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ABSTRACT 

Although there is a well-documented link between post-traumatic stress disorder (PTSD) and 

obsessive-compulsive disorder (OCD), there is much that remains unknown about this 

relationship. Comorbid PTSD and OCD are linked to particularly poor outcomes, and individuals 

with these disorders are impacted across several areas of life. The present study takes a closer 

look at characteristics that are common among both disorders, including thought-action fusion 

(TAF), magical thinking, guilt, and shame. Additionally, the author explores the unique impact 

of each previously identified symptom dimension of OCD (i.e., contamination, responsibility for 

harm, unacceptable thoughts, and order/symmetry) on trauma symptomatology. The present 

study hypothesized that symptoms of OCD will positively predict symptoms of PTSD, and that 

out of the identified symptom dimensions of OCD, symptoms related to fear of causing harm to 

others will explain a greater proportion of the variance in this relationship than the other 

symptom dimensions. Furthermore, the author hypothesized that magical thinking, TAF, guilt, 

and shame would positively predict trauma symptomatology. Data was primarily collected via 

online recruitment and was analyzed using linear regression. Results indicate that OCD symptom 

severity and shame do predict trauma symptomatology, even when controlling for traumatic 

experiences; however, magical thinking, TAF, and guilt do not. Contrary to the authors 



hypothesis that symptoms related to fear of causing harm to others would explain a greater 

proportion of the variance in the relationship between OCD and trauma symptomatology, it was 

found that symptoms related to unacceptable thoughts did and that symptoms related to this 

dimension were the only ones that predicted trauma symptomatology. The author suggests the 

relationship between OCD and trauma symptomatology could be explained by one of several 

factors or even a combination of these factors. These findings are relevant to current clinical 

practice, as well as point to several areas for future research.  
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CHAPTER I: INTRODUCTION 

This paper explores the complex relationship between Obsessive-Compulsive Disorder 

(OCD), traumatic events, and trauma symptomatology that are well documented throughout the 

literature (de Araújo et al., 2018; de Silva & Marks, 1999; Fontenelle et al., 2007). OCD is 

defined by the core features of persistent, unwanted thoughts (obsessions) and repeated actions 

or mental rituals (compulsions) that are performed to neutralize or decrease subsequent 

psychological distress (American Psychological Association [APA], 2013). Symptoms of Post-

Traumatic Stress Disorder (PTSD) are centered around exposure to a traumatic event, followed 

by symptoms related to intrusions (i.e., thoughts and memories of the event), avoidance of 

relevant stimuli, and reactive changes in mood and physiological arousal (APA, 2013). On the 

surface, parallels between both conditions are evident in the common features of intrusions, 

related distress, and avoidant behaviors. Moreover, when looking beyond the surface, the 

similarities become increasingly salient. The literature has illustrated a depth of characteristics 

that are shared by both mental health disorders, including overlap in symptoms (Fletcher et al., 

2019), environmental triggers (Brander et al., 2016), common comorbidities (Ferrão et al., 2023), 

the role of the conditioned fear response (Cooper & Dunsmoor, 2021; Kaczkurkin, 2014), 

impaired extinction of conditioned responses (Milad et al., 2013; VanElzakker et al., 2014), and 

symptom maintenance through functional similarities (i.e., avoidance; Foa & McLean, 2016). 

In addition to these similarities, past studies have identified elevated comorbidity 

between these diagnoses. Among clinical OCD and PTSD populations, the rate of comorbidity 

ranges from 19.1% to 41% respectively (Nacasch et al., 2011; Torresan et al., 2013). In previous 

research on the comorbidity of psychological disorders, Rachman (1991) advocated for 

examining the relationships between comorbid conditions to understand the impact of one 
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disorder on the other. Specifically, he proposed that identifying whether the nature of the 

relationship is static, or dynamic is important to treatment planning, understanding outcomes, 

and addressing barriers that may be faced. Across the last twenty years, compelling evidence has 

demonstrated that OCD and PTSD possess a dynamic relationship, in which the symptoms of 

one condition influence the other and vice versa (de Silva & Marks, 1999; Gershuny et al., 2003; 

Van Kirk et al., 2018). For example, in a case series of four subjects with treatment resistant 

OCD, as individuals’ OCD symptoms improved during treatment, they began having more PTSD 

specific symptoms (Gershuny et al., 2003). Paralleling these findings, in a case study conducted 

by Van Kirk and colleagues, a combat exposed veteran experienced increased PTSD 

symptomatology when he was unable to engage in OCD related compulsions and rituals. 

Similarly, as he engaged in more compulsive behaviors (i.e., checking, counting) he experienced 

fewer symptoms specifically related to PTSD. It has been proposed that symptoms of OCD 

might enable avoidance of trauma reminders, leading to the development of OCD as a 

maladaptive strategy for coping with trauma related symptoms (Gershuny et al., 2003; Van Kirk 

et al., 2018).  

In addition to the previously discussed overlap between these two conditions, there are 

unique features of this diagnostic pairing that endure within the domains of symptom severity 

(Knowles et al., 2019; Pinciotti et al., 2022), course of illness (Ojserkis et al., 2017), treatment 

outcomes (Shavitt et al., 2010), suicidality/suicidal ideation (Torres et al., 2011) and social 

adjustment (Rosa et al., 2012). Comorbid OCD and chronic PTSD are associated with increased 

symptom severity, substance use, and emotional difficulties (Ojserkis et al., 2017). Additionally, 

comorbid OCD and PTSD have proven to be more difficult to treat (Gershuny et al., 2002; 

Gershuny et al., 2008). A diverse range of outcomes are often worse among individuals who 
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suffer from both PTSD and OCD, which increases the urgency of learning more about this 

relationship (Ojserkis et al., 2017).   

Although many different hypotheses about the relationship between OCD and PTSD 

have been explored within extant literature, there remains many unknowns (de Silva & Marks, 

1999; Fontenelle et al., 2007; Ojserkis et al., 2017). There are a substantial number of studies 

that have examined the impact of traumatic events on OCD; however, the relationship between 

preexisting OCD and subsequent PTSD onset has infrequently been the focus of research. 

Nevertheless, a small number of researchers have been pursuing a line of research over the last 

several years that has revealed evidence for post-traumatic and pre-traumatic subtypes of OCD, 

of which the latter may be associated with an increased risk of developing PTSD (Fontenelle et 

al., 2012; see also de Araújou et al., 2018). A general limitation to the OCD-PTSD literature that 

has impeded a better understanding of this relationship, is that age of onset is not defined 

consistently across studies. Age of OCD onset has been variably defined as the age of onset of 

symptoms, the age at onset of distress, and the age at which individuals met diagnostic criteria 

for OCD as defined by diagnostic resources (Diagnostic and Statistical Manual [DSM] or the 

International Classification of Diseases [ICD]). Further research is needed to identify the 

temporal sequence of the relationship between comorbid OCD and PTSD to better understand 

their genesis and contributing factors (Fontenelle et al., 2011). 

Although individuals with OCD often report having experienced stressful and traumatic 

life events, the causality of this relationship remains unclear (Rosso et al., 2012; Cromer et al., 

2007). Cromer and colleagues (2007) found that traumatic life events (TLEs) were associated 

with increased OCD symptom severity. Despite this finding, the authors proposed that the reason 

for this relationship is still unclear. They then suggested alternative explanations for the 
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relationship between OCD symptom severity and TLE’s including that individuals with severe 

OCD might more easily recall stressful life events, or that they might experience events as 

stressful or traumatic in circumstances that others may not. In support of this hypothesis, a 1996 

study found that among a sample of individuals who were present during a large-scale shooting, 

individuals with obsessive compulsive symptoms (OCS) were more susceptible to developing 

post traumatic symptoms (PTS) than individuals who did not, even when they were less exposed 

to the event. It is of note that the author stated that these findings should be interpreted with 

caution due to this being an unexpected finding that was not hypothesized a priori (Sewell, 

1996). Fontenelle and colleagues (2012) theorized that traumatic events may be evaluated as 

more devastating among individuals with preexisting OCD due to intense emotional responses 

such as disgust, that could facilitate the onset of PTSD. Others have hypothesized that comorbid 

OCD and PTSD could potentially be explained as a form of complex PTSD as described in 

previous research (Gershuny et al., 2003; Herman, 1992). With respect to stressful life events, in 

a sample of 329 individuals with a primary diagnosis of OCD, 60.8% of the participants reported 

experiencing a stressful life event (SLE) approximately one year before OCD onset. This pattern 

was much more common among female participants, which is consistent with past research; 

SLEs are a greater risk-factor for sudden onset of OCD among women (Bogetto et al., 1999; 

Rosso et al., 2012).  

Theories regarding the connection between OCD and PTSD have been discussed at 

length; however, there is a need for more research that identifies clinical features and associated 

factors of OCD that are linked to trauma symptomatology (Fontenelle et al. 2012). One such 

feature is magical thinking, a construct that covers a broad range of atypical beliefs about causal 

influences that are at odds with cultural norms. For example, beliefs related to superstition, 
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communication with spirits, or the influence of thoughts or minute actions on external events 

would fall under this umbrella term (Rees et al., 2010). Within the context of OCD, magical 

thinking may manifest as an individual repeatedly flipping a light switch with the purpose of 

protecting their loved ones from harm (Eremsoy & Inozu, 2016). Essentially, this is an overly 

simplified explanation of the relationship that exists between some obsessions and compulsions 

in OCD (APA, 2013). Correspondingly, magical thinking could be manifested as the belief that 

thoughts can influence outcomes or define an individual’s moral character. This type of magical 

thinking has been called thought-action fusion (TAF) throughout the literature and has been 

theorized as being central to the mechanisms of OCD (Shafran et al., 1996; see also Berle & 

Starcevic, 2005).          

Although TAF has been found to exist in a variety of other clinical populations (PTSD, 

Generalized Anxiety Disorder [GAD], and Seasonal Affective Disorder [SAD] among others), 

the idea of TAF was spawned from research related to the processes involved in OCD (Shafran 

et al., 1996). TAF can be described as a cognitive error in which individuals place exaggerated 

significance into the thoughts that they have; it can be manifested in two ways: (a) when 

individuals believe that having an objectionable thought or impulse is morally equivalent to 

acting on it (Moral TAF), and (b) when individuals believe that having an unacceptable thought 

makes it more likely to happen (Likelihood TAF). Likelihood TAF can be further broken down 

into whether the related thoughts are directed at the self (likelihood-self TAF) or others 

(likelihood-other TAF). Someone with high levels of likelihood-self TAF beliefs may be inclined 

to believe that if they think about getting an illness, they are more likely to contract it. 

Alternatively, individuals with high levels of likelihood-other TAF beliefs may be more inclined 

to believe that thinking about a friend or family member getting into a car accident will increase 
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the probability that it will happen (Shafran et al., 1996). Some studies have identified a stronger 

link between likelihood-other and moral TAF in OCD, with no differences between anxiety 

disorders in likelihood-self TAF (Bailey et al., 2013). Others have found that likelihood-other 

and likelihood-self TAF beliefs are especially elevated among OCD populations, but that this 

relationship is mediated by negative affect. The authors suggested that TAF could be linked to 

negative thinking styles that are associated with symptoms of anxiety and depression 

(Abramowitz et al., 2003). It has been hypothesized that TAF maintains the relationship between 

obsessions and compulsions, due to the sense of duty that individuals feel to control their 

thoughts and perceived potential outcomes (Salkovskis, 1985; see also Wilson & Chambless, 

1999).  

TAF and magical thinking have not commonly been explored as primary variables of 

interest in relation to PTSD; however, associations between magical thinking and TAF among 

individuals with PTSD have been discussed within several sources. In a recent study, a negative 

correlation between TAF and psychological well-being was discovered among veterans who 

were hospitalized for combat-related PTSD (Mikaeili et al., 2017). Additionally, children who 

experience trauma are more likely to engage in magical thinking and report having paranormal 

beliefs; it has been hypothesized that children develop these beliefs as a way of coping with 

events that are outside of their control (Berkowski & MacDonald, 2014). Feelings of mental 

contamination (feeling dirty inside of the self) have been consistently reported among individuals 

with both OCD and PTSD (Mathes et al., 2019; McCann et al., 2023); however, it is important to 

note that mental contamination has also been linked to elevated TAF beliefs (Coughtrey et al., 

2012). Finally, a past study described one form of guilt associated with PTSD as being magical 

in nature. Superwoman/Superman guilt is used to describe the guilt of individuals who feel as 
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though they should have been able to change the outcomes of a traumatic event, without regard 

for the limitations of human abilities (Opp & Samson, 1989).  

In addition to the cognitive processes previously discussed, there is also a unique 

relationship between OCD and certain emotional responses. Specifically, the self-conscious 

emotions of guilt and shame have been identified as being elevated in OCD populations (Stewart 

& Shapiro, 2011; Weingarden & Renshaw, 2015). Although guilt can be adaptive when it 

enables individuals to correct their transgressions towards others, it is considered pathological 

when an individual experiences guilt in situations in which no true wrong has been done. In a 

2011 literature review, it was concluded that pathological guilt plays an important role in OCD 

symptoms, as demonstrated by the findings of 14 studies that confirmed that individuals with 

OCD or OCS are more likely to experience guilt in neutral situations (Stewart & Shapiro, 2011). 

