief screens of other childhood disorders such as 

pervasive developmental disorders, schizophrenia, somatoform disorders and eating 

disorders. Similarly, the ADIS-Adult was developed to establish reliable diagnosis of 

the DSM-IV (APA, 1994) anxiety, mood, somatoform and substance-use disorders 

and to screen for the presence of other conditions such as psychotic disorders.  

The ADIS includes interference ratings ranging from 0 (no interference) to 8 

(severely disabling) that are useful for determining whether symptoms impair 

functioning and are indicative of a clinical diagnosis, as well as for discriminating 

primary diagnoses from secondary, less severe, comorbid conditions. To meet DSM-

IV (APA, 1994) criteria for a clinical diagnosis, symptoms for any given diagnostic 

category were required to have an interference rating of four (definitely disabling) or 

higher (clinical diagnoses). In instances where participants met criteria for more than 

one clinical diagnosis, the principal diagnosis was the one that received the highest 

interference rating. ADIS-P interviews were conducted with parents alone, which in 

the majority of cases involved mothers only. In cases where fathers were also 

present, any disagreement between parents was discussed and a consensus agreement 

was decided upon with the assistance of the interviewer. There were no cases where 

parents disagreed on the presence of a diagnostic category. ADIS-Adult interviews 
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were conducted with the adult OCD client, either in the presence of their 

parent/partners or alone, depending on each client’s preference. Disagreement in 

symptom reporting between adults and their parents or partner was dealt with in the 

same way as described earlier. 

Studies that have examined the psychometric properties of the ADIS-P have 

shown excellent inter-rater reliability (i.e., r = 0.93; Silverman & Nelles, 1988) and 

good re-test reliability (i.e., r = 0.67 over 10- to 14-day period; Silverman & Eisen, 

1992). Research has also shown the ADIS-P to have good construct validity as a 

measure of DSM-IV anxiety disorders in children and adolescents (Tracey, Chorpita, 

Douban, & Barlow, 1997). Wood, Piacentini, Bergman, McCracken, & Barrios 

(2002) found good convergent validity between ADIS-P diagnoses and empirically-

derived factor scores from the Multidimensional Anxiety Scale for Children (MASC; 

March, 1998) for social phobia (r = 0.64), SAD (r = 0.68) and panic disorder (r = 

0.72). Likewise, the ADIS-Adult has demonstrated good to excellent inter-rater 

reliability across the majority of diagnostic categories (i.e., r = 0.67 MDD to 0.86 

specific phobia; Brown et al., 2001). Poor inter-rater reliability was shown for 

dysthymia (i.e., r = 0.22); however, numbers within the sample that met criteria for 

this disorder were insufficient (i.e., n = 15), hence this result should be interpreted 

with caution (Brown et al., 2001). To date there are no published studies on the 

validity of the ADIS-IV adult interview.  

All diagnostic interviews were videotaped, and inter-rater reliability was 

conducted across 25% of all ADIS-P and ADIS-Adult interviews to assess reliability 

of diagnoses. Inter-rater reliability was conducted using the kappa statistic. 

Reliability was calculated for each diagnostic category for both the ADIS-P 

interviews and the ADIS-Adult interviews. For the ADIS-P interviews, reliability 
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ranged from adequate agreement (i.e., κ = 0.63 for social phobia; κ = 0.86 for GAD) 

to excellent agreement (i.e., κ = 1.00 for all other diagnostic categories including 

OCD), with the overall mean kappa for diagnostic reliability indicating excellent 

inter-rater agreement (κ = 0.96). For the ADIS-Adult interviews, inter-rater 

reliability ranged from adequate (i.e., κ = 0.62 for social phobia and GAD; κ = 0.74 

for MDD) to excellent agreement (i.e., κ = 1.00 for all other diagnostic categories 

including OCD). The ADIS-Adult interview proved to be as reliable as the ADIS-P, 

with the overall mean kappa for diagnostic reliability being 0.89, indicating excellent 

inter-rater reliability. In cases of disagreement between raters, the two clinicians 

reviewed the interview together and assigned a consensus diagnosis for research 

purposes. 

Children’s Yale-Brown Obsessive-Compulsive Scale & Yale-Brown 

Obsessive-Compulsive Scale (Y-BOCS: Goodman et al., 1989a; CY-BOCS: Scahill 

et. al., 1997). The C/Y-BOCS is a widely used, clinician rated, semi-structured 

interview, assessing severity of OCD symptomatology. The Y-BOCS was developed 

specifically to measure the severity of obsessive-compulsive symptomatology in 

adults, irrespective of the type of symptoms present at the time of assessment 

(Goodman et al., 1989a). The child version was developed as a result of the 

popularity of the Y-BOCS (Scahill et. al., 1997), and differs from the Y-BOCS only 

in the use of language and examples used to describe common symptoms.  

The C/Y-BOCS rates severity of obsessions and compulsions across five 

scales: (a) time occupied by symptoms, (b) interference, (c) distress, (d) resistance, 

and (e) degree of control over symptoms, and also provides a total severity score. 

Ratings are made on 5-point likert-scales, ranging from 0 (no symptoms) to 4 

(extreme symptoms), with total scores ranging from 0 to 40. Separate subtotals are 
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calculated across the five scales for severity of obsessions and compulsions. Cut-offs 

generally used in evaluating the C/Y-BOCS total score are: (a) mild (10-18; distress 

but not necessarily functional impairment), (b) moderate (19-29; distress and 

functional impairment), and (c) severe (30 or above; severe distress and serious 

impairment; March & Mulle, 1998). The C/Y-BOCS includes another six items that 

investigate associated features of OCD; however, these items are not included in the 

total score since they are not considered core features of OCD (Goodman, et al., 

1989a). These additional investigative items assess insight, avoidance, 

indecisiveness, pathological responsibility, pathological slowness, and pathological 

doubting. The CY-BOCS was administered to the child and adolescent alone whilst 

the parents were interviewed with the ADIS-P, and the adults were administered the 

Y-BOCS either alone or in the presence of their parent/partner, depending on 

individual preferences.  

Both the Y-BOCS and the CY-BOCS have demonstrated reasonable to 

excellent reliability and validity data (Y-BOCS: Goodman et al., 1989a; CY-BOCS: 

Scahill et. al., 1997). The CY-BOCS has demonstrated excellent internal consistency 

(r = 0.87) and good to excellent inter-rater reliability across total score, obsession 

subscale and compulsion subscale (r =  0.84; 0.91; and 0.66; respectively) (Scahill et 

al., 1997). The CY-BOCS has also shown good convergent validity with the Leyton 

survey (r = 0.62) and good divergent validity with both the Children’s Depression 

Inventory (r = 0.34) and the Children’s Manifest Anxiety Scale (r = 0.37) (Scahill et 

al., 1997). Inter-rater reliability coefficients for the Y-BOCS across items, subtotals 

and total scores range from 0.86 to 0.98 (Goodman et al., 1989a). Internal 

consistency across items of the Y-BOCS range from 0.88 to 0.91, indicating 

excellent reliability and homogeneity of the measure (Goodman et al., 1989a). The 



OCD across the developmental trajectory    160 

total score for the Y-BOCS has been shown to be significantly correlated with other 

measures of OCD severity (i.e., NIMH-OC, r = 0.67; CGI-OCS, r = 0.74; Goodman 

et al., 1989b) and weakly correlated with depression and anxiety in a sample of 

outpatients with minimal depressive symptoms (i.e., r = 0.38; 0.11; respectively; 

Goodman et al., 1989b). 

Conners March Developmental Questionnaire (Conners & March, 1996; see 

Appendix C).  The Conners March was originally developed as a clinic demographic 

intake self-report assessment to be completed by parents prior to the commencement 

of treatment. This measure was used in the current study as a semi-structured 

interview to elicit detailed information regarding the history of OCD, including age 

at onset, triggering events, and family psychiatric history (including clinical or 

subclinical current/past OCD, anxiety and depression). The Conners March also 

includes standard demographic information, including family’s nationality, marital 

status and family constellation, family income, child’s academic history and school 

performance, child’s psychological and pharmacological treatment history, mother’s 

prenatal health and birth information, child’s medical history, and child’s 

developmental history. An adult version of this questionnaire was developed for use 

with adult clients in this study (see Appendix C). The items included on the adult 

version were parallel to the child version, with only a few minor adjustments, 

including the addition of a question inquiring about current employment and the 

exclusion of mother’s prenatal health and birth information. In addition, less detail 

was required for developmental history and academic history on the adult form. 

There have not been any psychometric studies conducted on the Conners March 

Developmental Questionnaire.  
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The State Trait Anxiety Inventory; STAI for Children (STAI: Spielberger, 

Gorsuch, Lushene, Vagg, & Jacobs, 1983; STAIC; Spielberger et al., 1973; see 

Appendix D). The STAI/C comprises two separate self-report scales which measure 

state anxiety (20 items) and trait anxiety (20 items). The state anxiety scale measures 

transitory anxiety states that fluctuate depending on the level of stress experienced in 

a given situation. Questions on this scale assess how participants feel at a particular 

moment in time. The STAIC state anxiety scale responses are rated on a 3-point 

likert-scales ranging from 1 (not at all) to 3 (very much). For adults, the STAI rates 

state anxiety on a 4-point likert-scales ranging from 1 (not at all) to 4 (very much so). 

The trait anxiety scale measures relatively stable trait-like individual differences in 

anxiety disposition. This scale assesses how participants generally feel, and rates 

responses on a 3-point likert-scales for the STAIC (i.e., from 1 = never to 3 = often) 

and on a 4-point likert-scales for the STAI (i.e., from 1 = almost never to 4 = almost 

always).  

Given that the STAIC and STAI responses are rated on different scales, the 

range for total scores on the STAIC state and trait anxiety (i.e., range = 20 to 60) are 

not equivalent to the total scores for STAI state and trait anxiety (i.e., range = 20 to 

80). For the purpose of age comparisons on total trait anxiety scores, this study 

converted each participant’s raw score to a t-score based on the normative data for 

each age group and across gender (see corresponding manual for normative data; 

STAI: Spielberger et al., 1983; STAIC: Spielberger et al., 1973). 

The STAIC is a widely used measure in clinical research with anxious 

children and has demonstrated good test-retest reliability (r = 0.63 - 0.72; Finch, 

Kendall, Montgomery, & Morris, 1975). One study (Platzek, 1970) has supported the 

concurrent validity of the STAIC, with high correlations between the STAIC and the 
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Children’s Manifest Anxiety Scale (r = 0.75) and the General Anxiety Scale for 

Children (r = 0.63). Studies of discriminant validity of the STAIC have varied, 

however, with some studies questioning its ability to discriminate between anxiety 

and other disorders (e.g., Perrin & Last, 1992). Studies of test-retest reliability of the 

STAI have shown good to excellent reliability, with correlation coefficients ranging 

from 0.65 to 0.86 across a number of samples for trait anxiety scores (see Spielberger 

et al., 1983).  

Beck Depression Inventory; Children’s Depression Inventory (BDI: Beck, 

Rush, Shaw, & Emery, 1979; CDI: Kovacs, 1992; see Appendix E). The BDI 

comprises 21 items assessing symptoms of depression, scored 0 (absence of 

symptom), 1 (mild symptom), 2 (moderate symptom), or 3 (severe symptoms), with 

higher scores indicating increasing severity and a total score that ranges from 0 to 63. 

The CDI consists of 27 items assessing depression on a scale from 0 (no symptoms) 

to 2 (definite symptoms), with total scores ranging from 0 to 54. Because the BDI / 

CDI differ in total number of items, as well as on rating scale, total raw scores were 

converted into t-scores based on normative data sensitive to age and gender of each 

participant (see manual for normative data; BDI: Beck, Steer, & Brown, 1996; CDI: 

Kovacs, 1992).  

The extensive use of the BDI / CDI in clinical and experimental research has 

provided ample data to support the reliability and validity of these measures (see 

Kovacs, 1992; Beck, Steer & Garbin, 1988).  The CDI has demonstrated good 

internal consistency across a number of samples, with reliability coefficients ranging 

from 0.71 to 0.87 (Kovacs, 1983). The CDI has also shown acceptable stability over 

time, with test-retest reliability estimates across samples ranging from 0.41 

(Smucker, Craighead, Craighead, & Green, 1986) to 0.87 (Saylor et al., 1984). In 
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regard to concurrent validity, studies have shown that the CDI correlates 

significantly with lowered self-esteem, as measured by the Coopersmith Inventory (r 

= -0.67 for girls; r = -0.72 for boys; Green, 1980). The BDI has shown excellent 

internal consistency across both an outpatient sample (r = 0.92) and a sample of 

college students (r = 0.93) (see Beck et al., 1996). A study examining the test-retest 

reliability of the BDI has provided evidence of excellent stability over time (r = 0.93; 

see Beck et al., 1996). The BDI has demonstrated adequate convergent validity with 

the Beck Hopelessness Scale (r = 0.68) and the Hamilton Psychiatric Rating Scale 

for Depression (r = 0.71), and adequate discriminant validity with the Hamilton 

Rating Scale for Anxiety (r = 0.47) (see Beck et al., 1996).  

  Child OCD Impact Scale – Child/Adolescent Report (COIS; Piacentini et al, 

in press; see Appendix F); Adult OCD Impact Scale (adapted from the COIS; see 

Appendix F). The Child OCD Impact Scale assesses the impact of OCD on 

psychosocial functioning. This measure includes 20 items each across three domains, 

rated on a 4-point likert-scales, and has child and parent parallel forms. An adult 

version of the COIS was adapted by the author (LH) from the child report form for 

use in the present investigation. The adult version parallels each item of the COIS 

with the following exception: items assessing school situations on the COIS were 

altered to cover contextually-similar work-related situations. The Child and Adult 

OCD Impact Scales assess three domains of impairment including school 

(child)/work (adult), social, and family/home. Four additional items assess the global 

impact of OCD on school/work, home, social, and going out. Studies using the child 

COIS have shown excellent internal consistencies for the three subscales and the 

total score (range r = 0.78 to 0.85; Piacentini et al., 2001), and good convergent 

validity between the COIS total score and the CY-BOCS (r = 0.46) and CBCL 
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internalising scale (r = 0.40) (Piacentini et al., 2001). Internal consistency was 

examined for the Adult OCD Impact Scale using data from the current study. 

Analysis revealed excellent internal consistency across all scales and the total score 

(i.e., work r = 0.87; social r = 0.95; home r = 0.90; total r = 0.94).  

 

Procedure 

Following referral to the university clinic, participants eligibility for inclusion into 

this project was conducted via a screening interview over the telephone. This 

interview asks questions assessing the likelihood of an OCD diagnosis, as well as 

questions assessing the exclusion criteria (refer Appendix A). The aims and 

procedures of the research were fully explained to the participants (i.e., parents in the 

case of children and adolescents; adult participants directly) during this interview.  

Participants who were thought to be eligible for inclusion were invited into the clinic 

for diagnostic assessments (i.e., ADIS-P/ADIS-Adult interviews and child/client 

C/Y-BOCS interviews). Written informed consent was obtained at the beginning of 

the clinic assessment (refer Appendix B). Clinically trained postgraduate students 

blind to the hypotheses of the research conducted these interviews.  

 Following diagnostic interviews and C/Y-BOCS interviews, parents (for child 

and adolescent participants) and adult clients were interviewed regarding history of 

OCD, demographics, developmental history, family psychiatric history, and 

treatment history using the Conners March Developmental Questionnaire – or its 

adapted adult client version. While parents completed this interview, children were 

assisted by anther postgraduate researcher to complete the CDI, STAIC, and COIS 

self-report inventories. Adults completed these questionnaires, either directly after 
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the interview or later at home, and returned them by post or at the time of their next 

visit to the clinic for treatment (within two weeks of assessment).  

 Following these assessments, all children and adolescents who were eligible 

for inclusion in the treatment trial were randomly assigned to either individual or 

group cognitive-behavioural treatment. Following assessment, all adult participants 

were also offered group CBT. Participants who were not eligible for inclusion in the 

treatment trial and/or this study were referred to either a community mental health 

clinic or the university psychology clinic for treatment. 

 

Results 

Analyses of between subject comparisons across age groups (i.e., children, 

adolescents, adults) were made using chi-square tests for categorical data, and one-

way ANOVAs with Tukey’s post-hoc tests for continuous data. Participant numbers 

varied across analyses due to missing data, typically the result of incomplete 

questionnaires, difficulties with recalling information for retrospective interview 

questions (such as age of onset), and/or parental refusal to disclose personal 

information (such as family history of psychiatric illness). Furthermore, the OCD 

Impact scales were not included in the original assessment protocol for this study, 

hence participant numbers on this measure are substantially lower. 

 Multiple comparisons were conducted across variables, which may 

potentially result in increased type 1 error across analyses. Statisticians have 

traditionally agreed that controls for experimentwise error rate should be invoked to 

ensure type 1 error is controlled across multiple comparisons; however, more 

recently it has been argued that controlling for chance effects (e.g., using traditional 

Bonferroni methods) should not be routinely employed when sample sizes are small, 
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as such controls further reduce statistical power and can increase type 2 errors 

(Jaccard & Guilamo-Ramos, 2002). Therefore, at the risk of increased type 1 error 

across comparisons, this study did not employ traditional Bonferroni methods. 

 

Demographics, Onset and Family History  

Table 1 describes demographic data, onset of OCD data and family history of OCD, 

anxiety and depression across age groups. Although there was no significant 

difference across groups on gender, the data shows male predominance during 

childhood (58%), with a shift to female preponderance during adolescence (57%) 

and adulthood (63%). There were 23 males and 17 females in the child group; 19 

males and 25 females in the adolescent group; and 15 males and 26 females in the 

adult group. Age of onset varied significantly across the three groups (F(2,94) = 

71.68; p < 0.001), with three distinct times of onset occurring at 7 years, 10 years and 

21 years (p < 0.05). There was no difference across child, adolescent and adult 

groups for the number of participants experiencing precipitating events prior to onset 

(i.e., 74% vs. 67% vs. 73%). Of those who reported a precipitating event, 28% 

reported school/work related stressful event, 22% reported family related stressor, 

16% reported illness or injury to self or others, 15% reported death of a family 

member of friend, and the remaining 15% reported another unspecified type of event 

prior to onset.  

There were no differences across groups on mother or father psychiatric 

history.  There were group differences on sibling history of depression (χ2 (2,97) = 

0.258; p < 0.05), with children and adolescents having significantly fewer siblings 

with current or past symptoms of depression (p < 0.05) in comparison to siblings of 

adult clients. 
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Table 1  
 
Demographics, onset of OCD and family history 
 
 

 Children  Adolescents      Adults 
      
  M SD  M SD  M SD    p 
         
 
Age at onset 7.38 2.61  10.81 2.86  21.45 7.42    <0.001a,b,c

 
  n %  n %  n %     p 

 

Male  23 58  19 43  15 37   0.16 

Prec. Event 20 74  24 67  24 73   0.78 

Mother OCD   5 19    5 14    9 27   0.35 

Father OCD   2   7    5 14    7 21   0.31 

Mother Anx. 11 39    7 19    8 24   0.17 

Mother Dep.   6 21    8 22  11 33   0.45 

Father Anx.   5 19    6 16      7 21   0.87 

Father Dep.   4 15    6 16    2   6   0.39 

Sibling OCD   1   4    4 11    4  12   0.49 

Sibling Anx.   6 22    6 16    7 21   0.80 

Sibling Dep.   1   4    2   4    7 21 <0.05b,c

 
Note: onset = age when symptoms became obvious and represented problem 
 prec. event = precipitating event associated with OCD onset 
 mother/father/sibling OCD = current/past history of clinical/sub-clinical OCD 
 mother/father/sibling anx. = current/past anxiety diagnosis or symptoms 
 mother/father/sibling dep. = current/past depression diagnosis or symptoms 
 a Significance between children and adolescents (p < 0.05) 

b Significance between children and adults (p < 0.05) 
c Significance between adolescents and adults (p < 0.05) 
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OCD Symptoms 

In the majority of cases, children, adolescents and adults similarly reported both 

multiple obsessions (i.e., 92% vs. 98% vs. 98%) and multiple compulsions (i.e., 95% 

vs. 100% vs. 98%). Table 2 illustrates there were, however, several differences 

between groups in the reported frequency of particular obsessions and compulsions. 

Groups differed in the frequency of reported contamination obsessions (χ2 (2, 123) = 

0.251; p < 0.05), sexual obsessions (χ2 (2,123) = 0.252; p < 0.05) and somatic 

obsession (χ2 (2,123) = 0.250; p < 0.05).  Adolescents had significantly higher rates 

of contamination obsessions in comparison to both children and adults, who did not 

differ from each other (p < 0.05). Children reported significantly fewer sexual 

obsessions and somatic obsessions in comparison to adults (p < 0.05).  

Groups were also significantly different in the frequency of reported washing 

compulsions (χ2 (2,123) = 0.351; p < 0.05) and checking compulsions (χ2 (2,123) = 

0.301; p < 0.05). Adolescents reported higher rates of washing compulsions in 

comparison to both children and adults, who did not differ from each other (p < 

0.05). Children also reported significantly fewer checking rituals than both 

adolescents and adults (p < 0.05). 
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Table 2   
 
OCD symptoms across age groups 
 
 

  Children  Adolescents  Adults 
     (n = 39)     (n = 43)  (n = 41) 
 
Symptom n %  n %  n %      p 
         
 
Obsessions 

Multiple Ob. 36 92  42 98  40 98   0.38  
 
Contamination 27 69  40 93  31 76 <0.05a,c

Aggressive 29 74  37 86  33 81   0.41 
Sexual    3   8    7 16  13 32 <0.05b

Hoarding 11 28  19 42  21 51   0.10 
Superstitious   9 23  15 35  10 24   0.42 
Somatic 11 28  21 49  24 59 <0.05b

Religious 13 33  23 54  18 44   0.19 
Miscellaneous 21 54  24 56  28 68   0.36 
 
 
Compulsions 

Multiple Com. 37 95  43 100  40 98   0.32  
 
Washing 19 49  38 88  26 63 <0.005a,c

Checking 25 64  38 88  39 90 <0.005a,b

Repeating 21 54  31 72  29 71   0.16 
Counting 12 31  19 44  22 54   0.12 
Ordering 20 51  18 42  24 59   0.31 
Hoarding 16 41  19 44  20 49   0.78 
Superstitious 12 31  15 35  15 37   0.85 
Reassurance 20 51  27 63  26 63   0.46 
Miscellaneous 30 77  39 91  38 93   0.08  
 
 
Note: n = number of participants who endorsed at least one symptom from each of 

the above C/Y-BOCS symptom sub-types 
 multiple ob. = multiple obsessions 
 multiple comp. = multiple compulsions 

a Significance between children and adolescents (p < 0.05) 
b Significance between children and adults (p < 0.05) 
c Significance between adolescents and adults (p < 0.05) 
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OCD Symptom Characteristics 

Table 3 displays group means and standard deviations for C/Y-BOCS sub-scales and 

total scores, depression and anxiety t-scores, and OCD impact scores across 

school/work, social and home/family subscales. There were significant differences 

across age groups on mean C/Y-BOCS severity scores for obsessions (F(2,121) = 

6.57; p < 0.005), compulsions (F(2,121) = 10.35; p < 0.001) and total scores 

(F(2,121) = 9.73; p < 0.001). Children and adolescents, who did not differ in severity 

of OCD, were rated significantly less severe on obsessions, compulsions, and total 

C/Y-BOCS scores in comparison to adults (p < 0.05).  

On the C/Y-BOCS sub-scales, groups differed significantly on clinician 

ratings of insight (F(2,121) = 8.76; p < 0.001), avoidance (F(2,121) = 5.26; p < 

0.01), indecisiveness (F(2,121) = 3.95; p < 0.05), pathological responsibility 

(F(2,121) = 4.97; p < 0.01), and pathological doubting (F(2,121) = 12.69; p < 0.001). 

Children and adolescents displayed significantly less insight in comparison to adults 

(p < 0.05). Children displayed significantly less avoidance, indecisiveness, and 

responsibility in comparison to adults (p < 0.05). Children further displayed 

significantly less doubt than both adolescents and adults (p < 0.05). There were no 

group differences on C/Y-BOCS ratings of slowness.  

 Although the age groups did not differ on self-reported levels of depression, 

there were significant group differences across self-reported levels of trait anxiety 

based on t-scores derived from normative data across gender and age categories (F 

(2,111) = 42.95; p < 0.001). Post-hoc tests revealed that children displayed 

significantly less anxiety than adolescents and adults and, furthermore, that 

adolescents displayed significantly less anxiety in comparison to adults (p < 0.05). 
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 Groups also differed in the degree of functional impairment experienced 

across social settings (F (2, 74) = 5.82; p < 0.005). Post-hoc tests illustrated that 

children experienced significantly less social impairment as a result of OCD in 

comparison to adults (p < 0.05). There were no other differences across groups on 

functional impairment. 