Individuals with OCD have also been found to exhibit heightened guilt sensitivity (i.e., more 

negative evaluations of guilt) and guilt propensity (i.e., more frequent and powerful guilt 

reactions) (d'Olimpio et al., 2013; Hellberg et al., 2023; Melli et al., 2018). Regarding shame, 

individuals with OCD experience two types of shame including symptom-based shame and 

shame associated with having a psychological disorder (Weingarden & Renshaw, 2015). Shame 

and guilt in OCD have both been identified as barriers to treatment due to reluctance of patients 

to disclose symptoms (i.e., disturbing thoughts and beliefs; Newth & Rachman, 2001). Both guilt 

and shame appear to have a unique relationship with certain OCD symptom dimensions. For 

example, Hellberg and colleagues (2023) found that symptoms related to fear of causing harm to 

others and unacceptable thoughts were related to increased guilt sensitivity. Another group of 

researchers further proposed that these two symptom dimensions (i.e., fear of causing harm and 

unacceptable thoughts) would also be associated with shame-proneness. Although they 
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confirmed one of their hypotheses (that shame-proneness and symptoms related to fear of 

causing harm would be related to one another), they did not find this same relationship with 

symptoms related to unacceptable thoughts. Instead, they found that symptoms related to 

symmetry were significantly correlated with shame-proneness; the authors hypothesized that this 

finding might be explained by the previously identified relationship between perfectionism and 

symptoms related to symmetry (Wetterneck et al., 2014; see also Wheaton et al., 2010).   

Although PTSD was previously classified as an anxiety disorder, many individuals with 

PTSD describe experiencing a complex array of emotions, including guilt, shame, sadness, and 

anger (Lee et al., 2001). Negative thoughts and feelings directed towards the self, including guilt 

and shame, were added to diagnostic criteria for PTSD with the release of the DSM-5. 

Specifically, the diagnostic manual reads that individuals may experience “distorted cognitions 

about the cause or consequences of the traumatic event(s) that lead the individual to blame 

himself/herself or others,” as well as may have “persistent negative emotional states (e.g., fear, 

horror, anger, guilt, or shame)” (APA, 2013, p. 272).  Generalized guilt and shame among 

survivors of interpersonal trauma have been identified as predictors of PTSD (Bockers et al., 

2016). Additionally, in a recent study that explored participant reactions to an analogue task that 

resulted in an accident, individuals who were blamed for the incident reported experiencing more 

distress and intrusions the next day than individuals who were told that the accident was due to a 

technical problem. The authors of this published study concluded that guilt is a factor that could 

contribute to the development of PTSD after a traumatic event (Bub & Lommen, 2017). Several 

studies have implicated shame and guilt as playing a role in the development of PTSD (Kip et 

al., 2022; Lee et al., 2001; Pugh et al., 2015; Saraiya & Lopez-Castro, 2016). Although guilt and 

shame can occur independently from one another, a recent study determined that approximately 
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100% of veterans with trauma-based guilt in PTSD also experienced shame (Bannister et al., 

2019). Trauma related guilt and shame have been identified as risk factors for suicidality, as well 

as barriers to treatment among individuals with PTSD (Bryan et al., 2013; Tripp & McDevitt-

Murphy, 2017; Saraiya & Lopez-Castro, 2016).  

Purpose of the Present Study 

There are many related OCD symptoms and factors that could theoretically play a part in 

the emergence of PTSD and trauma symptomatology; however, the literature only discursively 

supports these connections. The present study seeks to address this gap by tying these pieces of 

literature together to identify the following: (a) Does OCD symptom severity predict trauma 

symptomatology?,  (b) Do OCD symptoms related to fear of causing harm to others explain more 

about the relationship between OCD symptoms and trauma symptomatology than other symptom 

dimensions of OCD?, and (c) Are there specific traits related to OCD that are linked to increased 

trauma symptomatology among adults with OCD? Based upon a thorough literature review, the 

present study seeks to identify the relationship of magical thinking, TAF, guilt, and shame to 

trauma symptomatology among individuals with OCD. Specifically, the author is theorizing that 

magical thinking and TAF cause individuals with OCD to believe that they are responsible for 

events that are beyond their control, which in turn may cause increased guilt and shame, and 

contribute to the development of trauma symptomatology. The author proposes the following in 

support of this theory: 

1. Magical thinking and TAF are common in OCD and cause individuals to feel 

responsible for thoughts or actions that are unrelated to outcomes (Rees et al., 2010; 

Shafran et al., 1996).  
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 2. TAF, a form of magical thinking, is positively associated with guilt (Rachman et al., 

1995) and the development of shame (Hansmeier et al., 2023).  

3. Guilt and shame are elevated among OCD populations (Geissner et al., 2022; Laving et 

al., 2023).  

4) Guilt and shame are highly relevant to trauma symptomatology and PTSD (Pugh et al., 

2015; Saraiya & Lopez-Castro, 2016). 

Seeking out the answers to the questions previously mentioned will help establish a greater 

understanding of the relationship between OCD and trauma symptomatology, which will be 

especially helpful in treatment resistant cases. This study explores specific variables related to 

OCD and examines what role these variables may play in the well-documented relationship 

between OCD and PTSD. Additionally, the findings of this study could inform future directions 

for research, especially as it pertains to prevention of PTSD onset among individuals with OCD.  

 

 

 

 



 

 
 

CHAPTER II: LITERATURE REVIEW 

Obsessive Compulsive Disorder 

OCD has been described as ego-dystonic in nature, indicating that the symptoms 

undermine the basic human desires and needs of the individuals who are affected (Coimbra-

Gomes, 2020). Individuals with OCD often experience an ambivalent sense of self, in which they 

question their moral character and worth (Bhar & Kyrios, 2007). Additionally, poor self-esteem 

and even fear of the self are prevalent among clinical OCD populations (Husain et al, 2014; 

Melli et al., 2016). Quality of life (QoL) is worse among individuals with OCD as compared to 

the general population in many domains, with social functioning, and psychological and 

emotional well-being being the most severely impacted areas (Macy et al., 2013). Health related 

QoL is also impacted, as self-reported by participants on a short health screener in a study on 

comprehensive QoL among individuals with OCD (Kugler et al., 2013). Individuals with OCD 

also often demonstrate poor functioning at work and have trouble obtaining and maintaining 

employment. In cases of early onset, individuals may underachieve academically due to barriers 

caused by symptoms, and experience strain in family life (Rosa et al., 2012).  

OCD, previously classified as an anxiety disorder, came to be classified under the more 

recently specified category of Obsessive Compulsive and Related Disorders concurrently with 

the release of the DSM-5 (APA, 2013). The main reason for this change stemmed from evidence 

that OCD and anxiety disorders, although related, are different across many domains. One major 

difference is that the core feature of OCD and related disorders is the relationship between 

obsessions and compulsions rather than anxiety (Mataix-Cols et al., 2007). Several emotional 

forces drive OCD symptoms in tandem including anxiety (Cohen et al., 2003), disgust (Bhikram 

et al., 2017), guilt (Melli et al., 2018), and discomfort (i.e., not just right experiences; Coles et 
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al., 2003). Additionally, OCD and related disorders differ from anxiety disorders within the 

realms of course of illness, heritability, comorbidities, response to treatment, associated 

personality features, cognitive processing, risk-factors, and biomarkers (Stein et al., 2010). For 

an individual to receive a diagnosis of OCD, they must experience both persistent/unwanted 

obsessions and engage in compulsions (behavioral or mental acts) for the purpose of decreasing 

distress associated with the thoughts or preventing feared outcomes. These symptoms must also 

take up more than one hour each day or cause distress or decreased functioning in important 

areas of life. Specifiers for OCD are those that indicate the level of insight that an individual may 

have into their symptoms. For example, good or fair insight would indicate that an individual 

feels that the dysfunctional beliefs that are driving compulsions are most likely untrue; 

individuals with poor insight may feel that these beliefs are probably true; and individual with 

absent insight or delusional beliefs would feel that their dysfunctional beliefs are definitely true. 

Additionally, a specifier to state whether symptom presentation includes tics was also added to 

the DSM-5 and carried over to the DSM-5 Text Revision (DSM-5 TR; APA, 2022; APA, 2013).  

OCD has a lifetime prevalence rate of approximately 1.3% to 2.3 % within the general 

population (Fawcett et al., 2020; Kessler et al., 2005; Ruscio et al., 2010). Globally, women are 

1.5 times more likely to be diagnosed with OCD during their lifetime than men (Fawcett et al., 

2020). Research on racial differences in OCD symptom severity has determined that racial group 

membership is an important factor in need of further research. Among a nonclinical sample of 

students, those who were either black or Asian scored significantly higher on measures of OCD 

symptom severity than white individuals (Wu & Wyman, 2016). Among children and 

adolescents, OCD has an estimated prevalence of approximately .25% - 3% (James et al., 2017). 

OCD symptoms typically emerge in late adolescence or early adulthood; however, childhood 
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onset also occurs, although more frequently among boys (Taylor, 2011; see also Castle et al., 

2016). Although the course of OCD can range drastically from person to person, approximately 

62% of those with a formal diagnosis report a chronic course of illness (i.e., longer than two 

years; Visser et al., 2014).  Furthermore, when researchers conducted a 40 year follow up on 

individuals who received treatment for OCD between 1947 and 1953, it was found that 20% of 

the participants were in complete remission, 28% experienced subclinical symptoms, and 48% 

met diagnostic criteria for OCD for more than 30 years (Skoog & Skoog, 1999).  

The etiology of OCD is complex and related to a vast range of genetic and environmental 

factors that can impact cognitions and behaviors (Bozorgmehr et al., 2017; Grisham et al., 2008; 

Taylor, 2016). The weight of these factors can vary depending upon age of onset; two distinct 

subtypes of OCD have been identified in the literature, which are classified as early onset (mean 

age of onset 11 years) and late onset (mean age of onset 23 years). Ages that have been 

determined as appropriate, empirically supported cutoffs to distinguish between the two subtypes 

are 20-21 years of age respectively (Taylor, 2011; see also Anholt et al., 2014). Comorbid tics 

and chronic courses of illness are more prevalent among individuals with early onset OCD. 

Additionally, individuals that experience an early age of onset typically have more immediate 

family members with OCD, are more likely to have had complications at birth, and are more 

likely to be male (Taylor, 2011). Early onset OCD is associated with more severe symptoms, 

which has been supported by several previous studies (Anholt et al., 2014; Fontenelle et al., 

2003; Taylor, 2011). In contrast, individuals with late onset OCD are more likely to be female, 

experience greater neuropsychological impairment, have high levels of iron in the brain, and 

experience OCD onset in response to life stressors (Taylor, 2011). Research on the heritability of 

OCD has demonstrated moderate levels of heritability (47%; Mataix-Cols et al., 2013). An 
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extensive meta-analysis that reviewed twin studies across a period of 70 years identified that this 

number ranges anywhere from 27% to 47% among adults, and from 45% to 65% for younger 

populations (i.e., children and adolescents; van Grootheest et al., 2005). Child abuse, neglect, life 

stressors, and traumatic experiences have also been identified as being associated with higher 

rates of OCD diagnoses as well as OCS severity (Caspi et al., 2008; Faravelli et al., 2012; 

Lafleur et al., 2011).  

Intrusive thoughts is the term used throughout the literature to define automatic thoughts 

and impulses that are personally and culturally unacceptable (Berry & Laskey, 2012; Julien et 

al., 2007). Although most people experience intrusive thoughts in their daily lives, only some 

experience related distress (Rachman & de Silva, 1978). Additionally, even when intrusive 

thoughts cause some distress among non-clinical populations, they interfere much less with 

functioning and more easily leave the mind than they do for individuals with OCD (Bouvard et 

al., 2017). Among individuals in non-clinical samples, those who respond to intrusive thoughts 

in an effortful way, especially those who attempt to escape and avoid these thoughts, report 

experiencing the most distress (Freeston et al., 1991). Among clinical populations, intrusive 

thoughts are related to more distress and are more persistent. Additionally, individuals in clinical 

populations tend to engage in more avoidance behaviors (Rachman & de Silva, 1978). Although 

intrusive thoughts are a normal part of the human experience, individuals with OCD tend to 

appraise these thoughts as being more meaningful and threatening, as well as feel a greater sense 

of responsibility over them as compared to individuals who do not have OCD (Julien et al., 2007; 

Rachman, 1992; Salkovskis, 1985). In alignment with these findings, The Obsessive Compulsive 

Cognitions Working Group (OCCWG; 1997) identified a number of core dysfunctional beliefs 

and cognitive features that are associated with OCD, including an exaggerated sense of 
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responsibility, inflated perceptions of the importance and threat of thoughts, the perceived need 

to control thoughts, deficiencies in coping with uncertainty, and perfectionistic tendencies.  

Regarding more specific features of associated symptoms, obsessions can generally be 

classified as belonging to one of four categories, including: (a) cleanliness/contamination, (b) 

taboo or unacceptable thoughts, (c) harm related to self or others, and (d) symmetry 

(Abramowitz et al., 2010; see also APA, 2013). Two overarching classifications of obsessions 

have been identified throughout the literature which have been defined as autogenous and 

reactive (Lee & Kwon, 2003; Moulding et al., 2006). Autogenous obsessions are those that have 

an unclear trigger and are highly distressing due to the nature of the thoughts being at odds with 

values, moral beliefs, and self-concept. For example, unacceptable thoughts about religious 

sacrilege, aggression towards self or others, and images of engaging in impulsive or aggressive 

sexual acts would be considered autogenous in nature. Alternatively, obsessions that are reactive 

in nature are triggered by environmental stimuli (i.e., doctors office, public restroom), and are 

perceived as being somewhat reasonable concerns. Related compulsions are often targeted at 

preventing negative outcomes (i.e., washing, checking). There is typically less shame and guilt 

associated with reactive obsessions, and individuals who experience this subtype of obsessions 

tend to place an emphasis on their responsibility to prevent negative outcomes. In contrast, 

individuals who experience autogenous obsessions report feeling that it is especially important to 

control their thoughts. They engage in more avoidance and neutralizing compulsions such as 

distracting themselves, trying to stop distressing thoughts, and self-punishment (Lee & Kwon, 

2003).  

Although some compulsions are quickly recognized as symptoms of OCD, some 

individuals engage in more covert rituals or actions such as internal counting, visualizing 
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positive mental images to counteract distressing ones, and thinking of “good” words (Belloch et 

al., 2015). In congruence with the theory of covert compulsions, Williams and colleagues (2011) 

found support for the idea that pure obsessions without compulsions are unlikely; individuals 

who seem to have no compulsions may be engaging in hidden acts such as mental rituals and 

reassurance seeking. Thought suppression occurs when various efforts are made to terminate or 

neutralize distressing thoughts; these strategies might include actions such as avoiding triggers of 

intrusive thoughts, saying “stop”, or reasoning with the self throughout the obsessional thoughts 

(Purdon et al., 2007). Throughout the literature, thought suppression and mental rituals are most 

often referred to as covert neutralizing strategies. These hidden acts are related to increased 

symptom-related distress, sadness, guilt, and impaired functioning (Belloch et al., 2015). 

Although thought suppression and other neutralizing strategies often serve the same function as 

compulsions among individuals with OCD, these clinically significant features of OCD are often 

excluded from measures of symptom severity (Purdon et al., 2007). Similar to engaging in covert 

compulsions, some individuals are able to conceal physical compulsions. Research on the lived 

experience of OCD has highlighted that some individuals hide compulsions by discretely 

executing them or by doing them when they are in private. Some individuals can put on a public 

face in which they appear to be functioning well, but in private they experience severe distress, 

suffering, and strain in daily life and relationships (Brooks, 2010).  

OCD is a condition in which approximately 90%-92% of those who have a formal 

diagnosis, will experience a comorbid mental health disorder during their lives (Ruscio et al., 

2010; Torres et al., 2016). In a national study that surveyed 9,282 individuals across the country, 

it was determined that categorically, OCD comorbidities fall in descending order as follows: 

anxiety disorders (75.8%), mood disorders (63.3%), impulse control disorders (55.9%), and 
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substance use disorders (38.6%; Ruscio et al., 2010). OCD and PTSD have been documented as 

being comorbid at high rates (Brown et al., 2001; Torres et al, 2016; see also Fletcher et al., 

2019). Additionally, comorbid PTSD has been documented as being especially prevalent among 

individuals with treatment resistant OCD (39%; Gershuny et al., 2008). Despite these findings, 

comorbidity between OCD and PTSD can vary drastically dependent upon the sample. For 

example, in a study of comorbidities among individuals receiving treatment at outpatient 

treatment centers affiliated with the International College of Obsessive-Compulsive Spectrum 

Disorders (ICOCS), rates of comorbidity were much lower. The authors proposed that this could 

be due to individuals currently receiving effective treatment (Lochner et al., 2014). 

Comorbidities found among this sample are compared to comorbidities found among a larger 

sample of patients receiving specialized care at public university clinics (Torres et al., 2016) and 

are displayed in Tables 1 and 2. 

 

Table 1  

Comorbidities Among Clinical OCD Samples (Lochner et al., 2014) 
 

Disorder Estimated Comorbidity (N=497) 

Major Depressive Disorder  15% 

Social Anxiety Disorder 14% 

Generalized Anxiety Disorder 13% 

Persistent Depressive Disorder 13% 

Tic Disorders 12.5% 

Panic Disorder 11.7% 

Body Dysmorphic Disorder 8.7% 

Self-Injurious Behaviors  7.4% 

Alcohol Use Disorder 4% 

Post-Traumatic Stress Disorder 2% 

Compulsive Shopping 7% 
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Table 2 

Comorbidities Among Clinical OCD Samples (Torres et al., 2016) 

 

Disorder Estimated Comorbidity (N=1001) 

Major Depressive Disorder 56.4% 

Social Phobia 34.6% 

Generalized Anxiety Disorder 34.3% 

Specific Phobia 31.4% 

Tic Disorders 28.4% 

Separation Anxiety Disorder 27.6% 

Panic Disorder 20.2% 

Post-Traumatic Stress Disorder 19.1% 

Excoriation Disorder 16.7% 

Attention Deficit Hyperactivity Disorder 13.7% 

Persistent Depressive Disorder  11.9% 

 

Traumatic and Stressful Life Events 

SLEs is a term that encompasses life events that cause change and are likely to produce 

stress in daily life (Dohrenwend & Dohrenwend, 1974). TLEs, a specific type of SLE, are 

distinguished from other SLEs due to the involvement of a real or perceived threat of death or 

serious injury (Schwarzer & Luszczynska, 2013). Although a countless number of life events 

could be considered potential sources of stress, in Stressful Life Events: Their Nature and Effects 

(Dohrenwend & Dohrenwend, 1974) the authors attempted to answer two questions by exploring 

and compiling findings from previous research including: (a) What characteristics of life events 

are related to increased stress? and (b) What are the deleterious effects of related stress?  They 

discussed clear associations between stressful life events and physical illness. Furthermore, in the 

four decades since this publication, there have been several other significant contributions to this 

line of research that have added more depth and breadth to our understanding of stress and the 

human response.  These include the identification of risk factors for developing maladaptive 

stress responses (i.e., adjustment disorder and PTSD; Sayed et al., 2015), an ever-growing 
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knowledge of the detrimental effects of stress (Lupien et al., 2009), and the transactional 

processes involved in the stress response (Lazarus & Folkman, 1987). These findings highlight 

some of the ways this research has informed a diverse range of professional disciplines.  

Stress is a term that has been used inconsistently throughout the literature to refer to 

various facets of the stress response; it has been used to reference stressors (i.e., precipitating 

stimuli), the physiological stress reaction, as well as the subsequent cognitive appraisal and 

response (Lazarus, 2006). This lack of cohesion has been described as problematic (Schwarzer & 

Luszczynska, 2013). In reference to sources of stress, two distinct types of life events have been 

referred to in the literature, including those that are normative and non-normative. Normative life 

events refer to those expected as a part of daily life and are based on voluntary choices, while 

non-normative events are rarer, more unpredictable, and often involuntary. Normative life events 

might include changes in work, school, or place of residence; while non-normative life events 

may include experiences such as the loss of a loved one, getting into an accident, or becoming ill 

(Schwarzer & Luszczynska, 2013; see also Buccheri et al., 2018). Because of the nature of non-

normative life events, they generally result in more stress than normative life events. Life events 

are perceived as more stressful when individuals sense of loss of control, perceive the risk of the 

event as great, and consider the impact of the event as substantial (Schwarzer & Luszczynska, 

2013). Essentially, non-normative life events cover a broad range of unexpected stressors, 

including traumatic ones.  

General adaptation syndrome (GAS) is a model that attempts to explain the relationship 

between stressors, the stress response, and detrimental health outcomes (Selye, 1950). This 

model proposes that there are three phases of the stress response including the alarm phase, in 

which the sympathetic nervous system is activated (i.e., fight or flight); the resistance phase, in 
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which the animal becomes resilient to the negative effects of stress; and the exhaustion phase, in 

which the animal becomes weak and worn down. Selye (1965) proposed that although the stress 

response is meant to protect animals when faced with a threat, persistent or frequent stress leads 

to exhaustion which breaks down adaptive responses leading to illness, compromised immunity, 

and cardiac disease, among other poor outcomes. Literature in support of this theory is abundant, 

and this theory has continued to be expanded throughout the years (Turcu et al., 2017; O'Connor 

et al., 2021). One of the central implications of GAS theory is that all animals have a limited 

ability to cope with stress, and that interindividual characteristics impact where the limits of 

adaptability are (O’Connor et al., 2021; Selye, 1965).  

In line with GAS theory, individual vulnerabilities and traits have been implicated in 

susceptibility to developing pathological stress responses (Schwarzer & Luszczynska, 2013). The 

interactions between these individual vulnerabilities and traits, as well as the nature of the 

stressors play a key role in whether individuals develop a pathological stress response or 

resiliency in the face of difficulties (Gillespie et al., 2009). Research has demonstrated that 

several biological, social, and psychological features may predispose individuals to developing 

PTSD or another trauma related disorder when faced with severe stress. For example, Radley and 

colleagues (2011) substantiated their hypotheses that typical cortisol levels, neuroplasticity of the 

prefrontal cortex, and control of the hypothalamo–pituitary–adrenocortical (HPA) axis are 

associated with more resilient stress responses. Regarding nature of the stressors, individuals 

who experience chronic or more frequent life stressors are more likely to experience a range of 

poor outcomes across many domains of life (Hassanzadeh et al., 2017). An example of a chronic 

stressor often associated with negative health outcomes and comorbid mental health conditions is 

poverty (Thoits, 2010).  
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In a review about the impact of chronic stress on health, it was suggested that chronic 

stress may facilitate decline or magnify preexisting vulnerabilities (Marin et al., 2011). SLEs 

have been identified as a precursor to many physical and mental health outcomes, including 

cardiac disease (Golbidi et al., 2015), suicidality (Howarth et al., 2020), relapse after recovery 

from eating disorders (Grilo et al., 2012), onset of OCD (Rosso et al., 2012), and cancer (Bahri et 

al., 2019) among many others. Developmentally, exposure to stressful and traumatic life events 

in childhood are believed to permanently alter the HPA axis response which enables the onset of 

anxiety and PTSD (Faravelli et al., 2012). Among younger populations, SLEs are related to 

decreased health related QoL (Coker et al., 2011), internalizing and externalizing difficulties, and 

increased risk of school drop-out (Roberts et al., 2018).  

A recent literature review highlighted the differences between traumatic and 

nontraumatic memories across studies; traumatic memories are encoded differently, and the 

narratives are qualitatively distinct. Traumatic memories are shorter, more fragmented, 

disorganized, laden with sensory and emotional content, and seen as more self-defining than 

those that are simply autobiographical in nature (Crespo & Fernández-Lansac, 2016). Brewin 

and colleagues (1996) proposed that there are two cognitive representations of traumatic events 

that are created when trauma is experienced; those that are voluntarily accessed (Verbally 

Accessed Memories [VAMs]), and those that are automatically and involuntarily brought to 

mind by environmental cues (Situationally Accessed Memories [SAMs]). VAMs are typically 

associated with emotional responses that are proportional to the situation, reasonable, and in line 

with values and beliefs. Alternatively, emotional responses related to SAMs are typically out of 

proportion, based on unrealistic fears, and an overexaggerated sense of threat.   
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Compelling evidence from past research indicates that SLEs and TLEs play a unique role 

in OCD onset, maintenance, and exacerbation (Cromer et al., 2007; Adams et al., 2018). A study 

conducted by Cromer and colleagues (2007) found that approximately 54% of participants with 

OCD reported having experienced a TLE, and increased OC symptom severity was positively 

correlated with the number of TLEs experienced. In a recent meta-analysis conducted by 

Brander, Pérez-Vigil, Larsson, & Mataix-Cols (2016), 128 previous studies about environmental 

risk-factors for OCD were reviewed which revealed consistent associations between TLEs, 

SLEs, and OCD onset. Adams and colleagues (2018) proposed that OCD symptoms could be 

partially maintained by changes in the limbic and corticostriatal regions of the brain that occur in 

cases of severe stress. Recent research has also found that individuals who have suffered 

traumatic childhoods are more likely to meet diagnostic criteria for OCD later in life. The 

authors found that after accounting for symptoms of anxiety and depression, the relationship 

between childhood trauma and OCD symptoms is no longer significant; however, they found that 

experiential avoidance maintained a significant association with OCD symptoms even after 

accounting for anxiety and depression (Briggs & Price, 2009). Carpenter and Chung (2011) 

explored the relationship between childhood trauma, alexithymia (inability to express feelings in 

words), attachment avoidance, and OCD. The results of their study supported that trauma is 

associated with OCD but indirectly, in which past experiences and emotional processing 

difficulties play a role.   

PTSD and Trauma Symptomatology 

The lifetime prevalence of PTSD ranges from 1.3% to 12.2%, while the yearly 

prevalence ranges from .2% to 3.8% (Shalev et al., 2017). DSM-5 TR diagnostic criteria for 

PTSD states that symptoms must follow the experience of a real or perceived death or threat of 
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death, serious injury, or sexual assault; and that related symptoms consist of intrusions, 

avoidance, negative changes in thoughts and mood, and changes in reactivity (APA, 2022). 

Although trauma symptomatology is often understood in terms of the presence or absence of 

PTSD, symptoms associated with trauma occur at varying degrees and can emerge in stressful 

events or circumstances that would not be considered traumatic in nature as defined by the DSM-

5 TR (Brewin et al., 2009; Korte et al., 2016; see also APA, 2022). To cover the broad range of 

these expressions of trauma and stressor related symptoms in varying circumstances, the DSM-5 

and DSM-5 TR have a chapter dedicated to trauma and stressor related disorders (APA, 2013; 

APA, 2022). Diagnoses that encompass situations in which the event exposure or symptoms do 

not meet diagnostic criteria for PTSD include acute stress disorder, other trauma and stressor 

related disorder, and adjustment disorder, among others (APA, 2013; APA, 2022). Diagnostic 

criteria for PTSD are displayed in Figure 1. 