 
Table 3    
 
OCD symptom severity, associated distress and impairment  
 

Children (n = 40) Adolescents (n = 44)     Adults (n = 40) 
       
  M SD  M SD  M SD      p 
         
YBOCS ob. 10.48 4.06  11.32 3.37  13.60 4.53 <0.005b,c

 
YBOCS com. 11.13 4.03  11.09 3.77  14.50 3.86 <0.001b,c

 
YBOCS total 21.60 7.15  22.41 6.38  28.08 8.02 <0.001b,c

 
Insight  1.65 0.95  1.43 0.79  0.93 0.62 <0.001b,c

 
Avoidance 1.18 0.96  1.55 0.95  1.93 1.19 <0.01b 
  
Indecisiveness 1.20 1.02  1.41 1.21  1.90 1.19 <0.05b

 
Responsibility 1.10 0.90  1.43 1.09  1.85 1.19 <0.01b

 
Slowness 1.27 1.68  1.09 0.98  1.70 1.20   0.10 
 
Doubting 1.02 0.80  1.73 1.21  2.23 1.14 <0.001a,b

 
Depression 47.84 12.40  50.77 11.31  51.97 10.93   0.324 
 
Anxiety 43.36 10.10  53.65 14.14  69.83 12.36 <0.001a,b,c

 
Impact – voc. 7.30 5.98  11.46 12.13  11.50 9.66   0.265 
 
Impact – soc.   7.15 7.73  10.96 9.88  17.76 14.09 <0.005b

 
Impact – fam.  9.00 6.80  13.33 11.66  13.58 11.21   0.261 
 
Note:  YBOCS ob. = total obsession subscale score from C/Y-BOCS 
 YBOCS com. = total compulsion subscale score from C/Y-BOCS 
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Ratings of insight, avoidance, indecisiveness, responsibility, slowness and doubting 
based on clinical judgment from C/Y-BOCS interview. 
Depression = mean t-score derived from normative data sensitive to age and gender 
Anxiety = mean t-score derived from normative data sensitive to age and gender 
Impact – voc. = OCD Impact Scale school / work scale  
Impact – soc. = OCD Impact Scale social scale  
Impact – fam. = OCD Impact Scale home/family scale 
a Significance between children and adolescents (p < 0.05)  
b Significance between children and adults (p < 0.05)  
c Significance between adolescents and adults (p < 0.05) 
 

 
Comorbidity 

Table 4 presents the frequencies of comorbid diagnoses across diagnostic categories 

for each age group. Given that adults were not assessed for childhood disorders of 

separation anxiety disorder (SAD), ODD or ADD/ADHD, as ADIS-Adult does not 

include these diagnostic categories, differences in comorbidity rates across these 

categories could only be analysed across children and adolescents. There were 

significant age group differences on diagnoses of oppositional defiant disorder 

(ODD) (χ2 (1,84) = 4.44; p < 0.01), specific phobia (χ2 (2,125) = 0.26; p < 0.05), 

panic disorder (χ2 (2,125) = 0.28; p < 0.01), major depressive disorder (MDD) (χ2 

(2,125) = 0.30; p < 0.005), and the presence of vocal and/or motor tics (χ2 (2,103) = 

0.28; p < 0.05).   
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Table 4  

OCD comorbidity across groups 

   Children (n=40) Adolescents (n=44) Adults (n=41) 
   
Symptom n %  n %  n %      p 
         
 
ODD  6 15  1 2  - - <0.01a

ADD/ADHD 4 10  1 2  - - 0.14 

SAD  9 23  7 16  - - 0.44 

Social  7 18  10 23  16 39   0.07 

Specific 19 48  11 25  8 20 <0.05a,b

Panic  1 3  0 0  6 15 <0.01b,c

Agoraphobia 0 0  0 0  2 5   0.13 

GAD  19 48  21 48  18 44   0.93 

PTSD  1 3  0 0  1 2   0.58 

MDD  0 0  2 5  8 20 <0.005b,c

Dysthymia 4 10  4 9  4 10   0.10 

Tics  13 39  10 27  3 9 <0.05b,c

 
Note: ODD = oppositional defiant disorder 

ADD/ADHD = attention deficit disorder / attention deficit hyperactivity 
disorder 

 SAD = separation anxiety disorder 
 Social  = social phobia 
 Specific = specific phobia 
 Panic = panic disorder 
 GAD = generalised anxiety disorder 
 PTSD = post-traumatic stress disorder 

MDD = major depressive disorder 
a Significance between children and adolescents (p < 0.05) 
b Significance between children and adults (p < 0.05) 
c Significance between adolescents and adults (p < 0.05) 

 

 Children experienced significantly higher rates of ODD diagnoses in 

comparison to adolescents (p < 0.05). Children also experienced comorbid specific 

phobia significantly more often than adolescents and adults (p < 0.05). Adults were 

diagnosed with panic disorder and MDD at a significantly higher rate than both 
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children and adolescents (p <0.05). And finally, children and adolescents 

experienced significantly higher rates of motor and/or vocal tics in comparison to 

adults (p < 0.05). 

 

Discussion 

This study evaluated the clinical correlates of OCD across three distinct age groups; 

children (6 to 11 years), adolescents (12 to 17 years), and adults (18 to 66 years). The 

results of this study support the developmental heterogeneity hypothesis, with 

significant differences occurring across age groups on a number of clinical features 

of OCD. The results suggest that OCD is not continuous across the developmental 

trajectory and might rather present as specific developmental subtypes at different 

ages. 

 The majority of significant differences across groups on clinical features of 

OCD occurred between children and adults, with adolescents sharing some similar 

features of both children and adults. Children with OCD presented as different from 

both adolescents and adults, in that there was a non-significant male predominance in 

the sample (i.e., 58% vs. 43%, vs. 37%), earlier age of onset, higher comorbidity 

with ODD and specific phobia, less checking rituals, less pathological doubting, and 

less trait anxiety. Children differed significantly from adults, but not so from 

adolescents, in experiencing significantly fewer sexual and somatic obsessions, less 

social impairment, and less avoidance, indecisiveness, and pathological 

responsibility. Children and adolescents alike differed from adults in displaying 

comorbid ODD, ADD/ADHD and SAD, and they also differed significantly from 

adults in displaying less insight and higher comorbidity with specific phobia and tics.  
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Adults reported significantly later onset of OCD, were significantly more 

severe across obsessions, compulsions and overall impairment (as measured by C/Y-

BOCS) in comparison to both children and adolescents, and they reported higher 

comorbidity with panic disorder and MDD. Adolescents differed from both children 

and adults only by having onset in later childhood and by experiencing significantly 

higher frequencies of contamination obsessions and washing rituals. While 

adolescents experienced less trait anxiety than adults, they reported significantly 

higher anxiety in comparison to children. Taken together, these results suggest 

childhood and adult OCD are quite distinct in terms of the clinical features, severity, 

and patterns of comorbidity. OCD in adolescence, however, is less unique and shares 

some features of both childhood and adult OCD, suggesting that, at this 

developmental stage, OCD is in transition from the clinical presentation of childhood 

to the clinical presentation typical during adulthood.  

The results of this study are largely consistent with previous research. The 

mean age of onset across groups suggests that there is a bimodal distribution in age 

of onset of OCD, with one peak during childhood (i.e., 7 to 10 years), and then 

another peak in early adulthood (i.e., 21 years of age). Interestingly, the mean ages of 

onset across groups in this sample were strikingly similar to the results (i.e., 6 years, 

10 years, 21 years) found by Geller et al. (2001a). Although there were no significant 

differences in terms of the gender distribution across groups, there was a clear male 

predominance in the child group compared to the slight female predominance in the 

adolescent and adult groups. These results are also consistent with previous research, 

which has provided evidence for developmental differences in gender distribution of 

OCD (i.e., Hanna, 1995; Swedo et al., 1989; Geller et al., 2001a). Consistent with 

previous investigations (i.e., Geller et al., 2001a) and the DSM-IV criteria for 
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defining OCD, this study found that children and adolescents lack significant insight 

into their illness relative to adults with the disorder. 

The results of this study did not support the hypothesis of developmental 

differences in familial aggregation of OCD or its related psychopathology (i.e., 

anxiety and/or depression). There were no differences in rates of sub-clinical or 

clinical OCD, anxiety or depression in relatives of OCD participants across the three 

age groups. Consistent with Nestadt et al. (2000), relatives of OCD participants 

across all age groups were reported to experience high rates of OCD symptoms or 

disorder (i.e., 4% to 27% of the sample had a relative with OCD symptoms or 

disorder). Also of note in this study is that parents and siblings across all age groups 

consistently reported symptoms or diagnoses of anxiety and/or depression. This 

finding lends support to previous research demonstrating the negative impact that 

OCD has on family members (i.e., Calvocoressi et al., 1995; Cooper, 1996; Barrett et 

al., 2001) or, alternatively, provides further evidence for high familial aggregation of 

psychopathology in relatives of patients with OCD.  However, the failure of this 

study to detect group differences in familial prevalence of OCD should be interpreted 

cautiously and may, instead, result from response bias of parents (i.e., withholding 

this information), incomplete assessment (i.e., no systematic diagnostic evaluation 

conducted), or preliminary evidence suggesting continuity of familial aggregation in 

relatives of participants with OCD.  

 In terms of the types of symptoms experienced, the present study provides 

some evidence for developmental discontinuity across age. Similar to the findings of 

Geller et al. (2001a), adults in this study experienced significantly more sexual 

obsessions in comparison children. Furthermore, adults reported significantly more 

somatic obsessions (than children), children reported less checking (than both 
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adolescents and adults), and adolescents reported significantly more contamination 

obsessions and washing rituals (than both children and adults). Group differences on 

sexual obsessions and checking compulsions may be explained by developmentally 

sensitive themes that correspond to specific age groups. For example, sexual 

preoccupations may begin to develop in adolescence and then become prominent in 

adulthood; checking behaviour becomes prominent with responsibility for one’s own 

significant possessions, such as a house or car: both of these activities are typically 

associated with adulthood. Accounting for group differences on other symptoms 

seems to go beyond an explanation of the relevant themes of preoccupation across 

specific ages, rather suggesting that OCD presents with distinct themes at different 

ages, again providing support for the heterogeneity hypothesis.  

In terms of comorbidity, the results of the present study are also largely 

consistent with previous research. As found in the study by Geller et al. (2001a), 

childhood and adolescent OCD co-occurred with disruptive behavioural disorders 

(i.e., ODD and ADD/ADHD) and SAD. These disorders were not assessed in adults, 

given that they are defined as childhood disorders and are not included as diagnostic 

categories in the ADIS-Adult. Interestingly, ODD occurred more highly in children 

than adolescents, and specific phobia occurred more highly in children compared 

with both adolescents and adults. Motor and vocal tics were also more prevalent in 

the child and adolescent sample than the adult sample. These results are not 

surprising, given the developmental nature of these disorders and their generally 

higher prevalence among youngsters as compared to older individuals in the general 

population.  Rates of ADD/ADHD were not as high in this study as those reported in 

the Geller et al. (2001a) study; however, they were consistent with the lower rates 

reported in previous studies by other research groups (i.e., Swedo et al., 1992; 
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Thomsen, 1994). The lower prevalence rate of ADD/ADHD found in this study may 

have been the result of the exclusion criteria for Tourette’s syndrome, as argued by 

Geller et al. (2001b), or it might reflect accurate comorbidity within a sample of 

“pure” OCD children and adolescents; that is, a sample of OCD participants not 

contaminated with children who actually have primary Tourette’s syndrome and not 

primary OCD.  

Also consistent with the Geller et al. (2001a) study, adults experienced 

comorbid MDD disorder at higher rates than children and adolescents. Adults also 

reported higher rates of panic disorder in comparison to juveniles. These findings are 

not surprising, given that each of these comorbid disorders is more prevalent at the 

corresponding developmental stages, regardless of comorbidity with OCD. For 

example, disruptive behaviour disorders, SAD, and tic disorders are defined as 

childhood disorders and diagnosed during childhood, whereas MDD and panic 

typically occur at much higher rates during late adolescence and adulthood. What 

these results do suggest, however, is that OCD co-occurs with different disorders at 

different stages of development, which inadvertently will effect the presentation of 

the disorder, the impact of the disorder on the client’s life, and ultimately, the 

treatment planning and delivery. 

Of particular note in this study is the finding that OCD becomes increasingly 

more severe across the developmental trajectory. During childhood, there is 

significantly less anxiety, severity of obsessions and compulsions, avoidance, 

indecisiveness, pathological responsibility and social impairment, compared to 

adulthood. However, in our adolescent sample, these symptoms escalated in 

severity/intensity, with results from this study demonstrating that adolescents do not 

differ significantly from adults across these variables (with the exception of anxiety). 
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These results, taken together with research which indicates that as many as one-third 

to one-half of adults report onset of OCD during childhood (Rasmussen & Eisen, 

1990a), highlight the persistent nature of OCD and the deteriorating course for the 

sufferer across the developmental trajectory. This research emphasises the need for 

accurate and early identification of OCD during childhood, so that effective and 

developmentally sensitive interventions can be offered prior to the development of 

the increased severity and impairment associated with OCD during adulthood.  

This study has identified a number of clinical correlates of OCD which 

appear to be developmentally discontinuous and/or variable across the three distinct 

age groups examined. Although OCD clearly has many similarities in clinical 

correlates and features across the development, the observed developmental 

differences are currently not adequately addressed in the research literature; these 

differences may create problems in reliably diagnosing the disorder and effectively 

treating the disorder at different developmental stages. 

The systematic evaluation of developmental differences in the presentation of 

psychological disorders is imperative. Most theoretical accounts of aetiology and 

maintenance of childhood disorders, assessment approaches and treatment guidelines 

are borrowed directly from adult literature and research investigations with adult 

populations. To date there has been only one study that has investigated the clinical 

correlates of OCD across the developmental trajectory (i.e., Geller et al., 2001a). 

This study provided data relating to diagnostic status, gender distribution, OCD 

symptoms and comorbidity across children, adolescents and adults. While this 

preliminary study by Geller and colleagues (2001a) is significant in describing 

developmental differences, conclusions are limited due to their use of an adult 

sample taken from data published by another research group. This raises questions 
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about the comparability of their age samples, as well as that of methods and 

measures, and as a consequence the results of this study should be interpreted with 

some caution.  