Figure 1 

Diagnostic Criteria for PTSD (APA, 2022) 
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Although men typically encounter more traumatic events than women, women are 

approximately two to three times more likely to be diagnosed with PTSD than men (Christiansen 

& Elklit, 2008; Olff, 2017). These differences in diagnostic prevalence are partly due to variables 

that are specific to biological sex, including a more sensitive HPA axis among women, and 

differential effects of oxytocin (Kubzansky et al., 2012; Olff, 2017; Olff et al., 2007). Research 

on the conditioned fear response also demonstrated that women exhibit a greater response (skin 

conductance) when presented with cues of a threat after fear conditioning, indicating that women 

learn and instill these associations at an accelerated rate (Inslicht et al., 2013).  Gender 

differences have also been identified among risk-factors for PTSD; preexisting depression has 

been identified as a risk-factor for PTSD development among women, while anxiety is 

considered a risk-factor for PTSD among men. Additionally, women who experience traumatic 

events have been found to experience more symptoms of dissociation (i.e., losing track of time, 

place, or sense of self or “zoning out”) than men, although dissociative symptoms are prevalent 

among individuals of both sexes. Age has not been found to play a part in PTSD 

symptomatology among men or women (Christiansen & Elkit, 2008).  

A unique link between OCD and PTSD has been discovered over the past several 

decades. De Silva & Marks (1999) published an article that outlined eight clinical cases in which 

individuals who experienced trauma and symptoms of PTSD also met DSM diagnostic criteria 

for OCD. In all eight cases, the patients experienced a traumatic event prior to OCD onset and 

clinically significant or subclinical symptoms of PTSD; some of the individuals met diagnostic 

criteria for both OCD and PTSD. These authors described the relationship between OCD and 

PTSD as dynamic; one that exists as a process of change. In line with these findings, a review of 

four cases in which individuals were treated for comorbid OCD and PTSD determined that as 
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symptoms of OCD improved during treatment, symptoms of PTSD worsened and vice versa 

(Gershuny et al., 2003). A more recent study explored a series of four cases in which veterans 

experienced the almost simultaneous onset of comorbid PTSD and OCD after encountering a 

traumatic event (Fostick et al., 2012). In contrast with these findings, Huppert and colleagues 

(2005) found that when controlling for depression and symptom overlap between PTSD and 

OCD, the relationship between the two disorders no longer existed. Other studies have 

determined that depression acts as a mediator in the relationship between OCD and PTSD 

(Merrill et al., 2011).  

In previous studies about comorbid OCD and PTSD, researchers have made distinctions 

between post-traumatic and pre-traumatic OCD, identifying unique features of both. Individuals 

with pre-traumatic OCD were found to have an earlier age of onset, substance use difficulties 

(alcohol), and symptoms associated with washing and contamination. In contrast, individuals 

with post-traumatic OCD onset typically experienced a later age of onset, planned their suicide 

in the past, engaged in compulsive shopping, and had received a prior diagnosis of panic disorder 

with agoraphobia. Individuals with both post- and pre-traumatic subtypes of OCD were likely to 

engage in self-mutilation (Fontenelle et al., 2012). Another study conducted by some of the same 

authors and their colleagues determined that individuals with pre-traumatic OCD were more 

likely to have experienced childhood abuse, have worse functional health related to physical 

health, and have more comorbid psychological disorders (de Araújo, et al., 2018).   

Magical Thinking and Thought-Action Fusion 

Magical thinking has previously been described as irrational belief in causal influences 

between things that cannot be explained by either physical laws or cultural beliefs (Bocci & 

Gordon, 2007). Similarly, magical thinking has been conceptualized by other researchers as 
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holding beliefs about causal influences that violate cultural norms (Einstein & Menzies, 2004). 

The literature generally refers to beliefs in the influence of supernatural forces, spirits, magic, 

witchcraft, and psychic abilities on the physical world as magical thinking (Tobacyk & 

Wilkinson, 1990). Also falling under the definition of magical thinking is a thought pattern that 

is especially relevant to OCD and other anxiety disorders: thought-action fusion (TAF; 

Rosengren & French, 2013). TAF refers to a form of magical thinking, in which individuals 

seem to confuse the difference between actions and thoughts. For example, an individual with 

elevated TAF beliefs may believe that thinking about something makes it more likely to happen, 

or that thinking about doing something is morally equivalent to acting on the thought 

(Thompson-Hollands et al., 2013).  

Magical thinking is common among children and generally decreases as children age into 

late childhood; however, persistence of some magical beliefs endures into adulthood. Recent 

research has found that although these beliefs can last into adulthood, they often fade with age 

(Brashier & Multhaup, 2017). Research within the past decade has determined that there are sex 

differences in magical thinking; women tend to endorse higher levels of magical thinking than 

men (Karcher et al., 2014). Although magical thinking is present in non-clinical populations 

(Einstein & Menzies, 2006), it tends to be elevated among individuals with certain psychological 

traits or symptoms, including those related to schizotypy, psychosis, depression, anxiety, 

hostility, phobia, and paranoia (Hatunoğlu, 2014). Previous research has identified magical 

thinking as being especially elevated among clinical OCD populations (Einstein & Menzies, 

2006); however, it is higher among individuals with schizophrenia (García-Montes et al., 2014). 

Most of the research surrounding magical thinking pertains to the research of schizotypy (i.e., 

psychological/behavioral traits that are considered unusual and are linked to a vulnerability to 
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schizophrenia; Lenzenweger, 1999). Despite this focus on schizotypy, OCD is another 

psychological disorder in which magical thinking has been a recurring research theme.   

Magical thinking and OCD have been examined closely in several research studies, 

which has shed some light on their unique relationship. Magical thinking has been identified as 

being a critical factor in the relationship between OCD obsessions and related compulsions 

(Yorulmaz et al., 2011). It has been hypothesized that magical thinking acts as a coping strategy 

which allows individuals have a greater sense of control over things that are outside of their 

control (Stavrova & Meckel, 2017); however, in the context of OCD this is partly what fuels and 

maintains compulsive actions (Moulding & Kyrios, 2006). In alignment with this hypothesis, 

previous research has determined that magical thinking predicts OCD symptom severity (Rees et 

al., 2010). A 2020 study replicated these findings, but also determined that magical thinking 

mediates the relationship between other psychological factors related to OCD (i.e., threat 

overestimation and sense of responsibility) on OC symptom severity (Fite et al., 2020).  

Research on the relationship between OCD, magical thinking, and TAF has determined 

that both magical thinking and TAF are significantly correlated with OC symptomatology; 

however, it is interesting to note that when controlling for magical thinking, the relationship 

between OC symptomatology and TAF is no longer significant. In contrast, when controlling for 

TAF, the relationship between magical thinking and OC symptomatology is still meaningful. The 

authors hypothesized that this phenomenon may be explained by observing TAF as a specific 

manifestation of magical thinking, rather than as an independent construct (Einstein & Menzies, 

2004). Despite TAF being closely related to magical thinking, many studies have placed a 

singular focus on the relationship between OCD and TAF. Research has revealed that TAF 

beliefs are related to heightened distress in response to intrusive thoughts (Berle & Starcevic, 
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2005), and increased worry (Akbari, 2017). TAF beliefs have also been found to mediate the 

relationship between religiosity and OCS, indicating that religious beliefs may play a role in how 

OCS are manifested (Williams et al., 2013). Another interesting finding that has guided present 

research, is that the relationship between TAF beliefs and OCD symptomatology is mediated by 

negative emotions, such as anxiety and depression (Abramowitz et al., 2003). Of note, other 

studies have also determined that TAF related beliefs are not specific to OCD populations 

(Rassin et al., 2001).  

Research on the relationship between OCD and specific TAF beliefs (i.e., likelihood-

other, likelihood-self, and moral) has identified unique differential relationships between the 

specific TAF beliefs and OCD. For example, regarding specific symptom dimensions of OCD, 

likelihood-other TAF beliefs positively predict symptom severity related to unacceptable 

thoughts, while likelihood-self TAF beliefs positively predict symptoms related to fear of 

causing harm to others (Kim & Lee, 2020). Additionally, moral TAF beliefs have been identified 

as a predictor for inflated sense of responsibility, while likelihood TAF beliefs are associated 

with increased thought suppression, resulting in increased symptom severity (Altin & Gençöz, 

2011). Recent research has also found that moral TAF beliefs act as a moderator in the 

relationship between obsessions and compulsions among individuals who are especially prone to 

shame (Valentiner & Smith, 2008).  

Regarding the relationship between PTSD, magical thinking, and TAF beliefs, these 

connections are not frequently discussed directly throughout the literature. Even though research 

in this realm is more limited, there are interesting discoveries that are relevant to the present 

hypotheses. Previous research has found that children who experience stressors, such as parental 

addiction and traumatic events engage in more magical thinking than children who do not; it is 
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believed that this phenomenon is due to children’s attempts to cope with situations in which they 

have very little control (Berkowski & MacDonald, 2014). Similarly, adults who were maltreated 

as children demonstrate higher levels of magical thinking (Dizinger et al., 2022). Different 

experiences of childhood maltreatment have also been found to predict the type of TAF beliefs 

that individuals hold; among a sample of adults who experienced childhood maltreatment, 

individuals who experienced emotional abuse and physical neglect demonstrated higher levels of 

likelihood (other and self) TAF beliefs, while experiences of physical abuse predicted both 

likelihood and moral TAF beliefs (Berman et al., 2013). In line with this hypothesis, a 2007 

study which explored the relationship between schizotypal traits, trauma related intrusions, and 

trauma symptomatology, researchers found a moderate correlation between magical thinking, 

trauma-related intrusions, trauma symptomatology, and frequency of unwanted thoughts/images 

related to traumatic events (Marzillier & Steel, 2007). Individuals who have experienced specific 

types of traumatic events also frequently report feelings of mental contamination (Badour et al., 

2013), which has been identified as being closely tied to TAF (Fergus, 2014; Radomsky et al., 

2014; see also Inozu et al., 2023). Mental contamination has also been found to predict OC 

symptom severity among individuals who were exposed to traumatic events (Ojserkis et al., 

2018).  

Guilt and Shame 

Guilt and shame are considered self-conscious emotions that cause internal discomfort 

within the self and can both emerge in response to negative self-appraisals and/or the real or 

perceived negative appraisals of others (Tracy et al., 2007). Although these two emotions are 

similar, there are important distinctions that make them unique. Teroni and Deonna (2008) 

summarized the differences between these two emotions in the following way; (a) guilt is other 
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oriented while shame is self-oriented, (b) shame is a social emotion (i.e., generated in response to 

knowledge, opinions, or perceptions of others) and guilt is not, (c) shame is centered around a 

negative appraisal of the self, while guilt is centered around a negative appraisal of an action, and 

(d) guilt is centered around transgressions against others, while shame is centered around 

perceived violations of the ideal self.  In addition to these differences, there are functional 

differences in the ways that guilt and shame impact coping behaviors. For example, guilt often 

results in efforts to correct the wrongdoing or improve future behavior. Additionally, it causes 

people to consider their actions from the perspective of others, leading to increased 

understanding and empathy (Tracy et al., 2007; Behrendt & Ben-Ari, 2012). In contrast, shame is 

associated with more negative coping styles such as avoidance, aggression, anger, and 

defensiveness (Behrendt & Ben-Ari, 2012).    

Although guilt is generally more adaptive than shame, pathological guilt emerges in 

situations in which individuals experience guilt when they have done no wrong (Stewart & 

Shapiro, 2011). Pathological guilt has been identified as a trait that accompanies a number of 

psychological diagnoses, including OCD (Stewart & Shapiro, 2011), bulimia nervosa (Steer et 

al., 1990), bipolar disorder (Parker et al., 2000),  PTSD (Bannister et al., 2019; Kubany & 

Watson, 2003), comorbid schizophrenia and depression (Rahim & Rashid, 2017), and 

complicated bereavement (i.e., “survivors guilt”; Maciejewski et al., 2016), among others. Guilt 

has been identified as being related to increased symptom severity among individuals with OCD 

(Rakesh et al., 2021), as well as those with PTSD (Bannister et al., 2019). Regarding traits 

related to OCD, a published dissertation study reported that self-reported levels of TAF mediated 

the relationship between unwanted thoughts and pathological guilt among a sample of 
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individuals with OCD (N=96); those with higher levels of TAF beliefs experienced more 

pathological guilt in response to unwanted thoughts (Blair, 2016).  

There are two types of guilt defined in the literature; altruistic guilt is ascribed to an 

individual’s perception that they have not done enough to help others, while deontological guilt 

is related to the perception of breaking a personal moral code (Basile & Mancini, 2011). 

Avoiding deontological guilt has been identified as being especially motivating for individuals 

with OCD, as was demonstrated by the tendency among this population to commit to inaction 

when asked to make choices in response to a philosophical question about life and death 

consequences (i.e., the Trolly Problem; Mancini & Gangemi, 2014). Additionally, some 

individuals with OCD have been found to be able to reduce and even eliminate compulsive 

behaviors if the responsibility of outcomes is placed upon another person, hence reducing the 

threat of guilt (Arntz et al., 2007). Individuals with OCD have been found to process 

deontological guilt differently than controls, which has been observed through use of fMRI. 

Certain brain regions demonstrate decreased activation when exposed to deontological guilt, but 

not altruistic guilt. The authors hypothesized that this pattern could be due to individuals with 

OCD having more frequent exposure to deontological guilt (Basile, et al., 2013).  