The present study examined clinical correlates of OCD across the 

developmental trajectory using data from children, adolescents and adults, collected 

by the same research group and using parallel measures of assessment across age 

groups wherever possible. Reliable and valid measures of assessment were used, and 

inter-rater reliability was obtained on 25% of all diagnostic interviews. The overall 

mean kappa for diagnostic reliability indicated excellent agreement between raters. 

This study used inclusion and exclusion criteria based on associated comorbidty to 

ensure the integrity of the sample in terms of primary OCD diagnosis. Inclusion of 

comorbid disruptive behaviour disorders allowed for an examination of the 

prevalence of this pattern of comorbidity across age groups, which has been the issue 

of debate in previous studies (e.g., Geller et al., 2001b). This research has extended 

Geller et al.’s (2001a) preliminary study of developmental differences in clinical 

correlates of OCD by including an examination of the familial aggregation of OCD, 

the severity of OCD across a number of associated features of the disorder, and the 

degree of functional impairment associated with OCD across age groups.  

The findings of this study are limited by a number of methodological 

shortcomings. The most significant weakness in the current study relates to the 

sampling method. Whilst this study was not intended to represent an epidemiological 

investigation of OCD, the use of treatment-seeking samples in this study remains to 

limit the extent to which the data can be generalized beyond the clinical setting. 

Furthermore, the sampling method permits for the possibility of considerable 

differences in client motivation for seeking treatment across age groups, which may 
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account for observed differences in the data. For example, it has been speculated in 

the literature that anxious/avoidant behaviour in boys is less likely to be tolerated and 

accepted by parents or teachers (e.g., Dadds, Spence, Holland, Barrett & Laurens, 

1997) and thus the slight preponderance of boys in the child and adolescent samples 

may not reflect the phenomenology of OCD per se, but rather may be a result of 

differences in parental detection of OCD across gender. Further, adult males may be 

less likely to seek treatment for a psychological condition such as OCD than adult 

females, and thus the decrease in the percentage of male participants in the adult 

sample may reflect this tendency rather than actual changes in the phenomenology of 

OCD. This being said, the data found in this study are highly consistent with data 

reported across child and adult epidemiological studies (i.e., Flament et al., 1988; 

Karno et al., 1988; Weissman et al., 1994; Zohar, 1999), suggesting that the gender 

distribution of clients seeking treatment for OCD is representative of the actual 

distribution of people with the disorder in the community. 

Another possible weakness in this study was the use of the ADIS-P structured 

diagnostic interview, which does not include full diagnostic assessments of pervasive 

developmental disorders, Tourette’s syndrome, eating disorders, substance-use 

disorders or somatoform disorders; hence age-related comparisons were not possible 

for these disorders.  In addition, this study relied on retrospective reporting of the 

onset of OCD, as well as on family history of psychiatric problems. The use of 

retrospective report has the potential for recall bias, particularly for adult samples 

who may be attempting to recall information from childhood. Further investigations 

using longitudinal designs will offer more accurate and detailed insight into the 

developmental pathways of OCD.  
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The identification of developmental differences in the manifestation of OCD 

and in the clinical correlates of OCD is of clinical and theoretical importance for a 

number of reasons. If OCD is associated with unique clinical correlates at different 

developmental stages, then recognition of these will assist in the accurate assessment 

and identification of the disorder. Furthermore, accurate classification of the 

developmental differences of OCD across age groups will allow for the refinement of 

current treatment strategies which will ensure treatments effectively target features of 

the disorder as it presents at different developmental stages. Currently, CBT 

treatments for children and adolescents with OCD are based on adult models of 

OCD; while these treatments are effective for approximately 60% to 80% of 

participants (i.e., percentage diagnosis free; see Barrett et al., in press; March, Mulle, 

& Herbel, 1994; Piacentini et al., 2002; Wever & Rey, 1997), there remains 

considerable room for improvement in terms of actual remission rates for child and 

adolescent sufferers. Finally, the identification of developmental subtypes of OCD 

will allow for the systematic evaluation of factors associated with the aetiology and 

maintenance of the disorder at different developmental stages, which will result in 

more precise and theoretically driven treatment guidelines.  
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CHAPTER 6 

Obsessive-compulsive disorder across the developmental trajectory: 

Cognitive processing of threat in children, adolescents and adults 

The cognitive-behavioural theory of obsessive-compulsive disorder (OCD) proposes 

that cognitive content and processes are central in the aetiology and maintenance of 

the disorder. Researchers responsible for pioneering the cognitive theory of OCD 

contend that obsessions represent the extreme end on a continuum of normal, 

unwanted, intrusive cognitions (Rachman, 1981; Salkovskis, 1985, 1989). They 

argue that these negative and unwanted intrusive thoughts play a crucial role in the 

development of the clinical obsessions (Clark & Purdon, 1993; Rachman, 1981; 

Rachman & Hodgson, 1980; Salkovskis, 1985, 1989). A number of empirical studies 

have supported this idea, demonstrating that almost 90% of non-clinic individuals 

report experiencing frequent intrusive thoughts, images or impulses (Rachman & de 

Silva, 1978; Parkinson & Rachman, 1981; Salkovskis & Harrison, 1984), and that 

these intrusive thoughts are indistinguishable in both form and content from those 

experienced by obsessive-compulsive individuals. Normal intrusive thoughts appear 

to differ from obsessional thoughts, however, in that they are less frequent, less 

emotionally intense, less uncontrollable, and less likely to be associated with overt or 

covert ritualising (Clark & Purdon, 1993). Researchers in the field argue that specific 

cognitive biases, associated with the interpretation of normal intrusive thoughts, 

might account for the development and maintenance of obsessions and, consequently 

of clinical OCD.  

Cognitive appraisals of risk (including perceived severity and probability of 

harm) and responsibility for harm are central processes in the cognitive theory of 

OCD (Rachman, 1976; 1993; Salkovskis, 1985; 1989). Risk appraisals of inflated 



OCD across the developmental trajectory    184 

harm probability refer to beliefs related to the likelihood of aversive events 

occurring, while appraisals of inflated harm severity refers to beliefs about the 

personal cost that may result from the occurrence of aversive events. Salkovskis 

(1985; 1989) considerably advanced the cognitive theory of OCD by proposing that 

the interpretation of negative intrusive thoughts, as indicating personal responsibility 

for harm to self or others, leads to (1) increased discomfort and anxiety, (2) increased 

salience of the thoughts, and (3) neutralising behaviours such as overt and covert 

compulsions, avoidance behaviours, and thought suppression. In this way, an 

intrusive thought related to harm of others, such as; “my daughter might be abducted 

during the night”, would probably be interpreted by the obsessive-compulsive in the 

following way: “if I don’t check on my daughter all through the night then she might 

be abducted and it would be my fault because I am responsible for protecting her”. A 

number of studies with adult samples, using idiographic, psychometric and 

experimental designs, have tested the central components of the cognitive theory and 

have found moderate to strong support for cognitive biases of increased 

responsibility, probability and severity of harm associated with obsessive-compulsive 

symptoms (i.e., Carr, 1974; Clark & Purdon, 1993; Foa & Kozak, 1986; Freeston & 

Ladouceur, 1993; Freeston et al., 1993; Freeston et al., 1996; Frost & Steketee, 1991; 

Lopatka & Rachman, 1995; Rheaume et al., 1994; Rheaume et al., 1995; Shafran, 

1997; Steketee & Frost, 1994; Steketee et al., 1996).  

Thought suppression is an example of one of the counterproductive 

escape/avoidance mechanisms associated with OCD. Thought suppression, largely 

developed and investigated by Wegner and colleagues (i.e., Wegner et al., 1987; 

Wegner, 1994; Wegner & Zanakos, 1994), refers to the voluntary effort to suppress 

or inhibit an idea, thought, or image, in an attempt to neutralise any anxiety or 
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discomfort associated with the idea, thought or image. Paradoxically, intentional 

thought suppression has been consistently found to result in a later rebound or 

resurgence of the unwanted thought following suppression attempts across both OCD 

and non-clinic samples (Clark, Ball & Pape, 1991; Clark & de Silva, 1985; Rachman, 

1993; Wegner et al., 1987; Wegner et al., 1991; Wegner & Zanakos, 1994). The 

finding that intentional control over unwanted thoughts is problematic for individuals 

is most evident in OCD, where sufferers are besieged by obsessions which seem near 

impossible to repress (Purdon & Clark, 2002). The lack of cognitive control over 

one’s thoughts/obsessions is a significant complaint associated with OCD. These 

cognitive efforts to control one’s thoughts (i.e., through thought suppression) are 

argued to be associated also with the maintenance of obsessions and the disorder (see 

Purdon, 1999 for a review).  

Other cognitive processes thought to be important in the maintenance of OCD 

are self-doubt (i.e., O’Kearney, 1998) and thought-action fusion (TAF; Rachman, 

1993). Self-doubt is argued to be a distinctive feature of OCD and accounts for the 

indecisiveness characteristic of sufferers of OCD. TAF as described by Rachman 

(1993) is a cognitive process associated with OCD, where thoughts and actions 

concerning harm are experienced as equivalent. TAF involves a likelihood bias, 

whereby thinking of an aversive event (e.g., acting violently towards a loved one) is 

perceived as increasing the likelihood of that event occurring. In addition, TAF also 

involves a morality bias, whereby the obsessive-compulsive interprets thoughts 

concerning immoral behaviour (e.g., violence towards a loved one) as equally as bad 

as actually engaging in immoral behaviour (Shafran et al., 1996). Research has been 

demonstrated that TAF is significantly correlated with obsessive-compulsive 

symptoms (Rachman et al., 1995); appears to be higher across obsessional samples in 
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comparison to non-clinic samples (Shafran et al., 1996); and is associated with 

increased frequency of intrusive thoughts, higher discomfort and more resistance of 

thoughts (Rassin et al., 1999). In a recent investigative study of TAF, thought 

suppression and obsessive-compulsive symptoms, Rassin and colleagues (Rassin et 

al., 2000) found that TAF triggers thought suppression, which in turn promotes 

obsessive-compulsive symptoms. 

While there is sufficient research support implicating these cognitive 

processes as maintaining features of adult OCD, only two preliminary studies to date 

have investigated the role of cognitive processes in the maintenance of childhood 

OCD. Barrett and Healy (2003a) examined cognitive appraisals of threat in a sample 

of children with OCD (aged 7 to 13 years), and compared these with a sample of 

anxious and non-clinic children. Using an idiographic approach, as proposed by the 

Obsessive-Compulsive Cognitions Working Group (1997), this study assessed 

cognitive interpretations of perceived responsibility for harm, probability of harm, 

severity of harm, thought-action fusion, self-doubt and cognitive control. It was 

hypothesised that, consistent with the cognitive theory of OCD in adults, children in 

the OCD group would display higher estimations of these cognitive processes in 

comparison to anxious and non-clinic children. Results revealed that OCD children 

reported significantly higher ratings of responsibility, severity, and TAF, along with 

less cognitive control in comparison to non-clinic children. However, OCD children 

could be clearly differentiated from anxious children on ratings of cognitive control 

only. These findings provide only preliminary support for a cognitive 

conceptualisation of OCD during childhood. It was concluded from this study that 

these cognitive processes might become more prominent in adolescence, when 

cognitive development becomes more advanced. 
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 In only the second study examining cognitive processing of threat in 

childhood OCD, Barrett and Healy (2003b) investigated the role of perceived 

responsibility in obsessive-compulsive symptomatology. In a replication of the 

experimental paradigms used by Lopatka and Rachman (1995) and Shafran (1997), 

perceived responsibility of threat was experimentally manipulated in a sample of 

children and adolescents with OCD, during a behavioural avoidance task (BAT). The 

effects of high responsibility on levels of perceived probability of harm, severity of 

harm, distress, ritualising and avoidance were examined. This study manipulated 

levels of perceived responsibility by varying the presence of others during a BAT 

and by assigning responsibility using signed contracts between the child and the 

experimenter. Results indicated that the experimental manipulation was successful in 

inflating perceived responsibility for children and adolescents with OCD; however, 

an increased perception of responsibility for harm did not lead to increased 

perceptions of probability for harm, severity for harm, or levels of distress, as 

hypothesised. 

 Barrett and Healy (2003b) further investigated whether cognitive-behavioural 

treatment (CBT) would decrease ratings across these cognitive processes, related 

distress, avoidance and ritualising during the high responsibility BAT at post-

treatment. In terms of treatment outcome, there were significant reductions in 

diagnostic status, symptom severity, and cognitive processing of threat for children 

who completed the CBT family intervention, in comparison to children on a waitlist. 

Taken together, these studies suggest that children with OCD report inflated levels of 

these cognitive biases when compared with non-clinic children, and that CBT is 

effective in reducing these perceptions of threat. However, the first experimental 

study (Barrett & Healy, 2003b), which investigated the cognitive processes in 
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children and adolescents with OCD, failed to find support for the critical role of 

responsibility, as proposed by Salkovskis (1985; 1989). These findings suggest that 

the current cognitive theory of OCD in adulthood may not adequately explain and 

account for the disorder as it presents in children and adolescents. Further research 

investigating the cognitive processes involved in childhood and adolescent OCD is 

clearly warranted. 

 The aim of the current study is to investigate whether OCD clients interpret 

threat in a similar way across the developmental trajectory. This study will 

investigate key cognitive processes, demonstrated to be associated with the 

maintenance of OCD in adults, across specific age groups from childhood to 

adulthood, to identify which processes are specific to which developmental age 

groups. This study is significant for a number of reasons. Firstly, current 

conceptualisations and treatment approaches for childhood OCD are based solely on 

the cognitive-behavioural theory and treatment of adult OCD. To improve treatment 

efficacy, cognitive-behavioural strategies need to target the specific processes 

associated with the presentation and maintenance of the disorder as it presents at 

different developmental stages. This research is of theoretical significance, in so far 

as an understanding of the developmental differences in cognitive processing of 

OCD will allow for the refinement of the current cognitive theory of OCD, which 

will advance aetiological and maintenance models of the disorder. 

This study extends previous research by Barrett and Healy (2003a; 2003b) by 

examining the cognitive processing of threat across a sample of children, adolescents 

and adults, through self-report inventories and idiographic assessment tasks. It is 

hypothesised that children, adolescents and adults will cognitively process threat in 

dissimilar ways, as a result of the different stages of cognitive development of the 
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age groups. More specifically, it is hypothesised that increased chronological age 

will predict higher levels of responsibility for harm, probability of harm, severity of 

harm, thought suppression, TAF, self-doubt, and cognitive control as measured by 

self-report inventories and idiographic ratings of threat. 

 

Method 

Participants 

Children and adolescents, aged 6 to 17 years, were recruited through referrals from 

community mental health agencies, general practitioners, child mental health 

specialists, and following media announcements as part of the recruitment strategy 

for a controlled treatment trial of CBT for paediatric OCD being run at Griffith 

University (Barrett et al., 2002). For involvement in this study, adults were recruited 

through co-joint advertising with the treatment study, and were offered CBT 

treatment for their participation in assessment procedures. Children, adolescents and 

adults were selected into this study on the basis of a primary diagnosis of OCD, 

based on the Diagnostic and Statistical Manual for Mental Disorders criteria (DSM-

IV; APA, 1994).  

As a requirement of the treatment trial, exclusionary criteria included primary 

major depression or another primary anxiety disorder, externalising disorders, 

Tourette’s syndrome, autistic spectrum disorder (ASD), schizophrenia, organic 

mental disorder or mental retardation. There was one exception to the exclusionary 

criteria for involvement in this study: participants meeting criteria for comorbid 

externalising disorders were also included (once informed consent was obtained); 

however, they were not offered free treatment as part of the trial. Instead, they were 

referred elsewhere for treatment once they completed this assessment study.  
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The current study consisted of two separate assessment procedures, including 

idiographic cognitive assessment tasks, as well as a self-report assessment package. 

The entire sample completed the idiographic cognitive assessment task; however, the 

self-report package was developed later in the study and hence only a proportion of 

the entire sample completed this package. The entire sample for this study consisted 

of 34 children, aged 6 to 11 years (M = 9.62; SD = 1.56), 39 adolescents, aged 12 to 

17 years (M = 14.13; SD = 1.61), and 38 adults aged 18 to 66 years (M = 32.21; SD 

=12.52). There were 19 males and 15 females in the child group; 16 males and 23 

females in the adolescent group; and 14 males and 24 females in the adult group. The 

sample that completed both the semi-idiographic cognitive assessment task and the 

self-report package consisted of 14 children (M = 9.64; SD = 1.60), 16 adolescents 

(M = 14.13; SD = 1.78), and 29 adults (M = 31.00; SD = 11.50), with 9 males and 5 

females in the child group, 6 males and 10 females in the adolescent group, and 12 

males and 17 females in the adult group.  

 

Measures 

The Anxiety Disorders Interview Schedule for DSM-IV; Parent Version; Adult 

Version (ADIS-P; Silverman & Albano, 1996; ADIS-Adult; Brown et al., 1994). The 

ADIS-P is a semi-structured interview designed specifically to diagnose anxiety 

disorders in children and adolescents and to differentiate these from other 

internalising and externalising disorders (Silverman & Eisen, 1992). Similarly, the 

ADIS-Adult was developed to establish reliable diagnosis of the DSM-IV (APA, 

1994) anxiety, mood, somatoform and substance use disorders and to screen for the 

presence of other conditions (e.g., psychotic disorders). ADIS-P interviews were 

conducted with parents alone, which in the majority of cases involved mothers only. 
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ADIS-Adult interviews were conducted with each adult OCD client, either in the 

presence of their parent/partners or alone, depending on each client’s preference.  

Studies that have examined the psychometric properties of the ADIS-P have 

shown excellent inter-rater reliability (i.e., r = 0.93; Silverman & Nelles, 1988) and 

good re-test reliability (i.e., r = 0.67 over 10- to 14-day period; Silverman & Eisen, 

1992). Research has also shown the ADIS-P to have good construct validity (Tracey 

et al., 1997), as well as good convergent validity between ADIS-P diagnoses and 

Multidimensional Anxiety Scale for Children factor scores corresponding to social 

phobia (r = 0.64), SAD (r = 0.68) and panic disorder (r = 0.72) (Wood et al., 2002). 

Likewise, the ADIS-Adult has demonstrated good to excellent inter-rater reliability 

across the majority of diagnostic categories (i.e., r = 0.67 MDD to 0.86 specific 

phobia; Brown et al., 2001). To date there are no published studies on the validity of 

the ADIS-IV adult interview.  

All diagnostic interviews were videotaped and inter-rater reliability was 

conducted across 25% of all interviews using the kappa statistic to assess reliability 

of diagnoses. Reliability was calculated for each diagnostic category and ranged 

from high agreement (i.e., κ = 0.63 for GAD) to excellent agreement (i.e., κ = 1.00 

for OCD) across diagnostic categories, with the overall mean kappa for diagnostic 

reliability indicating excellent inter-rater agreement (κ = 0.94). 

Revised Thought-Action Fusion Scale (Revised TAF Scale: Shafran et al., 

1996; see Appendix G). The revised TAF scale assesses the degree to which clients 

interpret intrusive thoughts as having personal significance for them. The revised 

TAF scale assesses two components of TAF; that is, morality TAF, and likelihood 

TAF. The revised TAF scale consists of 19 items, rated 0 (strongly disagree) to 4 

(strongly agree). Of these, 12 items evaluate the fusion of thoughts and actions in 
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terms of morality (e.g., thinking blasphemous thoughts is almost as sinful as 

blasphemous actions), 4 items assess TAF for likelihood of negative events 

happening to a friend/relative (e.g., thinking of a friend falling ill increases the 

chances that he/she will fall ill), and 3 items assess TAF for likelihood of negative 

events happening to oneself (e.g., if I think of myself being injured in a car accident, 

this will increase the chances that I will be injured in a car accident).  

Studies evaluating the psychometric properties of this measure have 

demonstrated that TAF is a highly reliable construct across student, adult and 

obsessional samples (Shafran et al., 1996). Internal consistency of both the moral and 

likelihood scales has been shown to be excellent across samples, with Cronbach’s 

alpha ranging from 0.85 to 0.96 (Shafran et al., 1996). The TAF subscales were 

shown to be adequately associated with the Maudsley Obsessive-Compulsive 

Inventory checking subscale (i.e., r = 0.31 to 0.38; Shafran et al., 1996). This 

measure was slightly adapted for children and adolescents in this study to ensure it 

was easily comprehensible. 

Distressing Thoughts Questionnaire (DTQ; Clark & De Silva, 1985; see 

Appendix H). The DTQ was developed to assess cognitive features of negative 

intrusive thoughts and images using 12 different depressive and anxious thought 

statements. Each statement is assessed across 5 cognitive factors associated with 

intrusive thoughts, these being frequency (i.e., how often does this thought/image 

enter your mind), sadness (i.e., how sad does this thought/image make you feel), 

worry (i.e., how worried does this thought make you feel), uncontrollability (i.e., how 

difficult is it for you to remove this thought/image from your mind), and disapproval 

(i.e., how much do you disapprove of this thought/image entering your mind). Each 

statement is assessed across these 5 dimensions using 9-point likert-scales ranging 
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from 1 (not at all/never) through 5 (moderately/at least twice a month) to 9 

(extremely/daily). Scores are computed for both anxious and depressed statements 

across the 5 cognitive variables providing a total score for anxious thoughts (range = 

30 to 270) and a total for depressive thoughts (range = 30 to 270), as well as a DTQ 

total score, which is the sum of all 12 thought statements across the 5 cognitive 

ratings (range = 60 to 540). Internal reliability is high for this measure across anxious 

and depressive totals (i.e., r = 0.89 and 0.95 respectively), and there is adequate test-

retest reliability data for this measure (i.e., r = 0.64, 0.67) (Clark & De Silva, 1985). 

As this measure was originally developed for adults, it was also slightly adapted for 

use by children. 

Responsibility Attitudes Scale (RAS; Salkovskis et al., 2000; see Appendix I). 

This 26-item questionnaire was designed to assess general beliefs about 

responsibility. Items tap into responsibility beliefs regarding possible harm, which 

are characteristic of the concerns associated with OCD. Responses reflect the degree 

of agreement or disagreement with specific statements. Items are rated on a 7-point 

likert-scale ranging from 1 (totally agree) to 7 (totally disagree). Examples of items 

include I often feel responsible for things that go wrong; I am often close to causing 

harm; and everything I do can cause serious problems. A total score for this measure 

is obtained by reverse scoring all items, summing all items, and then obtaining a 

mean score ranging from 1 (no responsibility appraisals) to 7 (very high 

responsibility appraisals).  

Internal consistency for the RAS is high, with Cronbach’s alpha of 0.92 

(Salkovskis et al., 2000). Similarly, the RAS has excellent test-retest reliability, with 

Cronbach’s alpha of 0.94 (Salkovskis et al., 2000). The RAS has demonstrated 

adequate concurrent validity with other measures of obsessionality, with Pearson 
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product moment correlations of 0.57 with the Maudsley Obsessive-Compulsive 

Inventory, and 0.54 with the Obsessive-Compulsive Inventory (Salkovskis et al., 

2000). The wording used in this measure was somewhat changed to enable better 

understanding by children; however, care was taken to ensure the meaning of each 

item was not altered.  

White Bear Suppression Inventory (WBSI; Wegner & Zanakos, 1994; see 

Appendix J). The WBSI was developed to assess the degree to which people attempt 

to suppress intrusive thoughts. The measure is comprised of 15 items, rated on a 5-

point likert-scale ranging from 1 (strongly disagree) to 5 (strongly agree). Examples 

of items include there are things I would prefer not to think about; I have thoughts 

that I cannot stop; and I wish I could stop thinking about certain things. A total score 

for this measure is obtained by summing all item responses. 

The WBSI has demonstrated excellent internal stability (r = 0.89) and good 

test-retest reliability (r = 0.69) over 3-week to 3-month testing periods (Wegner & 

Zanakos, 1994). Furthermore, the WBSI has demonstrated adequate convergent 

validity with measures of anxiety (i.e., r  = 0.53 and 0.49 with the State Trait Anxiety 

Inventory and the Anxiety Sensitivity Index, respectively), depression (i.e., r = 0.44 

to 0.52 with the Beck Depression Inventory), and OCD (i.e., r = 0.38 to 0.40 with the 

Maudsley Obsessive-Compulsive Scale) (see Wegner & Zanakos, 1994). This 

measure was also slightly altered for ease of interpretation by children. 

Idiographic Cognitive Assessment Tasks. To assess levels of perceived 

responsibility for harm, probability of harm, severity of harm, and subjective units of 

distress (SUD) associated with harm, this study uses an idiographic assessment 

procedure suggested by the Obsessive-Compulsive Cognitions Working Group 

(1997) and used by Barrett and Healy (2003a). Using a standardised sentence stem 
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(e.g., If I think _________ and don’t _________ then __________ will happen), the 

most frequent intrusive thought, the expected neutralisation and the consequences of 

not engaging in the neutralisation are added for each of the OCD respondents. In this 

way, OCD relevant threats are individualised for each respondent, using a 

standardised expectancy format. For example, a typical OCD-relevant threat might 

be, “If I think my hands have germs on them and don’t wash them over and over 

again, then I will get really, really sick”.  

Idiosyncratic beliefs of responsibility, probability, and severity, as well as a 

truth rating (to assess accuracy of intrusive thought) and a SUD rating, are assessed 

for each respondent’s OCD relevant intrusive thought. Ratings are obtained on 7-

point likert-scales for each of these dimensions. Ratings are obtained using fear 

thermometers ranging in intensity from 0 (not at all) to 6 (extremely). Respondents 

are asked to rate their appraisals in the following ways: (1) how much is this 

something you worry about (truth rating), (2) how bad would it be for you if you did 

get sick (severity rating), (3) how likely is it that you would get really sick if you 

didn’t wash your hands over and over (probability rating), (4) how much would it be 

your fault if you did get really sick because you didn’t wash your hands over and 

over again (responsibility rating), and (5) how bad/anxious would you feel if you did 

get sick from not washing your hands (SUD rating). See Appendix K for response 

forms used during this task (i.e., Idiographic Cognitive Task Form A). 