Shame is also prevalent in several psychological disturbances, with well documented 

associations with OCD (Weingarden & Renshaw, 2015), PTSD (La Bash & Papa, 2014), and 

borderline personality disorder (Linehan, 1993; Karan et al., 2014). Although shame is more 

common among women, it predicts negative outcomes (i.e., poor self-esteem, emotional distress, 

and hostility) similarly among individuals regardless of biological sex (Velotti et al., 2017). 

Shame has been identified as a common emotion that is experienced in both OCD and PTSD 

(Laving et al., 2023; Saraiya & Lopez-Castro, 2016), especially among those who experienced 
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shame at the time of a traumatic event (La Bash & Papa, 2014) and those who experience OCD 

symptoms related to fear of causing harm to others (Wetterneck et al., 2014). A review of several 

studies that explored the role of shame in PTSD determined that targeting shame during PTSD 

treatment could potentially improve treatment outcomes (Saraiya & Lopez-Castro, 2016).  

Shame and guilt have both been recognized as risk factors for suicidality among 

individuals with PTSD (Kealy et al., 2017; Bryan et al., 2013); however, one study found that 

guilt has a stronger relationship to suicidality than shame when the two are examined separately 

(Bryan et al., 2013). It is also important to note that the relationship between guilt and suicidality 

is especially strong when high levels of guilt and shame accompany one another (Kealy et al., 

2021). This is an important consideration due to the previous research findings that indicate that 

individuals who experience trauma-related guilt are also prone to experiencing shame (Held et 

al., 2015). Another finding that is relevant to the hypotheses of the present study, is that in a 

recent study, shame and guilt combined explained approximately 46% of the variance in 

symptom severity among a sample of combat veterans with PTSD (Cunningham et al., 2018). 

Shame and guilt have been identified as such a central part to some presentations of PTSD that 

previous research has proposed a guilt and shame-based treatment model of PTSD, in which 

psychoeducation about guilt, shame, and humiliation, as well as interventions specific to these 

difficult emotions be implemented (Lee et al., 2001). 

Summary of the Literature 

 Overall, the literature indicates that OCD and PTSD are two mental health diagnoses that 

are interconnected in several ways. They generally have a dynamic relationship; in cases of 

comorbidity, symptoms and treatment of each disorder have been found to impact the symptoms 

of the other (Gershuny et al., 2003; Van Kirk et al., 2018). Although onset of OCD has been 



33 
 

found to occur suddenly in the wake of TLEs, researchers have suggested that more research be 

conducted to further explore evidence of a pre-traumatic subtype of OCD (de Araújou et al., 

2018; Fontanelle et al., 2012). Traits that have been found in common between OCD and PTSD 

include guilt (Lee et al., 2001; Stewart & Shapiro, 2011), and shame (Lee et al., 2001; 

Weingarden & Renshaw, 2015). Additionally, there are many clear connections between OCD, 

magical thinking, and TAF documented throughout the literature (Einstein & Menzies, 2006; 

Eremsoy & Inozu, 2016; Shafran et al., 1996). Although the connections between PTSD, TAF, 

and magical thinking are more understated, there are many connections between these constructs 

that indicate that there are more questions to be asked and answered (Berman et al., 2013; 

Dizinger et al., 2022; Marzillier & Steel, 2007; Ojserkis et al., 2018).  Furthermore, one 

symptom dimension of OCD (i.e., fear of causing harm to others) has been identified as being 

related to both guilt and shame (Hellberg et al., 2023; Wetterneck et al., 2014). These facts are 

the foundation for the present research study and are what led the principal investigator to seek 

answers to the research questions outlined below. 

Hypotheses and Analyses 

 The present study makes the following hypotheses based upon the literature surrounding 

the relationship between trauma symptomatology and OCD, tested via a pair of linear 

regressions:  

Hypothesis 1: When controlling for traumatic experiences and demographic variables, higher 

OC symptom severity, magical thinking, TAF scores, guilt, and shame will be associated with 

higher severity of trauma symptomatology.  

Hypothesis 2a: When controlling for traumatic experiences and demographic variables, severity 

of OC symptoms centered around fear of doing harm and OCD symptom severity related to any 
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of the other three symptom dimensions (i.e., contamination, unacceptable thoughts, and 

order/symmetry) will be associated with trauma symptomatology. 

Hypothesis 2b: When controlling for traumatic experiences and demographic variables, severity 

of OC symptoms centered around fear of doing harm to others will explain a greater proportion 

of the variance in trauma symptomatology than OCD symptom severity related to any of the 

other three symptom dimensions (i.e., contamination, unacceptable thoughts, and 

order/symmetry).  

 

 

 



 

 
 

CHAPTER III: METHOD 

Recruitment & Participants 

Power Analysis 

Prior to recruitment, an a priori power analysis was conducted using G*Power 3.1 

statistical software (Faul et al., 2009) to determine an adequate sample size for a linear 

regression analysis using five predictors and five control variables. Specifically, this analysis was 

done with the overall F statistic in mind. The principal investigator wished to achieve power of 

at least .90 to reduce the likelihood of Type II error to 10%. Given an alpha level of .05 and an 

assumed medium effect size (f 2 = .15), a sample size of 116 was identified as being necessary to 

detect changes in R2 within the specifications that were set. A sample size of 175 was collected, 

to ensure sufficient power following exclusion of any participants that did not meet inclusion 

criteria.  

Recruitment Methods 

Participants were adults ranging in age (18 years and older) who self-identified as having 

OCD, whether they had been formally diagnosed or not. Participants were recruited from 

locations in which the likelihood of individuals having clinically significant OCD symptoms was 

increased, such as OCD online support groups and mental health treatment centers. Additionally, 

due to difficulty recruiting an adequate sample size, the researcher also shared the recruitment 

flyer with friends and family via social media and email. Throughout most of the recruitment 

period, the researcher shared a recruitment flyer with her contact information on it via social 

media and requested that individuals interested in the study contact her for further information. 

In a minority of cases, the examiner requested that recruitment flyers be placed in plain sight in 

mental health treatment centers where individuals were able to self-refer. Out of the several 
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treatment centers approached by the principal investigator, only one OCD treatment center 

placed the recruitment flyer in their waiting room, to allow individuals to self-refer as they 

wished. 

Upon being contacted by individuals who expressed interest in the study, the researcher 

provided the interested parties with an ID number which was generated via an online random 

number generator and then emailed or texted them the link to the study, which could be accessed 

virtually through HIPAA compliant data collection and storage software. To attract participants, 

the principal investigator requested university funding in order to offer participants the chance to 

win one of four $50.00 debit gift cards. On the recruitment flyer and in communication with the 

participants, the principal investigator highlighted the fact that participants could discontinue the 

study at any time and still be eligible to receive a gift card. This was done to ensure that no one 

felt obligated to complete the study. The principal investigator also remained available and 

responsive to participants to answer questions about the study as needed.  

Inclusionary and Exclusionary Criteria 

To increase the chances that individuals participating in the study would have clinically 

significant symptoms related to OCD, all participants were asked to complete a clinical rating 

scale that is used to diagnose OCD (The Dimensional Obsessive-Compulsive Scale; Abramowitz 

et al., 2010). Those who scored at or above the cutoff score set by the researcher were able to 

complete the other measures of the study, while those who did not meet or exceed the cutoff 

score did not receive access to the additional rating scales; the researcher was able to adjust the 

settings in the data collection software to ensure that these procedures were followed. The cutoff 

score set by the researcher was a score of 18; Abramowitz and colleagues (2010) conducted 

analyses that indicated that a cutoff score of 18 can accurately distinguish between individuals 
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with clinical OCD from those without OCD approximately 78% of the time. Although these 

researchers determined that a cutoff score of 21 was able to identify more accurately those with 

OCD from those with other anxiety related disorders, the present study used a cut off score of 18 

to facilitate data collection of an adequate sample size. Exclusionary criteria that were set were 

put in place to protect human rights, as well as for logistical reasons. Individuals who were not 

fluent in English, those previously diagnosed with an intellectual disability, and those who were 

unable to complete rating scales independently for any reason were not included in the present 

study.  

Sample Characteristics 

The sample size that was recruited for this study, included 175 individuals, six of whom 

were removed from analysis due to not completing the OCD screener that was used; it was 

uncertain whether these individuals would meet the previously stated inclusionary criteria (i.e., a 

score of 18 or higher on the DOCS rating scale). After removing individuals who did not meet or 

exceed the cutoff score on the DOCS, the final sample size consisted of an adequate number of 

participants (N = 129; 73.71% of the originally recruited sample) which exceeded the researchers 

final recruitment goal of 120 participants. Most study participants identified as being white 

(73.6%) and female (66.9%). The age of participants ranged from 18 to 51 years (M = 28.7, SD = 

7.10). Additional demographic information for the final sample is presented in Table 3.  
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Table 3 

Participant Demographics 

Variable Frequency Percentage 

 n % 

Biological Sex   

Male 20 15.5 

Female 107 82.9 

Intersex 0 0 

Gender   

Male 19 14.7 

Female 87 67.4 

Nonbinary 16 12.4 

Transgender Male 6 4.7 

Transgender Female 0 0 

Gender Fluid 0 0 

Race/Ethnicity   

Black 2 1.6 

White 95 73.8 

Asian 6 4.7 

Latino/Latina/Latine 10 7.8 

Indigenous American 2 1.6 

Native Hawaiian/Pacific Islander 0 0 

Biracial 0 0 

Mixed Race 8 6.2 

Other – Not Listed 6 4.7 

Prefer Not to Say 0 0 

 

In addition to the demographic information listed in Table 3, the researcher also collected 

information about living circumstances or characteristics of the participants’ lives that could act 

as either risk or protective factors. Although the researcher originally included a measure of 

socioeconomic status, wording of this item was confusing and for this reason, this variable had to 

be excluded from the analysis. Generally, results of other items on the demographics 

questionnaire indicated that participants come from a variety of relationship statuses, with the 

majority being either single (32.6%), with a long-term partner (27.1%), or married (27.1%). 

Similarly, participants came from a variety of living situations including those who live alone 

(14.0%), with a roommate (16.3%), with family (i.e., parents/grandparents; 20.9%), with a 
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partner with children (17.8%), with a partner without children (27.9%), and single parents 

(3.1%). Geographic location of participants was recorded as being widespread, with most 

participants living in America (68.22%). Several participants reported that they experience 

chronic health difficulties in daily life (46.5%). All participants (100%) reported having 

previously received a mental health diagnosis (see Table 4). Additionally, most participants 

reported that they have received some form of mental health care (93.8%) and reported that they 

have enough social support to get by or more (70.54%; see Table 5). Information regarding 

geographic location of residence is displayed in Table 6.  

Table 4  

Mental Health Diagnoses 

Previous Diagnoses N % 

Obsessive Compulsive Disorder 122 94.6% 

Anxiety Disorder 85 65.9% 

Depressive Disorder 65 50.4% 

Post Traumatic Stress Disorder 41 31.8% 

ADHD 30 23.3% 

Eating Disorder 16 12.4% 

Other – Not Listed 10 7.8% 

Autism Spectrum Disorder 8 6.2% 

Substance Use Disorder 8 6.2% 

Sleep Disorder 7 5.4% 

Personality Disorder 6 4.6% 

Bipolar Related Disorder 6 4.6% 

Dissociative Disorder 4 3.1% 

Intellectual Disability 0 0% 
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Table 5 

Mental Health Care History and Social Support 

Variable N % 

Mental Health Care History    

Medication 108 83.1% 

Talk Therapy  107 82.3% 

Exposure & Response Prevention 39 30% 

Inpatient 31 23.8% 

Intensive Outpatient 19 14.6% 

Exposure Therapy 19 14.6% 

EMDR 14 10.8% 

Trauma Focused Therapy 12 9.2% 

Other – Not Listed 7 5.4% 

Social Support    

None  8 6.2% 

A Little but Not Enough 30 23.1% 

Enough to Get By  62 47.7% 

Exactly What I Need 25 19.2% 

More Than I Need 5 3.8% 

 

Table 6  

Geographic Location of Final Sample 

Region N % 

United States of America  88 67.69 

United Kingdom  13 10 

Canada  10 7.69 

Western Europe 4 3.08 

Southern Europe 3 2.31 

Australia 2 1.54 

Middle East/South Asia 2 1.54 

Eastern Europe 2 1.54 

Central America 2 1.54 

Southeast Asia  1 .77 

South Africa 1 .77 

South America 1 .77 
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Procedures 

All procedures used during the present study were reviewed and approved by the East 

Carolina University and Medical Institutional Review Board (UMCIRB). 

Regarding development and administration of the surveys for the present study, the principal 

investigator conducted a thorough literature review of rating scales that would provide 

information on the variables of interest in this study. After the principal investigator identified 

appropriate ratings scales, she reached out to the authors/those with copyright privileges of the 

rating scales and requested permission to use them in the present study, as well as to disburse 

them electronically via HIPAA compliant data collection and storage software. Due to the 

prevailing pandemic at the time of this study, it was believed that administering rating scales 

virtually would facilitate data collection during a difficult time, as well as prevent exclusion of 

individuals with OCD with specific symptom presentations (i.e., contamination concerns). 

Surveys that were selected by the principal investigator were chosen for a combination of 

reasons, including feasibility and psychometric properties. Survey administration was managed 

via REDCap, and the surveys were available to the participants in the following order:  

(a) Consent Form, (b) Demographics Form, (c) Dimensional Obsessive-Compulsive Scale 

(Abramowitz et al., 2010), (d) Magical Ideation Scale (Eckblad & Chapman, 1983), (e) Thought-

Action Fusion Scale (Shafran et al., 1996), (f) Test of Self-Conscious Affect, Third Edition 

(Tangney et al., 1989), (g) PTSD Checklist for DSM-5 (Weathers et al., 2013a), and (h) Life 

Events Checklist for DSM-5 (Weathers et al., 2013b). Participants were asked to complete the 

surveys in a private place, to decrease the chances that someone else might see personal 

information. Participants were also required to complete the consent form prior to receiving 

access to the other surveys to protect participants’ rights.  
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After data collection was complete, a drawing was done to select winners at random for 

the four gift cards. Winning participants in the U.S. received payment via Greenphire debit card, 

while international participants received payment via digital financial software (e.g., Venmo, 

PayPal). To select winning participants, an online random number generator was used. After 

selecting winning participants, the principal investigator reached out to them via email. One 

winning participant was unable to be reached after several attempts, and for this reason another 

participant was selected at random using the same procedure.  

Study Measures 

Demographics Questionnaire  

All participants were asked to complete a demographics questionnaire that included 

questions about participant biological sex, gender, age, racial group membership, relationship 

status, current living arrangements, employment status, medical/mental health history, monthly 

income, number of people in household, perceived level of social support, and geographic 

location. The only question that pertained to physical health asked participants whether they 

currently suffer from a chronic health condition. In contrast, questions relating to mental health 

were more detailed and asked about previous diagnoses and treatment history. The questions 

about monthly income and number of members in household were included to compute an 

estimate of socioeconomic status (SES); however, due to an error that was made during the 

development of the online survey, a measure for SES was not able to be computed. The question 

about social support (i.e., How much social support do you have?) was asked in the format of a 

five-point Likert scale, with answer options including the following: (a) None, (b) A little, but 

not enough, (c) Enough to get by, (d) Exactly what I need, and (e) More than I need. Regarding 

geographic location, participants were asked to type in their present country and state or domain 
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using free text. This question was delivered in this format due to the study being conducted 

online and available to a wide range of individuals regardless of geographic location.  

Dimensional Obsessive-Compulsive Scale (DOCS) 

 The DOCS is an OCD rating scale which was created with the purpose of being a more 

feasible, efficient way to measure OCD symptoms and severity in terms of four previously 

identified symptom dimensions (Abramowitz et al., 2010). Four and five factor models of OCD 

symptom dimensions have consistently been identified via factor analysis over time (Stein et al., 

2019); however, the four subscales generated by the DOCS (i.e., contamination, order/symmetry, 

fear of causing harm, and unacceptable thoughts) are supported by current conceptualizations of 

OCD in which OCD and hoarding disorder are considered distinct from one another 

(Abramowitz et al., 2010; APA 2022). Furthermore, the DOCS asks about the severity/frequency 

of related symptoms and distress. This contrasts with other rating scales which use the number of 

symptoms endorsed as a measure of severity, when in fact this may not be an accurate indicator 

for the level of distress experienced by individuals with OCD (Abramowitz et al., 2010). The 

DOCS rating scale contains 20 items, which was feasible to ask participants to complete without 

substantially increasing the risk of fatigue. Additionally, this measure has good diagnostic 

sensitivity, as well as reliability and validity, making it a satisfactory OCD screener and measure 

of symptom severity (Abramowitz et al., 2010). Another reason that the DOCS was ideal for the 

present study, is due to previous findings that indicate that the DOCS retains its psychometric 

stability when administered via the internet (Enander et al., 2012). The scores provided by the 

DOCS include four subscale scores which can vary from 0 – 20, and one total score which 

ranges from 0 – 80 (Abramowitz et al., 2010).  Cronbach’s alpha for this sample was indicative 

of acceptable scale reliability, α =.86, 95% CI [.83, .89]. 
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Magical Ideation Scale (MIS) 

The MIS is a thirty-item, true-false rating scale that was created initially as a measure of 

the unusual thoughts and beliefs that often accompany schizotypy (Eckblad & Chapman, 1983). 

Despite the initial purpose for which this rating scale was created, it has been used as a measure 

of magical thinking among OCD populations in several previous studies (Einstein & Menzies, 

2004; Eremsoy & Inozu, 2016; Teksin et al., 2023; Tolin et al., 2001). Additionally, in a study 

that compared several measures of magical thinking, it was found that the MIS was more 

strongly related to OC symptomatology than the other scales that were administered (Einstein & 

Menzies, 2004). The benefits to using the MIS include that it fairly short (Eckblad & Chapman, 

1983), has acceptable reliability and validity among different populations (Cam et al., 2014; 

Fonseca-Pedrero et al., 2009), and has adequate internal consistency (Norman et al., 1996). The 

MIS rating scale generates one total score that can range from 0 to 30; higher scores indicate 

higher levels of magical thinking (Eckblad & Chapman, 1983). Cronbach’s alpha for this sample 

was indicative of acceptable scale reliability, α =.85, 95% CI [.81, .88]. 

Thought Action Fusion Scale (TAFS) 

The TAFS (Shafran et al., 1996) is a 19-item rating scale that is used to measure TAF 

beliefs by asking individuals to rate how much they agree or disagree with a statement on a 5-

point Likert scale. Answers range from Disagree Strongly (0) to Agree Strongly (4). Scores on 

the TAFS can range from 0 to 76, with higher scores indicating higher levels of TAF beliefs 

(Rassin et al., 2001). The statements listed on the TAFS tap into the different types of TAF 

beliefs (i.e., likelihood and moral). Twelve items measure morality TAF, while the other seven 

measure likelihood TAF beliefs; although the TAFS provides three subscale scores and a total 

score, only the total score was used for the current study (Rassin et al., 2001). The TAFS has 
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continued to demonstrate good reliability and validity, as well as internal consistency over time 

(Rassin et al., 2001; Shafran et al., 1996; Yorulmaz et al., 2004). Cronbach’s alpha for this 

sample was indicative of acceptable scale reliability, α =.92, 95% CI [.89, .94]. 

Life Events Checklist - 5 (LEC-5)  

The LEC-5 (Weathers et al., 2013b) is a rating scale that lists several potentially 

traumatic events; individuals are asked to rate their level of exposure to these events (i.e., 

personally experienced, witnessed, learned about it, or observed while performing job duties). 

The LEC-5 is available on-line through the National Center for PTSD, is strongly correlated with 

symptoms of PTSD, and has acceptable reliability and validity. It has also been found to be 

comparable to more heavily researched rating scales of traumatic experiences, such as the 

Traumatic Life Events Questionnaire (TLEQ). Despite these strengths, the LEC-5 is limited in 

that it does not measure the emotional experience of individuals that occurs during trauma (i.e., 

horror, disgust; Gray et al., 2004; Weathers et al., 2013b). For the purposes of the present study, 

a variable was computed from the sum of the number of PTE’s that were endorsed by 

participants on the LEC-5 as having happened to them. This variable was used as a measure of 

traumatic experiences of participants. This approach has been used by researchers in several 

other studies (Chopko et al., 2022; Stewart et al., 2020). There are some limitations to the 

decision to leave out other potentially traumatic experiences; it is possible that individuals could 

be traumatized by experiences that they witnessed, heard about, or experienced as a part of their 

job. This will be discussed further in the limitations portion of this paper. Cronbach’s alpha for 

this sample was indicative of acceptable scale reliability, α =.91, 95% CI [.88,.93]. 
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PTSD Checklist for DSM-5 (PCL-5) 

The PCL-5 (Weathers et al., 2013a) is a self-report rating scale that measures PTSD 

symptom severity by asking individuals to rate how severe their symptoms are on a scale from 0 

(Not at All) to 4 (Extremely). The PCL-5 is an updated version of the originally developed PTSD 

Checklist (PCL; Weather et al., 1993); it was updated to reflect updates that were made in the 

DSM-5 regarding PTSD diagnosis. The PCL-5 has been identified as having good reliability and 

validity (Blevins et al., 2015). There are a few different versions of the PCL-5; one that is meant 

to measure the occurrence of symptoms over the past month, one that is meant to measure the 

occurrence of symptoms over the past week, one that includes a description of criterion A (what 

qualifies as a “traumatic event” in accordance with the DSM-5), and one that includes the LEC-

V as a measure of traumatic events experienced (Blevins et al., 2015). For the purposes of the 

present study, PCL-5 scores were used as a measure of trauma symptomatology, which is the 

outcome variable. The version without a description of Criterion A was used due to the research 

question; the primary investigator was not interested in how individuals respond to Criterion A 

events, but rather differences in trauma symptomatology regardless of Criterion A traumatic 

experiences. To obtain qualitative information about the events that participants were thinking of 

as they filled out the survey, an additional question was added prior to the PCL-5 rating scale 

items followed by a free text response box; the question read “Please identify the very stressful 

experience that you are thinking of while filling out this questionnaire.” Cronbach’s alpha for 

this sample was indicative of acceptable scale reliability,  

α =.91, 95% CI [.88, .93]. 
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The Test of Self-Conscious Affect – Version 3 (TOSCA-3) 

The TOSCA-3 is a measure of guilt and shame propensity that has been revised twice 

since the first TOSCA was released in 1989 (Tangney et al., 1989; see also Averill et al., 2002). 

The TOSCA-3 is made up of items that describe potentially embarrassing, hurtful, or guilt 

inducing scenarios and individuals are asked to describe how likely they would be to engage in 

shame self-talk, guilt-self talk, attempts to correct the situation, or to blame others. The TOSCA 

has a range of versions that are meant to target different age groups (i.e., adolescents, children, 

and adults; Broerman, 2018). Additionally, the TOSCA has been used among non-clinical 

populations, which has demonstrated that elevated levels of psychopathology are correlated with 

TOSCA scores, especially among individuals who engage in more shame driven thoughts and 

behaviors (Tangney et al., 1992). The TOSCA has good reliability, and mixed findings regarding 

validity dependent upon the sample. For example, validity was not as strong among a sample of 

women with borderline personality disorder (Broerman, 2018). Cronbach’s alpha for this sample 

was indicative of acceptable scale reliability, α =.85, 95% CI [.81, .88]). 

Data Cleaning  

Some categorical variables were consolidated into fewer categories for analysis due to 

sparse endorsement of some groups; this was done to increase the accuracy of estimation. For 

example, the variable measuring racial group membership initially contained ten categories (i.e., 

White, Black, Asian, Latino/a/e, Indigenous American, Native Hawaiian/Pacific Islander, 

Biracial, Mixed Race, Other - Not Listed, and Prefer not to Say); however, no participants 

reported that they preferred not to state their racial group membership, or identified as being 

Native Hawaiian/Pacific Islander or Biracial.  Furthermore, less than 5% of participants reported 

being Black, Asian, Indigenous American, or Other – Not Listed. Thus, for the regression 
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analyses, a dummy code was computed where participants were categorized as being either 

White or Not White. The larger group, participants who identified as white in this case, were 

used as the referent group. Similarly, although the gender variable initially contained six 

categories (i.e., Male, Female, Nonbinary, Transgender Male, Transgender Female, and Gender 

Fluid) no participants endorsed being Gender Fluid or Transgender Female. Additionally, 12.4% 

of participants reported being Nonbinary and less than 5% of participants endorsed being 

Transgender Male. Thus, individuals who identified as being nonbinary and transgender male 

were collapsed into one group. Two dummy codes were included in the subsequent analyses, 

comparing cisgender males and the collapsed nonbinary and transgender male group to those 

who identified as being cisgender female. 

 

 

 

 

 

 

 

 

 

 

 

 



 

 
 

CHAPTER IV: RESULTS 

Data Screening and Preliminary Analyses 

Data Screening 

For more in depth data screening and analyses, the author used IBM SPSS Versions 28 

and 29 for data analysis, R Version 4.3.0, for data management, and BLIMP Version 3.2.7 for 

imputation. Correlational analyses demonstrated that PCL-5 scores were significantly and 

positively associated with traumatic experiences, three symptom dimensions of OCD (i.e., 

contamination, fear of causing harm to others, and unacceptable thoughts), total DOCS scores, 

MIS scores, and TOSCA-3 Shame scores. The only primary study variables that were not 

associated with PCL-5 scores were TOSCA-3 Guilt scores and TAF scores. It is also important 

to note that approximately 73.64% of participants endorsed scores on the PCL-5 that were at or 

above one of the proposed cutoff scores (total score of 31) for a provisional diagnosis of PTSD 

(Weathers et al., 2013a). Univariate descriptive statistics for the primary variables of interest are 

displayed in Table 7, and bivariate correlations are presented in Table 8.   