To assess levels of TAF-likelihood, self-doubt and degree of cognitive 

control, a similar idiographic assessment task was also conducted, as was done in the 

Barrett and Healy study (2003a; Idiographic Cognitive Task Form B, see Appendix 

L). This task involves three multiple-choice questions, which are individualised for 

participants using an OCD relevant worry. A standard sentence stem (e.g., If I think 
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________________) is used, with the participant’s most frequent intrusive thought 

added (e.g., If I think I have germs on my hands).  

Ratings are obtained using a multiple-choice format with ratings ranging 

from 0 to 2 (i.e., 0 = absence of cognitive bias, 1 = slight presence of bias, 2 = 

complete presence of bias). For TAF-likelihood the multiple choice options include 

a) probably nothing bad will happen, b) something bad might happen, and c) 

something bad will happen for sure. For self-doubt the multiple-choice options are a) 

I am sure I will fix the problem by doing (ritual) once, b) I am sure I will fix the 

problem by doing (ritual) a few times, and c) I am not sure I will fix the problem even 

if I do (ritual) over and over again. And finally, for degree of cognitive control over 

thoughts, the multiple-choice options include a) I can stop thinking about it and do 

something else, b) I keep worrying about it but if I do something else then the thought 

goes away, and c) I keep worrying about it over and over again, I can’t stop thinking 

about it.  

 

Procedure 

Following referral to the Griffith University OCD treatment trial (see Barrett, et al., 

in press) or adjunct adult OCD study, participants were screened for eligibility into 

this project via a telephone-screening interview (refer Appendix A). During this 

telephone screen, which assesses suitability by screening for a possible OCD 

diagnosis as well as screening for exclusionary criteria, the aims and procedures of 

the research were fully explained to the participants (i.e., parents in the case of 

children and adolescents; the client in the case of adult participants). Participants 

thought to be eligible for inclusion based on this screening interview were invited 

into the clinic for full diagnostic assessments (i.e., ADIS-P/ADIS-Adult interviews). 
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Prior to diagnostic assessments, the benefits of the research and participants’ ethical 

rights were fully explained and written informed consent was obtained (refer 

Appendix B). Clinically trained postgraduate students blind to the hypotheses of the 

research conducted these interviews. All diagnostic interviews were videotaped for 

the purposes of reliability analysis.  

 Following the diagnostic interviews, a second appointment was booked in for 

participants to return to the clinic to complete the idiographic cognitive task 

assessments and cognitive self-report forms (i.e., TAF, DTQ, RAS, WBSI). A 

clinically experienced postgraduate student trained in the cognitive assessment tasks, 

conducted the assessment procedures for this study. Procedural guidelines were 

developed and were followed by the postgraduate student to ensure instructions were 

standardised for each respondent. The order that the cognitive assessments tasks and 

the self-report measures were presented to clients was counter-balanced to avoid 

order effects.  

 Prior to the idiographic assessment tasks, participants were trained in how to 

respond using the fear thermometers. Symptom information gained during the 

diagnostic interview assisted in developing the individualised OCD-relevant threat 

scenarios. Whenever necessary, the postgraduate student sought assistance from the 

client to ensure accurate symptom sentence stems. The postgraduate student assisted 

all participants in completing the cognitive self-report forms by providing 

standardised instructions and reading through each statement with participants. The 

student provided participants with further instruction when necessary, to ensure 

comprehension of each item.  

 Following these assessments, all children and adolescents who were eligible 

for inclusion in the treatment trial were offered the free individual or group 
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cognitive-behavioural treatment. As an incentive for participation in this research, 

adult participants were also offered group CBT. Participants who were not eligible 

for inclusion in the treatment trial and/or this study were referred to either a 

community mental health clinic or the university Psychology Clinic for appropriate 

treatment. 

 

Results 

Analyses of between-subject comparisons across age groups (i.e., children, 

adolescents, adults) were conducted with one-way analyses of variance (ANOVAs), 

followed by Tukey’s post-hoc tests. Multiple comparisons were conducted across 

variables, which may potentially result in increased type 1 error across analyses. 

Statisticians have traditionally agreed that controls for experimentwise error rate 

should be invoked to ensure type 1 error is controlled across multiple comparisons; 

however, more recently it has been argued that controlling for chance effects (e.g., 

using traditional Bonferroni methods) should not be routinely employed when 

sample sizes are small, as such controls further reduce statistical power and can 

increase type 2 errors (Jaccard & Guilamo-Ramos, 2002). Therefore, at the risk of 

increased type 1 error across comparisons, this study did not employ traditional 

Bonferroni methods.  

 Preliminary data screening for assumptions of ANOVA indicated there was 

significant positive skew (i.e., depression subscales of DTQ; TAF-likelihood other), 

and significant negative skew (i.e., cognitive ratings of truth, severity, probability, 

responsibility, SUD) across variables in the data. There were also a few extreme data 

points in the sample (n = 5; 1 child, 4 adults), which were found to be consistently 

extreme across a number of variables. To rectify these problems, variables that were 
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significantly skewed were transformed using logarithmic data transformations and 

extreme variables were deleted. Analyses were run both on transformed and 

untransformed data, and a number of differences were observed in the analyses as a 

result of the transformations. In addition, the normality of the data distributions was 

improved across these variables following transformations. Therefore, analyses using 

transformed data with extreme scores deleted will be presented here. Participant 

numbers slightly varied across analyses due to missing data, usually the result of 

incomplete questionnaires or invalid responses. 

  

Cognitive Self-Report Measures 

Table 5 describes means and standard deviations for the cognitive self-report data 

across age groups. Results of the ANOVAs indicated that there were significant 

differences across age groups on DTQ subscales: anxiety frequency (F(2,51) = 3.32; 

p < 0.05), depression frequency (F(2,51) = 5.05; p < 0.05), depression sad (F(2,51) = 

5.37; p < 0.01), depression worry (F(2,51) = 5.92; p < 0.01), depression removal 

(F(2,51) = 5.34; p < 0.01), and depression disapproval (F(2,51) = 4.90; p < 0.05). 

There was also a significant between-groups effect on the DTQ total depression 

score (F(2,51) = 4.45; p < 0.05) and on the total DTQ score (F(2,51) = 4.29; p < 

0.05). Post-hoc tests revealed that for anxiety frequency, children reported 

significantly fewer anxious thoughts in comparison to adolescents (p < 0.05), but not 

to adults. For depression frequency, children reported significantly fewer depressive 

thoughts than adults (p < 0.01), but not than adolescents. Across depressive thoughts, 

children made significantly lower ratings on the subscales of sad, worry, removal and 

disapproval than both adolescents and adults (p < 0.05). Likewise, on the DTQ total 
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depression score and the overall DTQ score, children made significantly lower 

ratings than both adolescents and adults (p < 0.05). 

 There were significant differences across age groups on total scores for the 

RAS (F(2,52) = 6.59; p < 0.005) and for the WBSI (F(2,53) = 3.56; p < 0.05). Post-

hoc tests revealed that children reported significantly lower ratings on responsibility 

attitudes than those of both adolescents and adults (p < 0.01). Children also reported 

significantly less thought suppression, as measured by the WBSI, in comparison to 

adults (p < 0.05), but not adolescents. 

 There were no significant differences across age groups on self-reported 

ratings of thought-action fusion, as measured by the TAF Scale.  
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Table 5 
 
Means and Standard Deviations on Cognitive Self-Report Forms Across Groups 
 
 

Children  Adolescents      Adults 
 
 
M SD  M SD  M SD         p 

         
 
DTQ Anxiety 
 
Frequency 15.91   9.30  26.94 11.48  22.41 11.19    <0.05a

Sad  15.09 10.73  24.69 11.99  24.41 13.89      0.10 
Worry  14.91 10.76  26.00 11.59  25.19 13.37      0.05 
Removal 14.55 10.72  22.06 12.85  22.67 13.31      0.19 
Disapproval 16.82 14.52  28.63 12.99  28.04 15.35      0.08 
TOTAL 77.27 54.90           128.31 58.21            122.70 61.79      0.07 
 
DTQ Depression 
 
*Frequency   1.00  0.29   1.28   0.34    1.36   0.31       <0.05b

*Sad    0.97  0.28   1.32   0.33    1.32   0.33       <0.01a,b

*Worry    0.97  0.27   1.33   0.33    1.33   0.31       <0.01a,b

*Removal   0.95  0.22   1.29   0.32    1.29   0.33       <0.01a,b

*Disapproval   1.00  0.30   1.36   0.33    1.36   0.35       <0.05a,b

TOTAL             59.45   48.18           131.13     83.55            136.52    77.67       <0.05a,b

 
DTQ Total      136.73   99.79           259.44   134.73           259.22   125.78       <0.05a,b

TAF Moral       18.08    16.56             22.71     11.66             23.44     10.04      0.44 
*TAF Other  0.54  0.41   0.68   0.41   0.68   0.40      0.58 
TAF Self  3.54  3.64   5.13   3.27   5.29   3.69      0.33 
RAS   3.08  1.19   4.46   0.95   4.40   1.25   <0.005a,b

WBSI             48.15    13.97             57.93    8.91             58.86     13.08   <0.05b 

 
 

Note.  DTQ = distressing thoughts questionnaire  
TAF = revised thought action fusion scale  
RAS = responsibility attitudes scale  
WBSI = white bear suppression inventory  
* transformed variables  
a significance at post-hoc between children and adolescents  
b significance at post-hoc between children and adults  
c significance at post-hoc between adolescents and adults 
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Idiographic Cognitive Task Ratings 

Table 6 displays the means and standard deviations on cognitive ratings from the 

idiographic cognitive tasks across age groups. Results of the ANOVAs revealed 

significant between-subject differences on ratings of truth (F(2,96) = 6.47; p < 

0.005), probability (F(2,96) = 10.39; p < 0.001), responsibility (F(2,96) = 7.17; p < 

0.005), and SUD (F(2,96) =  5.35; p < 0.01).  Post-hoc tests revealed that adolescents 

rated the idiographic threat scenarios as significantly lower on truth in comparisons 

to adults (p < 0.005), but not to children. On cognitive measures of probability, 

responsibility and SUD, children and adolescents, who did not differ significantly 

from each other, reported significantly lower ratings in comparison to those of adults 

(p < 0.05).  

 There were no significant differences across age groups on ratings of severity 

of harm, TAF, self-doubt or cognitive control. 
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Table 6 
 
Means and Standard Deviations on Cognitive Ratings Across Age Groups 
 
 

Children  Adolescents      Adults 
      
  M SD  M SD  M SD         p 
         
 
*Truth  -0.21 0.29  -0.29 0.30  -0.06 0.12   <0.005c

*Severity -0.25 0.29  -0.23 0.29  -0.11 0.21      0.11 

*Probability -0.47 0.31  -0.56 0.27  -0.23 0.30         <0.001b,c

*Respons. -0.36 0.34  -0.40 0.36  -0.12 0.18         <0.005b,c

*SUD  -0.36 0.34  -0.33 0.29  -0.13 0.21         <0.01b,c

TAF   0.81 0.69   0.79 0.66   1.13 0.83           0.12 

Self-doubt  0.72 0.73   0.97 0.74   1.16 0.81           0.07 

Cog. Control  1.34 0.55   1.26 0.68   1.50 0.62      0.26 

 

Note.  Respons. = responsibility  
SUD = subjective units of distress  
TAF = thought action fusion  
Cog. Control = cognitive control  
* transformed variables  
a significance at post-hoc between children and adolescents  
b significance at post-hoc between children and adults  
c significance at post-hoc between adolescents and adults 
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Discussion 

This study examined developmental differences in the cognitive processing of threat 

across three distinct age-group samples (i.e., children, adolescents and adults) of 

individuals with OCD. The results of this study provide some evidence for 

discontinuity in the cognitive processing of threat associated with OCD across 

developmental age groups.  This study is the first to systematically evaluate 

developmental differences across a number of cognitive processes proposed to be 

central to the cognitive theory of OCD.  

The results of this study demonstrated that children with OCD experience 

significantly fewer anxious intrusive thoughts in comparison to adolescents. 

Furthermore, although differences were not significant, children interpreted anxious 

intrusive thoughts with less sadness, worry and disapproval than adolescents and 

adults, and reported fewer attempts to control anxious intrusive thoughts in 

comparison to adolescents and adults. Similarly, children reported experiencing 

significantly fewer depressive intrusive thoughts in comparison to adults, with 

significantly less sadness, worry, disapproval and removal strategies associated with 

these thoughts in comparison to both adolescents and adults. Furthermore, results of 

the DTQ total depression score and the total DTQ score suggest that intrusive 

depressive thoughts experienced by children with OCD are significantly less 

distressing and less difficult to resist, in comparison to those experienced by 

adolescents and adults. These results are consistent with findings from study 1 which 

demonstrated that, in addition to adults experiencing more severe symptoms of OCD, 

they also report significantly higher rates of comorbid major depression than both 

children and adolescents with the disorder. Taken together, it seems that OCD in 

childhood is associated with significantly less depressive symptoms and fewer 
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depressive intrusive thoughts. Furthermore, both anxious and depressive intrusive 

thoughts appear to become more frequent, intense and difficult to resist during 

adolescence and adulthood in comparison to childhood, for sufferers of OCD.  

Consistent with Salkovskis (1985; 1989) and others (Freeston et al, 1996; 

Rachman, 1993), responsibility biases were evident across age groups in this study. 

Based on ratings of perceived responsibility related to the idiographic OCD threat 

scenarios, results of this study suggest that children and adolescents rate OCD threat 

scenarios with significantly less personal responsibility than adults. On a self-report 

measure of responsibility attitudes, however, children report significantly less 

responsibility in comparison to both adolescents and adults, suggesting that by 

adolescence there appears to be an increase in attitudes regarding personal blame for 

harm that is similar to that reported by adults with OCD. Mean RAS scores obtained 

in this study, for both adolescents and adults (i.e., 4.46 and 4.40, respectively), were 

comparable to the mean score obtained by Salkosvskis et al. (2000) in their study 

with obsessional adults (i.e., 4.69).  

On a self-report measure of thought suppression (i.e., WBSI), children 

reported significantly less tendency to suppress thoughts in comparison to adults, but 

not to adolescents. This result suggests that children with OCD employ less thought 

control, or suppression strategies, in comparison to adults; however, adolescents do 

not differ significantly from either group. It appears, then, that thought suppression 

might become more evident with the increasing frequency and intensity of intrusive 

thoughts and with the development of responsibility attitudes, which appear to 

become more prominent in adolescence and adulthood.  

Results revealed that children and adolescents, who did not differ 

significantly from each other, reported significantly lower ratings in comparison to 
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those of adults on the idiographic ratings of perceived probability of harm and SUD 

related to the occurrence of the OCD-related threat scenarios. These results are again 

consistent with previous research, which has demonstrated cognitive probability 

biases associated with OCD in adulthood (e.g., Carr, 1974; Clark & Purdon, 1993; 

Foa & Kozak, 1986), as well as increasing distress associated with OCD with 

increasing age (e.g., results from study 1 in chapter 5). Inspection of truth ratings 

revealed that adolescents rated the idiographic OCD-related threat scenario as less 

accurate for them, in comparison to adults who rated the truth of the scenarios as 

highly accurate. Inspection of untransformed data indicates that across all groups the 

accuracy of the idiographic OCD threat scenarios were rated on average as at least 

“pretty accurate/true”, indicating that results should be reasonably accurate across the 

age groups. 

Interestingly, there were no apparent age-related differences on self-reported 

or idiographic ratings of TAF. While TAF did appear to increase slightly across 

chronological age groups, the results suggests that TAF is likely to be associated 

with OCD in childhood to a degree similar to that in adolescence and adulthood. 

Likewise, idiographic ratings on perceived severity of harm associated with OCD, 

self-doubt and controllability of thoughts (i.e., cognitive control) were similar across 

age groups, suggesting that children, adolescence and adults (1) similarly perceive 

the severity of harm associated with OCD as “fairly” to “very” severe, (2) experience 

similar levels of self-doubt and (3) experience comparable levels of difficulty in 

controlling intrusive thoughts.  

The findings of this study are mixed, with some support for homogeneity of 

cognitive processing of threat across age groups, in addition to preliminary support 

for heterogeneity across age groups in the interpretation of threat associated with 
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OCD. The results suggest that there might be core cognitive processes associated 

with OCD which appear from an early age (i.e., as young as 6 years) and which are 

constant across the developmental trajectory, in addition to other cognitive processes 

that appear to develop later in adolescence. For example, cognitive processes of 

TAF, perceived severity of harm, self-doubt and cognitive control appear comparable 

across children, adolescence and adults with OCD. However, children experience 

fewer intrusive thoughts (particularly depressive thoughts), which are less distressing 

and less uncontrollable than those experienced by adolescents and adults. 

Furthermore, responsibility attitudes, probability biases and thought suppression 

strategies clearly intensify during adolescence and resemble those of adults with 

OCD. These results might suggest that TAF, self-doubt and uncontrollability of one’s 

thoughts are more closely linked with the development of OCD in childhood, 

whereas other cognitive factors, such as responsibility, probability and thought 

suppression might develop either at a later developmental stage, or as a consequence 

of other obsessive-compulsive symptoms, and be associated more with the 

maintenance of the disorder. Interestingly, there is some evidence to suggest that 

differences between children and adolescents in the cognitive processing of threat are 

not simply due to later onset of the disorder, as results from study 1 indicated that the 

mean age of onset for adolescents was actually during childhood (i.e., 10 years).  

Obviously, given the cross-sectional nature of this study, further research 

utilising longitudinal designs is necessary to investigate the cognitive processes 

involved in the aetiology and maintenance of OCD across child, adolescent and adult 

onset of the disorder. In addition, further research needs to validate measures 

assessing cognitive processes in OCD for children and adolescence, so that future 

studies can reliably examine developmental differences in cognitive interpretations 
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of threat for individuals with OCD. Future studies using larger samples would also 

allow for statistical modeling of data, which would provide important information 

relating to the mediating effects of specific cognitive variables on obsessive-

compulsive symptoms and severity. 

 This study is the first to systematically evaluate developmental differences in 

cognitive processing of threat associated with OCD across the life trajectory. Given 

that the cognitive theory of OCD offers one of the most widely endorsed accounts of 

the development, maintenance and treatment of OCD, an accurate account of 

whether these cognitive processes occur across developmental stages is imperative. 

An accurate and developmentally sensitive conceptual model of the development and 

maintenance of OCD during childhood and adolescence would lead to the refinement 

of current assessment procedures and treatment guidelines, to the benefit of children 

and adolescents suffering from OCD. This study has offered a small step towards a 

revised developmentally sensitive cognitive theory of OCD.  
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CHAPTER 7 

General Discussion 

The studies presented in this thesis examined the clinical correlates and cognitive 

processing of threat associated with obsessive-compulsive disorder (OCD) across a 

cross-sectional sample of children, adolescents and adults. In this chapter, the major 

findings of the two empirical investigations will be briefly reviewed and integrated 

with the literature presented in earlier chapters to demonstrate how the current 

research has advanced knowledge in this area.  Next, the theoretical and applied 

implications of the present research will be discussed, and suggestions for future 

research in this field will be highlighted. Finally, an overall summary of this thesis, 

including concluding remarks regarding the developmental continuity of OCD across 

the lifespan, will be offered. 

 OCD is one of the most severe of the anxiety disorders and is not an 

uncommon psychological problem during childhood, adolescence or adulthood. This 

disorder is typically characterised by bizarre and disturbing intrusive thoughts 

(obsessions), accompanied by extreme anxiety and distress, and the presence of 

repetitive and senseless ritualistic behaviours (compulsions) that are engaged in to 

prevent some perceived dreaded outcome from occurring. The presentation of this 

disorder varies greatly across individuals, with some people experiencing a wide 

array of obsessions and compulsions, whilst others may experience obsessions or 

compulsions in the absence of the other. The types of symptoms experienced, while 

varied, are however fairly stereotypical and relatively stable across cultures. Without 

careful inspection and cross-examination of the paediatric and adult literature, one 

might conclude this disorder is predominantly continuous across the developmental 

trajectory in terms of clinical presentation. Whilst there are remarkable similarities in 
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the clinical presentation of this disorder across age groups, there are also a number of 

subtle differences observed in the literature across child, adolescent and adult 

samples, suggesting that OCD may not be associated with exactly the same clinical 

correlates at different developmental stages.  

OCD is an interesting and unusual disorder to study and to treat in clients, in 

that it appears to be slightly (and sometimes strikingly) different for every client 

worked with. This disorder differs from every other anxiety disorder in both the 

complexity of cognitive processes related to the experience of intrusive thoughts, and 

the girth of escape and avoidance behaviours associated with anxiety reduction. As a 

result of the complex cognitive processes involved in this disorder, the cognitive 

theory of OCD (i.e., Rachman, 1981; Salkovskis, 1985; 1989) was developed to 

account for the development and maintenance of obsessive-compulsive symptoms in 

adults. This theory has been the hallmark of psychological models on the aetiology 

and maintenance of this disorder in adults, and has been the basis for the 

development and evaluation of empirically supported state-of-the-art CBT treatments 

for adults.  

While the cognitive theory of OCD appears to effectively account for the 

disorder as it presents in adulthood, only a couple of studies to date (Barrett & Healy, 

2003a; Barrett & Healy, 2003b) have attempted to systematically evaluate the 

appropriateness of the current cognitive theory in samples of children and 

adolescents with the disorder. In contrast to the adult counterpart of the disorder, our 

current understanding about the clinical correlates and theories of aetiology and 

maintenance of childhood OCD is substantially delayed. Systematic comparisons 

evaluating the clinical features and cognitive processing of threat associated with 

OCD across age groups were conducted in the current research in an attempt to 
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advance our understanding of the childhood presentation of the disorder. Research of 

this nature is imperative to bridge the considerable gap in knowledge between adult 

OCD and OCD as it presents in childhood. An understanding of the continuity or 

discontinuity of OCD across the development trajectory is necessary to formulate 

developmentally sensitive accounts of aetiology and maintenance, which will guide 

the development of age-appropriate assessment protocols and treatment guidelines to 

improve the prognosis for children suffering from OCD. 

Study 1 evaluated the clinical correlates of OCD across children, adolescents 

and adults. This study involved a comprehensive examination, comparing age groups 

across specific symptomatology, severity, insight, comorbidity, symptomatic 

distress, familial incidence of OCD, anxiety and depression, and functional 

impairment. The results of study 1 demonstrated that OCD appears to be 

discontinuous across the developmental trajectory on a number of variables. The 

majority of significant differences that were found across groups occurred between 

children and adults, indicating that childhood and adult OCD appear somewhat 

distinct in terms of clinical features. Interestingly, OCD in adolescence appears to be 

less distinct and shares some features of both childhood and adult OCD, suggesting 

that during adolescence, OCD shifts from a childhood subtype of the disorder into 

the more severe and chronic presentation experienced during adulthood.  

Specifically, the results from study 1 indicated that childhood OCD can be 

characterised by a non-significant male predominance, earlier age of onset, higher 

comorbidity with ODD and specific phobia, fewer checking rituals, less pathological 

doubting, and less trait anxiety. Children differed significantly from adults, but not so 

from adolescents, in experiencing significantly fewer sexual and somatic obsessions, 

less social impairment, and less avoidance, indecisiveness, and pathological 
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responsibility. Children and adolescents alike differed from adults in displaying 

comorbid ODD, ADD/ADHD and SAD, and they also differed significantly from 

adults in displaying less insight and higher comorbidity with specific phobia and tics.  

OCD in adulthood was distinct from both childhood and adolescent OCD in that it 

was associated with significantly later onset, was more severe across obsessions, 

compulsions and overall impairment, and presented more frequently with panic 

disorder and MDD. Adolescents differed from both children and adults by having 

onset during late childhood and by experiencing significantly more symptoms of 

contamination obsessions and washing rituals. While adolescents experienced less 

trait anxiety than adults, they reported significantly higher anxiety in comparison to 

children.  

The results from this study are largely consistent with those reported by 

Geller et al. (2001a) in his investigation of the developmental continuity of OCD. 

The only results from this study that were not consistent with previous research were 

those examining familial aggregation of OCD and anxiety/depression in relatives.  

Previous research has demonstrated a link between early onset OCD and higher rates 

of OCD prevalence in first-degree relatives (i.e., Nestadt et al., 2000); however, there 

were no differences found across age groups (which varied in terms of early or late 

onset of OCD) in this study, on familial prevalence of OCD or related 

psychopathology (i.e., anxiety and/or depression). This inconsistency with previous 

research is possibly due to methodological problems inherent in retrospective data 

collection, which was relied on in this study to collect this particular data. 

Taken together, the results from study 1 suggest that OCD may be 

discontinuous across the lifespan, with children and adolescents experiencing 

different patterns of comorbidity and types of symptoms from those experienced by 
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adults. Furthermore, it seems clear that OCD presents with increasing severity from 

childhood through to adolescence and then adulthood. Adults with OCD appear to 

experience greater levels of anxiety and distress, impairment, avoidance, 

pathological doubt and responsibility, and indecisiveness, in comparison to children 

and adolescents with the disorder. These findings are of considerable significance 

because they demonstrate that the clinical presentation of OCD appears to be 

different across age groups, and although childhood OCD appears less severe than 

adult OCD based on these findings, it is possible that OCD in childhood may simply 

be associated with different clinical correlates. For example, previous research has 

highlighted the impact that OCD has on the family, with higher levels of 

accommodation and involvement in symptoms by family members of children with 

OCD compared to adults with OCD (Cooper, 1996; Piacentini & Bergman, 2000). 

Research examining the effects of high levels of family accommodation and 

involvement in symptoms of OCD has highlighted the pervasive negative impact 

both on other family members in terms of distress, and on the OCD child through the 

maintenance of symptoms (see chapter 2). The discontinuity of clinical correlates of 

OCD across age groups has implication in terms of assessment, treatment and 

conceptual models of aetiology and maintenance. These issues are discussed in more 

detail later in this chapter. 

Study 2 examined developmental differences in the cognitive processing of 

threat across children, adolescents and adults with OCD. This study is the first of its 

kind to evaluate the current cognitive theory of OCD in a clinical cross-sectional age 

sample. The assessment methods used in the current study involved both self-report 

questionnaires and semi-idiographic experimental cognitive tasks. The findings from 

this study are varied, and provide support for both continuity and discontinuity across 
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age groups on cognitive variables associated with OCD. Based on the results from 

this study, it appears that there may be specific cognitive processes associated with 

OCD during childhood, which remain constant across the developmental trajectory, 

in addition to other cognitive processes that appear to develop later in adolescence 

and continue into adulthood.  