Table 7 

Primary Study Variables – Univariate Descriptive Statistics 

Variables M SD SE Skewness 

(SE) 

Kurtosis (SE) 

Contamination  6.27 5.48 .49 .741 (.22) -.396 (.43) 

Harm  10.51 4.40 .39 -.097 (.21) -.350 (.42) 

Unacceptable Thoughts  11.10 4.74 .42 -.369 (.21) -.395 (.43) 

Order/Symmetry 6.93 5.36 .47 .443 (.21) -.633 (.43) 

DOCs Total Score 34.97 12.08 1.08 .742 (.22) .508 (.43) 

MIS  10.25 5.95 .53 .520 (.22) -.322 (.43) 

TAF 36.39 15.08 1.35 -.130 (.22) -.712 (.43) 

TOSCA-3 Guilt 69.17 7.13 .70 -1.485 (.24) 4.348* (.47) 

TOSCA-3 Shame 62.25 

 

9.38 .92 -.864 (.24) 1.060 (.47) 

PCL-5 Total Score 45.81 15.87 1.49 -.379 (.23) -.474 (.45) 

*Slightly outside of what would normally be observed for normally distributed data.  
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Table 8 

Pearson’s Correlations – Primary and Control Study Variables1 

Variables 1 2 3 4 5 6 7 8 9 10 11 12 

1. Age --- --- --- --- --- --- --- --- --- --- --- --- 

2. Traumatic Experiences .377** --- --- --- --- --- --- --- --- --- --- --- 

3. Contamination  .039 .088 --- --- --- --- --- --- --- --- --- --- 

4. Harm  -.035 .127 .090 --- --- --- --- --- --- --- --- --- 

5. Unacceptable Thoughts  .080 .041 .007 .282** --- --- --- --- --- --- --- --- 

6. Order/Symmetry .130 .165 .259** .134 .104 --- --- --- --- --- --- --- 

7. DOCs Total Score .090 .167 .607** .578** .551** .657** --- --- --- --- --- --- 

8. MIS  -.007 .201* .089 .251** .187* .263** .325** --- --- --- --- --- 

9. TAF -.030 -.046 -.028 .204* .184* -.004 .136 .496** --- --- --- --- 

10. TOSCA-3 Guilt -.025 .165 .081 .151 .033 -.010 .088 .199* .405** --- --- --- 

11. TOSCA-3 Shame -.171 .157 .264** .179 .001 .033 .194 .355** .410** .515** --- --- 

12. PCL-5 Total Score .169 .436** .197* .256** .352** .177 .400** .319** .175 .113 .338** --- 

1Categorical variables were not included in this correlation analysis.  

*Indicates that the correlation is significant at ≤ .05; ** Indicates that the correlation is significant at ≤ .01. 

Missing Data 

Missing data were examined to inform decisions on the best way to manage missing data. 

Overall, 3.58 % of the values in the study were missing, with variable-wise missingness between 

0% and 11.63 %. The highest non-responses rates pertained to the PCL-5 total score (11.63%), 

age (10.08%), and PCL-5 Question 8 (9.3%).  Using BLIMP, a Fully Bayesian Model-Based 

Multiple Imputation was performed for each regression model; 100 multiple imputation data sets 

were generated by running 2 chains with a 20000-iteration burn-in period and 10,000 iterations. 

Consistent with current best practices, to minimize coefficient and standard error bias, scale 

item-level missingness was imputed prior to the sum-score construction, all managed within the 

imputation estimation process (Enders, 2022). PSR and other imputation diagnostics were 

examined to ensure sufficient convergence of the MCMC chains (algorithm: Full conditional 

Metropolis sampler with Auto-Derived Conditional Distributions). Outputs for the full 

imputation are provided in Supplementary Materials A, and all results for the Bayesian focal 
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model estimation were consistent in direction, approximate magnitude, and significance with the 

subsequent presented frequentist analysis.   

Analyses of Study Hypotheses  

Quantitative Results  

Hypothesis 1. 

Data collected during this study were analyzed using linear multiple regression to 

determine if scores from the DOCS, MIS, TAFS, and TOSCA-3 (Guilt and Shame subscales) 

predicted severity of trauma symptomatology (PCL-5 scores) while accounting for the variance 

explained by traumatic experiences, gender, age, and race. A regression model with traumatic 

experiences, gender, age, and race (Model 1), was fit. In Model 1, trauma symptomatology was 

positively related to traumatic experiences. Furthermore, gender demonstrated having a 

significant relationship with trauma symptomatology, although the other control variables did 

not. Results for Model 1, including coefficient estimates and squared semi-partial correlations 

are presented in Table 9.  

Table 9 

Regression Model 1 - Pooled Coefficients 

Predictor B LLCI ULCI  se t P sr2 

b0 (Constant) 40.51 23.96 57.07 8.45 4.80 <.001** - 

Traumatic Experiences 3.567 2.093 5.040 .75 4.745 <.001** .210 

Gender -4.707 -8.814 -.600 2.10 -2.246 .025* .046 

Age -.007 -.435 .422 .22 -.031 .976 .000 

Race -1.078 -8.510 6.353 3.79 -.284 .776 .001 

*Indicates that the correlation is significant at ≤ .05; ** Indicates that the correlation is significant at ≤ .01. 

After fitting Model 1, the author fit Model 2 in which OCD symptom severity (DOCS), 

magical thinking (MIS), TAF beliefs (TAFS), guilt and shame (TOSCA-3) were added as 
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predictors. In Model 2, OCD symptom severity and shame positively predicted trauma 

symptomatology as hypothesized. As control variables, traumatic experiences and gender once 

again predicted trauma symptomology. Magical thinking, TAF beliefs, and guilt did not predict 

trauma symptomatology as hypothesized. Results for Model 2, including coefficient estimates 

and squared semi-partial correlations are presented in Table 10. 

Table 10 

Regression Model 2 - Pooled Coefficients 

Predictor B LLCI ULCI  se t P sr2 

b0 (Constant)  5.707 -32.61 44.02 19.55 .292 .770 - 

Traumatic Experiences 2.520 1.058 3.981 .75 3.378 <.001** .086 

Gender -4.191 -7.940 -.442 1.91 -2.191 .028* .035 

Age .138 -.267 .543 .21 .669 .504 .004 

Race -1.931 -8.816 4.954 3.51 -.550 .582 .002 

DOCS .374 .102 .646 .14 2.692 .007** .052 

MIS .352 -.297 1.001 .33 1.063 .288 .008 

TAF -.075 -.332 .183 .13 -.567 .570 .002 

TOSCA-3 (Guilt) -.126 -.699 .446 .29 -.432 .666 .001 

TOSCA-3 (Shame) .477 .086 .868 .20 2.392 .017* .041 

*Indicates that the correlation is significant at ≤ .05; ** Indicates that the correlation is significant at ≤ .01. 

Distributional assumptions and outlier diagnostics were assessed on the residuals from 

each estimated regression model, for each of the 100 imputed datasets. PP plots were checked for 

indications of non-normality or non-linearity. Malhanobis distance and Cook’s distance were 

checked to identify potential outliers, as defined by values >25 and >1 respectively (Tabachnick 

& Fidell, 2001). No outliers were identified, and relative efficiency was >.999 for all 

coefficients, indicating a sufficient number of multiple imputations, were generated. A 

representative PP plot for Model 1 is presented in Figure 2. Finally, plots of standardized 
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residuals vs standardized predicted values were examined to check assumptions of 

homoscedasticity for all imputed datasets. An example of representative plots for Model 1 are 

presented in Figure 3. 

Figure 2 

Representative PP-Plot – Model 2  
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Figure 3 

Representative Scatter Plot – Model 2 

 

Hypotheses 2a and 2b.  

In contrast to the hypothesized relationships, OCD symptom severity related to 

unacceptable thoughts was the only OCD symptom subtype that predicted trauma 

symptomatology; such that participants who reported more unacceptable thoughts also reported 

higher levels of trauma symptomatology. As shown by the squared semi-partial correlations, in 

Table 11, OCD symptoms related to the unacceptable thoughts dimension explained the greatest 

unique proportion of trauma symptomology variance (sr2=.058), aside from traumatic 

experiences (sr2 =.144).  It is also important to note that in Model 4, traumatic experiences still 

predicted trauma symptomatology as a control variable, but gender did not.  
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Table 11 

Regression Model 4 - Pooled Coefficients 

Predictor B LLCI ULCI  se t P sr2 

b0 (Constant) 21.46 5.32 37.61 8.24 2.61 .009** - 

Traumatic Experiences 2.858 1.667 4.048 .61 4.706 <.001** .144 

Gender -2.950 -6.218 .317 1.67 -1.770 .077 .019 

Age .011 -.353 .376 .19 .061 .951 .000 

Race -.228 -6.111 5.655 3.00 .076 .939 .000 

Contamination (DOCS) .162 -.357 .682 .27 .613 .540 .003 

Harm (DOCS) .385 -.238 1.007 .32 1.212 .226 .009 

Order/Symmetry (DOCS) .316 -.184 .816 .26 1.239 .215 .009 

Unacceptable Thoughts (DOCS) .882 .309 1.456 .29 3.014 .003** .058 

*Indicates that the correlation is significant at ≤ .05; ** Indicates that the correlation is significant at ≤ .01. 

Again, distributional assumptions and outlier diagnostics were accessed for the residuals 

from each estimated regression model, for each of the 100 imputed datasets. No outliers were 

identified via Cook’s distance, but a few outliers were identified by Mahalanobis distance (~170 

cases across the 100 imputations). Further inspection indicated that none were exerting 

concerning leverage, and thus none were removed. Relative efficiency was >.999 for all 

coefficients, indicating a sufficient number of multiple imputations were generated. An example 

PP plot is presented in Figures 4 and an example plot of Standardized Residuals vs Standardized 

Predicted Values are presented in Figure 5 for Model 4. 
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Figure 4 

Representative PP-Plot – Model 4  
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Figure 5 

Representative Scatter Plot – Model 4 

 

Qualitative Findings 

As previously stated, when participants filled out the PCL-5 they were not asked to think 

of events that would fit within the context of Criterion A events as defined by the DSM-V TR 

(APA, 2022). Instead, they were provided with a free text box, along with the question “Please 

identify the very stressful experience that you are thinking of while filling out this 

questionnaire.” Most participants (89.5%) provided an answer describing the event (or lack of an 

event) that they were thinking of when filling out the rating scale. Using an iterative qualitative 

coding process, the open-ended responses were analyzed.  Relying on a predominantly inductive 

approach, thematic analysis was used to classify the reported types of events endorsed by 

participant; of note, only themes endorsed by participants scoring at or above one of the 

suggested cutoffs of the PCL-5 for a provisional diagnosis of PTSD are displayed in Table 12. 
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Table 12  

Events Defined as Very Stressful by Participants – Associated with Elevated PCL-5 Scores 

Memories of embarrassing moments Non-life-threatening illness with unknown cause 

Distressing thoughts of things that have not 

happened 
Negative feedback from others 

Work related stressors  Social stressors  

Fear of losing job False memories 

Loss of friendship Causing things to happen by thinking about them 

Receiving supernatural signs about spiritual status  Fear of death/illness/injury 

Concerns about contamination Wanting things to be or feel a certain way 

Memories related to making mistakes Uncertainty in relationships 

Persistence of unwanted thoughts Vivid images/thoughts of death and suffering.  

Concerns about causing harm to others Constant questioning/doubting 

 

The contents of Table 12 make it apparent that the experiences associated with the self-

reported trauma symptomatology of participants includes events that would be considered 

routine for many. Events linked to elevated PCL-5 scores include stressors that are experienced 

by most people at home or in the workplace, internal events (e.g., thoughts and memories), 

symptoms of OCD (i.e., persistent thoughts and worries, concerns about contamination, doubt), 

or thoughts related to magical thinking (i.e., receiving signs about spiritual status or concern that 

thinking about things will cause them to happen). It is important to note that this observation is 

solely anecdotal, as several Criterion A traumatic events were endorsed as well. These findings 

are consistent with recent research that asked individuals with sudden onset of OCD to identify 

traumatic events that preceded the onset of their symptoms; participants endorsed several 

experiences that would not typically be considered traumatic (Murayama et al., 2020).  These 
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findings may indicate one potential mechanism for the commonly observed comorbidity of 

PTSD and OCD: That individuals suffering from OCD perceive a greater range of experiences as 

traumatic.  



 

 
 

CHAPTER V: DISCUSSION 

Summary of Findings and Implications 

The findings of the present study are important, in that they confirm the hypothesis that 

OCD symptom severity predicts trauma symptomatology, even when controlling for traumatic 

experiences. This finding is unique and contributes to the literature because it indicates that there 

is something above and beyond Criterion A traumatic experiences that contribute to trauma 

symptomatology within OCD populations. Furthermore, the findings that shame and symptoms 

related to the unacceptable thoughts dimension of OCD contribute to trauma symptomatology, 

even when accounting for variance due to traumatic experiences, indicates that these two areas 

could be important treatment targets among individuals with OCD. These findings underscore 

the importance of focusing future research in these areas. Although gender was associated with 

trauma symptomatology in two of the four models that were run, there are still a lot of unknowns 

about this relationship. This highlights the need for research in this area among more diverse 

populations. Regarding the hypotheses that were unfounded (i.e., that magical thinking, thought 

action fusion, guilt, and the three other symptom dimensions of OCD would predict trauma 

symptomatology), these findings are important because identifying what variables are not 

significant in the relationship between OCD and trauma symptomatology can help researchers 

streamline and prioritize research questions moving forward. In addition to the quantitative 

findings of the present study, the qualitative information gathered provides a more in-depth view 

into the personal impact that OCD has on individuals, especially as it pertains to what types of 

events are experienced as traumatic among this population.   

Implications of the findings of this study are that there is something about the lived 

experience of OCD that contributes to trauma symptomatology. Although symptoms related to 
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unacceptable thoughts and shame were identified as pieces to this puzzle, the mechanisms of 

these relationships remain largely unknown. Additionally, there are still many other explanations 

that could play a role in the relationship between OCD and trauma symptomatology including 

the following: (a) it is possible that in addition to shame, there are other traits or social factors 

related to OCD that contribute to trauma symptomatology that were not explored within the 

confines of this paper, (b) it is possible that there is something about the experience of having 

OCD that is traumatic in and of itself, and (c) it is possible that individuals with OCD experience 

events as traumatic that would be considered only stressful or neutral to others, and (d) it is 

possible that increased trauma symptomatology is related to a combination of all of these factors.  