Specifically, results from study 2 demonstrated that cognitive processes of 

thought-action fusion (TAF), perceived severity of harm, self-doubt and cognitive 

control appear comparable across children, adolescence and adults with OCD. 

However, children report less intrusive thoughts (particularly depressive thoughts), 

which are experienced as less distressing and less uncontrollable than those 

experienced by adolescents and adults. Furthermore, responsibility attitudes, 

probability biases and thought suppression strategies are much less common in 

childhood compared to adulthood; however, they do become apparent during 

adolescence to a degree similar to that experienced by adults with the disorder. 

Interestingly, the differences between children and adolescents in the cognitive 

processing of threat may not simply be due to later onset of the disorder, as results 

from study 1 indicated that the mean age of onset for adolescents was actually during 

childhood (i.e., 10 years).   

These results suggest that TAF, perceived severity of harm, doubt and beliefs 

about thought control may be more closely linked with the development of OCD 

during childhood, whereas other cognitive factors, such as responsibility, probability 

and thought suppression, appear to emerge later in development, or as a consequence 

of other obsessive-compulsive symptoms, and may be associated more with the 

maintenance of the disorder during adolescence and adulthood. It is interesting that, 

although the results demonstrated that perceived severity of harm was experienced to 
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a similar degree across age groups, probability of harm was less prevalent in children 

and adolescents compared to adults. Previous research examining the overestimation 

of threat in adults with OCD has found that perceived severity of harm is a stronger 

predictor of obsessive-compulsive symptomatology than perceived probability of 

harm. The results of this study support the adult literature, suggesting that severity 

biases are more strongly related to the development of OCD than probability biases, 

and are evident from childhood.  

In terms of childhood OCD, the findings from study 2 failed to provide 

support for Salkovskis’ (1985; 1989) cognitive theory, in particular the central role of 

responsibility and thought suppression in the development and maintenance of 

obsessions. These findings suggest that, in childhood, there are fewer cognitive 

processes associated with the development and maintenance of symptoms. While this 

study did not examine the relationships among cognitive variables, it is helpful to try 

and make sense of the data by hypothesising about the possible relationships among 

variables and how they may account for actual OCD symptoms. In childhood, it 

seems that intrusive thoughts related to perceived harm may trigger cognitive beliefs 

about TAF and the severity of perceived harm, which in turn lead to thoughts about 

the importance of controlling one’s thoughts, all of which contribute to the 

experience of anxiety and distress, and lead to ritualising and avoidance behaviours. 

The occurrence of thoughts in the form of self-doubt may be associated with 

increased intrusions about harm, coupled with beliefs about the perceived severity of 

harm and TAF; that is, beliefs that merely thinking of harm may lead to harm 

actually occurring, as well as thoughts that thinking of bad thoughts means one is an 

immoral or bad person. Figure 3 illustrates the hypothesised relationships among  

cognitive variables and OCD symptoms in childhood based on the current results. 
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Figure 3.   Hypothesised relationships among cognitive variables for childhood 

OCD. 

 

It is possible that those cognitive variables, which are equally as evident in 

childhood as in adulthood (i.e., TAF, severity, beliefs about thought control, doubt), 

may actually lead to the development of other cognitive processes at a later stage in 

development (i.e., during adolescence) or after some years enduring the disorder; for 

example inflated responsibility biases and thought suppression. The data from 

adolescents and adults in this study are more highly consistent with previous research 

examining cognitive processes associated with OCD in adults. Adolescents and 

adults reported more frequent and distressing intrusive thoughts as well as higher 

levels of perceived responsibility for harm, probability of harm, and increased 

thought suppression strategies. These findings offer support for Salkovskis’ cognitive 

theory (1985; 1989), and suggest that inflated responsibility biases become evident 

during adolescence and often continue into adulthood. The cognitive model of OCD 
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during adolescence and adulthood appears more complex than in childhood. A 

hypothesised model of how these processes may be related is illustrated in figure 4.  
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Figure 4.   Hypothesised relationships among cognitive variables associated with 

OCD in adults and adolescents. 

 

Prior to discussing the theoretical and applied implications of the current 

empirical studies, a number of methodological issues must be address in relation to 

the results of the current research. As already highlighted in chapter 5, the most 

significant methodological issue in the current study is related to the sampling 

method. The reliance on treatment-seeking samples of children, adolescents and 
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adults limits the extent to which the data can be generalized beyond the clinical 

setting. Furthermore, the sampling method allows for considerable differences across 

groups in client motivation for seeking treatment, which may account for observed 

differences in the data (i.e., male predominance in child versus adult sample). Given 

the massive economic and labour costs that are associated with conducting 

epidemiological research – in particular research involving a cross-sectional sample 

of children, adolescents and adults with OCD, using standardised measures of 

assessment – it was not possible to examine this research question within a 

community-based sample. While community-based samples may offer increased 

generalisability of results and may overcome the issue of client motivation for 

participation in the research, a community-based sample is not without its own 

inherent limitations. For example, given the fiercely secretive nature of the disorder, 

it is unlikely that participants with OCD would be willing to discuss their symptoms 

in detail, without the motivation of receiving treatment, hence the integrity of 

community-based samples may also be less than desirable. The findings of the above 

studies offer insight into the clinical correlates and cognitive processing of threat, in 

clinic-based samples of children, adolescents and adults with primary OCD. 

On a related note, the observed differences across age groups in OCD 

symptomatology may be complicated by developmental obstacles associated with 

childhood, such as difficulties in accurately recognising and labeling ones emotional 

and cognitive states. In an attempt to address this difficulty that children and 

adolescents may experience, presumably to a greater degree than adults, all 

assessment procedures were explained in detail to children, using visual aids 

whenever possible (i.e., fear thermometer for likert-scale ratings), and all self-report 

measures were read aloud for children, with a clinician recording answers. 
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Standardised instructions were devised across all assessment tasks, and clinicians 

were required to continually check for understanding from all participants, in 

particular children. The difficulty in obtaining accurate and reliable information is 

probably most evident for assessing cognitive processes associated with OCD in 

children and adolescents using self-report measures. To date there have been no 

measures developed to assess cognitive phenomena associated with OCD in children 

and adolescents. It is possible that the adult self-report measures used in the current 

research may be less sensitive in assessing children and adolescents with OCD. 

While all measures were adapted in terms of language and examples for more 

appropriate use with children and adolescents, reliable and valid research of this kind 

remains limited until psychometrically sound measures are developed. 

 

Implications of the Findings and Directions for Future Research 

Despite the methodological limitations, the results of the current research have 

important theoretical and practical implications. To date, our current understanding 

of childhood OCD, including approaches to treatment, are based almost solely on 

adult research and adult conceptual models of the disorder. Research into the clinical 

presentation of OCD and factors associated with the aetiology and maintenance of 

this disorder in childhood is conspicuously deficient in comparison to what is known 

about OCD in adulthood. Systematic evaluations of the similarities and differences in 

clinical correlates and factors associated with aetiological theories of OCD are 

imperative to advance our knowledge about the childhood form of this disorder, and 

to improve the prognosis for children suffering with OCD. 

Currently, the most widely accepted account of the aetiology and 

maintenance of OCD in adults is the cognitive theory of OCD (i.e., Rachman, 1981; 
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Salkovskis, 1985; 1989). This theory explains the development of obsessive-

compulsive symptomatology in adults, and has received extensive empirical support 

in the literature. In comparison, there has been little empirical investigation into 

possible factors associated with aetiology and maintenance of OCD during childhood 

and adolescence. To date, the author’s research group is the only one to attempt to 

systematically evaluate the applicability of the current adult cognitive theory to a 

sample of children and adults (see Barrett & Healy, 2003a; Barrett & Healy, 2003b). 

Yet current psychological treatments for childhood and adolescent OCD are based on 

this aetiological theory.  

The development and empirical evaluation of treatments for childhood OCD 

are alarmingly few in comparison to treatment trials conducted within the adult 

research, with only one controlled CBT treatment trial conducted to date for 

childhood OCD (see Barrett et al., in press). While CBT treatment for childhood 

OCD has been demonstrated to be highly effective (see Barrett et al., in press), 

current treatments are based almost completely on what has been demonstrated to be 

important and effective in treating adults with OCD. This is most apparent in the 

cognitive component of treatment for OCD. For example, empirically validated CBT 

programs for childhood OCD (such as Barrett et al., in press) incorporate cognitive 

sessions aimed at challenging overestimations of probability of danger or threat, and 

inflated responsibility appraisals related to preventing harm. These treatment 

components were included in Barrett and colleagues’ treatment (in press), as these 

cognitive biases had been consistently reported in the adult literature to be important 

in OCD, and no study at the time of commencing their trial had evaluated cognitive 

processes in children and adolescents with OCD.  
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The results of study 2, however, indicate that responsibility and probability 

biases are less common in children than in adolescents and adults, and targeting them 

in sessions would probably not be necessary in effectively treating children with 

OCD. Utilising a scientist-practitioner approach based on the results of the current 

research, cognitive intervention for children may be improved and be more 

applicable by focusing on challenging appraisals of TAF, overestimations of threat 

severity, beliefs about the importance of thought control, and self-doubt. Treatment 

for adolescents would be more similar to adult treatment and, based on the results of 

the current research, should incorporate material aimed at challenging inflated 

responsibility, probability and thought suppression techniques.  

Further research in this area is clearly needed to explore the role of cognitive 

processes in the aetiology and maintenance of childhood and adolescent OCD. The 

development of psychometrically sound cognitive assessment instruments is 

necessary for reliable measurement of these variables in child and adolescent 

samples. Further research with large samples of clinical and/or non-clinical children, 

adolescents and adults using statistical modelling analyses is also necessary to 

investigate the relationships among cognitive variables in predicting obsessive-

compulsive symptomatology. Further research in this area should also continue to 

focus on other factors that may uniquely account for the development and 

maintenance of OCD in children and adolescents; for example, factors associated 

with the family context, such as family accommodation and involvement in 

symptoms, and parent-child interaction patterns.  

Developmental research examining age-related differences in clinical 

correlates of OCD is also imperative in terms of improving accurate identification of 

the disorder and tailoring treatments to the developmental specifications of the 
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disorder at the time it presents. The results from study 1 indicated that OCD during 

childhood is associated with different patterns of comorbidity and types of 

symptomatology. This information is vitally important for clinicians to know to 

improve the accurate and early identification of the disorder in children. Because 

many children hide their bizarre obsessions and rituals from others, to the extent that 

they often don’t disclose details of their symptoms to even their therapists, and 

because therapists frequently feel ill-equipped to deal with this disorder due to their 

lack of knowledge about the condition, many children are still misdiagnosed and 

offered unsuitable and less effective treatments. Developmentally sensitive accounts 

of the clinical picture of OCD in childhood and adolescence will help improve the 

identification and accurate diagnosis of the disorder, which in turn will promote the 

more timely delivery of appropriate interventions. 

  

Concluding Remarks 

The studies in this dissertation sought to examine the continuity of clinical correlates 

and cognitive processing of threat associated with OCD across the developmental 

trajectory. While there is substantial research and empirical investigation into the 

clinical presentation and cognitive theory of OCD in adults, very little is known 

about childhood and adolescent OCD in comparison. The major objective of this 

thesis was to systematically evaluate clinical features and cognitive processes, 

already identified to be associated with OCD in adults, across three distinct age 

groups (i.e., children, adolescents, and adults) using parallel measures of assessment. 

The general findings of this dissertation are mixed, with evidence to support both 

continuity and discontinuity of clinical and cognitive features associated with OCD. 

While there are some clinical correlates and specific cognitive processes that appear 
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relatively stable across the developmental trajectory from childhood through to 

adulthood, there are also specific differences across age groups in terms of 

symptomatology, comorbidity, severity, and cognitive biases associated with threat 

appraisals. 

 One of the most noteworthy findings from this research was the tendency for 

OCD to present with increased severity and associated impairment across the 

developmental age groups. The findings from studies 1 and 2 indicated significant 

changes in symptomatology and severity from childhood to adulthood, with 

adolescence being a developmental stage that shared some features similar to both 

childhood and adulthood. Given this dim pattern of results and the finding that OCD 

typically begins either during mid-to late childhood or early adulthood, it is clear that 

as clinicians we need to identify OCD during childhood and intervene earlier rather 

than later to cease the worsening of symptoms associated with OCD as it persists 

along the developmental trajectory through adolescence and into adulthood. 

The innovative investigation of cognitive processing of threat across age 

groups presented in this dissertation has offered the first critical step towards a 

refined developmentally sensitive cognitive-behavioural account of OCD. Ongoing 

research in this area will lead to promising advancements in our understanding and 

conceptualisation of this disorder as it presents at different developmental stages. 

The advent of a comprehensive, developmentally insightful formulation of aetiology 

and maintenance of OCD will be of most significance in guiding revisions to current 

psychological treatment approaches, which will maximise treatment effectiveness 

and the long-term prognosis for children and adolescents with OCD. 
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