Traits and Social Factors Related to OCD  

Regarding other traits and social factors that are related to OCD, there are many others 

that could play a part in the relationship between OCD symptom severity and trauma 

symptomatology. The literature has identified links between traits of autism spectrum disorder 

(ASD) and OCD (Griffiths et al., 2017). Additionally, elevated levels of avoidance behavior 

(Nissen & Partner, 2018), alexithymia (trouble identifying how one is feeling; Roh et al., 2011), 

perfectionism (Pinto et al., 2017), and executive dysfunction (Benzina et al., 2016) have been 

identified as elevated among OCD populations, among other traits or features not listed here. 

Social factors that have been identified within the literature as being related to OCD include 

family dysfunction (Black et al., 1998; Wang & Zhao, 2012), decreased social support (Wang & 

Zhao, 2012), impaired social relationships and ability to engage in enjoyable activities 

(Schwartzman et al., 2017), victimization/bullying by peers in childhood (Borda et al., 2013), 

strained close personal relationships, and impaired work performance (Rosa et al., 2012). Quality 

of life has also been identified as being significantly lower among OCD populations (Macy et al., 
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2013); it is possible that all the factors listed above result in poor QoL which in turn may 

influence the relationship between OCD and trauma symptomatology in some way.  Other 

factors that have been identified as impacting the experience of OCD include age of onset 

(Anholt et al., 2014; Taylor, 2011) and level of insight into symptoms (de Avila et al., 2019). Of 

note, individuals with low/poor levels of insight into OCD symptoms have been identified as 

having higher rates of comorbid OCD and PTSD (de Avila et al., 2019). It is possible that having 

onset at an earlier age or having low insight regarding symptoms could make the lived 

experience of OCD more traumatic due to a lack of understanding about one’s symptoms. This 

theoretically makes sense because if one believes that the relationship between obsessions and 

compulsions is something that is truly causal in real life, the stakes are that much greater. 

Children or people with low insight may feel that if they fail to follow through on a compulsion 

or a series of compulsions, that they are somehow responsible for undesired outcomes. This 

could lead to greater fear and a sense of loss of control over one’s symptoms and autonomy.  

OCD as a Potentially Traumatic Experience 

Regarding the suggestion that the experience of having OCD may be traumatic in and of 

itself, the qualitative literature on this topic depicts the lived experience of OCD among adults, 

teenagers, and children as highly distressing. Statements given by those who suffer from OCD 

convey a loss of a sense of autonomy, fear, helplessness, unstable self-image (Sravanti et al., 

2022), shame, living in secrecy (Keyes et al., 2018), feeling isolated or disconnected from others 

(Bhattacharya & Singh, 2015), feeling as though one is forced to live at odds with values (Haase, 

2003), believing that one’s self is inherently bad in some way (Bhattacharya & Singh, 2015), and 

feeling as though one’s mind is a prison (Harrington, 2014). An example of the distress that is 

reported by children can be found in a dissertation that was completed at the University of 
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Alberta in 2003; a child participant referred to her OCD symptoms as a “tornado” and she stated 

that the OCD “tornado” takes all her control away (Haase, 2003). Individuals with OCD also 

report giving up the things that they value most in life; for example, avoiding one’s children 

because of fear that one may engage in pedophilic acts (Bruce et al., 2018) or avoiding other 

loved ones because of an unfounded fear that they may pass on a deadly contaminant (Rachman, 

2004). Of further interest to this theory is the fact that several participants of the present study 

endorsed OCD symptoms (i.e., intrusive thoughts/images, fears of contamination, worries about 

causing harm to others, persistence of unwanted thoughts, and frequent doubt) as the stressful 

event that they were thinking of when they filled out the PCL-5, resulting in scores above the 

suggested cutoff for a provisional diagnosis of PTSD (Weathers et al., 2013a).  

Experiencing Stressful or Neutral Events as Traumatic  

Supporting the suggestion that individuals with OCD may experience stressful or neutral 

events as traumatic, during a 2020 study that explored the relationship between traumatic events 

and OCD onset, participants were asked to report traumatic events that preceded the onset of 

OCD symptoms. Participants endorsed several events that would not typically be considered 

traumatic in nature as the traumatic event that preceded symptom onset. For example, 

participants identified events such as touching a sticky item, retrieving a phone from a toilet, 

non-life-threatening illness, smoking marijuana, and being scolded by a teacher as traumatic 

events (Murayama et al., 2020).  Similarly, qualitative information gathered during the present 

study demonstrated this same pattern. Several individuals who filled out the PCL-5 reported that 

the events associated with their self-reported trauma symptomatology were events that would be 

considered routine, stressors that are experienced by most people at home or in the workplace, 

and/or internal events (e.g., thoughts and memories). These findings indicate that individuals 
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with OCD may be more susceptible to developing trauma symptomatology in response to daily 

stressors; this implication is important to case conceptualization and treatment, which will be 

discussed more in the Clinical Implications portion of this paper.  

Combined Factors  

Given the impact that OCD has over multiple aspects of individuals’ lives, it is highly 

plausible that there are more than one of the proposed factors at play in the relationship between 

OCD and trauma symptomatology. It is possible that some or all these factors (i.e., traits related 

to OCD, social stressors/impairment, the lived experience of OCD, and experiencing a wider 

range of events as traumatic) serially or simultaneously interact with one another, resulting in the 

relationship discovered in the present study. Given the significantly decreased quality of life 

(Macy et al., 2013), unstable sense of self (Wright & Riskind, 2021), ego-dystonic nature of 

symptoms (Coimbra-Gomes, 2020), inflated sense of responsibility (Rhéaume et al., 1995), 

relational difficulties (Rosa et al., 2012), and personal cost of time and energy on symptoms (i.e., 

compulsions; Fineberg et al., 2019) experienced by individuals with OCD, it is likely that 

unmanageable levels of stress chronically persist from day-to-day. Although most individuals 

with OCD experience a chronic course of illness (greater than two years; Visser et al., 2014), 

GAS theory implies that this type of stress could only be managed for so long prior to the 

development of maladaptive stress responses, such as those present in PTSD (Selye, 1950). 

Clinical Implications  

Trauma Symptomatology Related to Unacceptable Thoughts  

There are many clinical implications that can be pulled from the present study and 

applied to practice in the treatment of OCD or comorbid OCD and PTSD. Firstly, the finding that 

trauma symptomatology is predicted by symptoms related to unacceptable thoughts implies that 
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assessing the OCD symptom dimensions at the onset of treatment may be beneficial, to identify 

if comorbid trauma symptomatology exists, whether clinical or subclinical. This would be 

important for case conceptualization and treatment, especially because of the dynamic nature of 

comorbid OCD and PTSD (Gershuny et al., 2003). Although the reason that this symptom 

dimension is related to trauma symptomatology remains unknown, it is possible that this could 

be due to the ego-dystonic nature of these symptoms which have a negative impact on self-

concept (Jaeger et al., 2021). Examples of symptoms that would fall under the category of 

symptoms related to unacceptable thoughts would be intrusive thoughts/obsessions surrounding 

engaging in sexually aggressive acts, pedophilia, intentionally harming others, committing acts 

that directly go against one’s religious beliefs (e.g., blasphemy, sacrilege), and 

grotesque/offensive images (Abramowitz et al., 2010).  

In accordance with the finding that OCD symptoms related to unacceptable thoughts 

impact individuals differently than the other symptom dimensions, a recent study found that 

OCD symptom severity related to the unacceptable thoughts dimension was associated with 

emotion regulation difficulties, while the other symptom dimensions were not (Berman et al., 

2018). Relevant to the theory that self-concept plays a part of in the relationship between 

unacceptable thoughts and trauma symptomatology, a 2016 study found that self-reported fear of 

self as measured by the Fear of Self-Questionnaire (FSQ; Aardema et al., 2013) predicted OCD 

symptom severity related to unacceptable thoughts. This study highlighted that fear of the self 

could potentially be caused by pathological self-doubt and vulnerability which fuels obsessions 

and intrusive thoughts (i.e., I might be a killer, I might be a pedophile; Melli et al., 2016; also see 

Aardema & Wong, 2020). Finally, another study found that negative self-appraisals held prior to 

encountering a traumatic event acted as a risk factor for the development of PTSD among 
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firefighters (Bryant & Guthrie, 2007). These findings demonstrate that targeting self-concept and 

fear of self in treatment may be important to reducing vulnerability to trauma symptomatology 

among OCD populations.  

Recent research has suggested pulling in aspects of cognitive dissonance theory 

(Festinger, 1957), self-affirmation theory (Steele, 1988), and cognitive-behavioral models of 

OCD (Salkovskis,1985) to target thought distortions, while also reinforcing sense of self and 

alleviating cognitive dissonance caused by symptoms of OCD (Wright & Riskind, 2021). 

Dialectical behavior therapy (DBT) may also be beneficial in stabilizing self-image, as it has 

been identified as creating more stability in sense of self among women with borderline 

personality disorder (Roepke et al., 2011; see also Linehan, 1993). Other ways that treatment 

could specifically target this symptom dimension along with its negative impact, is by providing 

more extensive psychoeducation about the nature and prevalence of intrusive thoughts, as well as 

other aspects of OCD. A group of researchers recently outlined best practices for treatment of 

symptoms related to unacceptable thoughts, which consisted of several steps including: (a) 

assessment, (b) psychoeducation, (c) teaching cognitive skills (e.g., identifying distortions and 

challenging thoughts), and (d) teaching behavioral skills (e.g., in vivo exposure, response, and 

ritual prevention). Of note, the authors discussed specific recommendations under each key area 

of treatment, which also included psychoeducation about how attempts at thought control 

maintain symptoms, and clarification of the difference between values and obsessions in the 

context of OCD (Williams et al., 2022). 

Trauma Symptomatology Related to Shame   

In OCD, the most prevalent forms of shame are related to symptom-based shame and 

shame related to the stigma of having a psychological disorder (Weingarden & Renshaw, 2015). 
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Although it is believed that the previously mentioned treatment practices would help reduce 

shame indirectly (as cognitive distortions and negative self-concept improve), additional 

assessment and monitoring should take place. Shame can act as a significant barrier to treatment 

for both OCD (Glazier et al., 2015) and PTSD (Lee et al., 2001), meaning that it requires 

additional attention.  Despite the negative impact that shame has on individuals, it is especially 

responsive to several evidence-based treatments, including cognitive behavioral therapy (CBT), 

cognitive processing therapy (CPT), DBT, trauma focused therapy, and mindfulness-based 

therapy among others. Out of 37 studies assessed in a meta-analysis, 89% (n=32) demonstrated 

significant reductions in shame when it was addressed as a treatment target via these different 

therapies (Saraiya & Lopez-Castro, 2016). Regarding special populations, in cases of pediatric 

OCD, psychoeducation for parents should also be a priority; it is important that families 

understand the symptoms of OCD so that they can be supportive, while not 

enabling/accommodating symptoms of OCD (Lebowitz, 2013).  

Future Directions for Research  

As is clear from the discussion above, there are an abundance of leads for future research 

to follow up on. Although a relationship between OCD symptoms related to unacceptable 

thoughts and trauma symptomatology has been identified, there are still many unknowns about 

this relationship. Future research may want to delve further into these findings to examine what 

other variables play a role in this relationship. Specific variables of interest include fear of self, 

ambivalence of self, age of OCD onset, level of insight into symptoms, and social factors (i.e., 

social support, familial variables). Similarly, the present study provides anecdotal information 

about the types of events that individuals with OCD experience as traumatic; however, this 

question has not yet been formally answered with quantitative results. A study specifically 
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focused on this research question would be valuable to the body of research on OCD and trauma 

symptomatology, as it would clarify the nature of this relationship and inform clinical practice 

moving forward. Regarding the possibility that several factors play a role in the relationship 

between PTSD and OCD, more complex statistical analyses might be valuable in identifying 

direct effects, indirect effects, and interactions between the various factors discussed above. For 

example, identifying whether certain life circumstances or family related variables mediate this 

relationship could help identify those who are at risk of developing trauma symptomatology. 

Additionally, understanding the nature of the relationship between variables can help further 

elucidate the body of knowledge surrounding OCD and trauma symptomatology, potentially 

leading to better outcomes for individuals with OCD. Another possible avenue for future 

research would be to explore what symptoms of PTSD (i.e., intrusions, avoidance, changes in 

cognitions/mood, and alterations in arousal/reactivity; APA 2022) are specifically linked to the 

different symptom dimensions of OCD. In addition to these proposed directions of research, it is 

also important to explore these research questions among more diverse groups of individuals to 

ensure that diverse populations are included in the conversation about trauma symptomatology 

and OCD. Failing to include racially, ethnically, or gender diverse individuals in research can 

lead to ineffective practice, causing already marginalized groups to feel even more marginalized 

(Williams et al., 2020).  

Strengths and Limitations 

The present study has many strengths, including that it is addressing a gap in the 

literature and attempting to build upon previous research regarding pre-traumatic and post-

traumatic subtypes of OCD. The present study also has good statistical power and used best 

practices for managing missing data. To address the replication crisis in the field of psychology 
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(Wiggins & Christopherson, 2019) the author provided detailed rationale for choices made 

throughout the study as well as outlined procedures to increase transparency to facilitate 

replication of the present findings. The findings of the present study are also unique, in that a 

relationship between PTSD and OCD has been found to exist even after controlling for traumatic 

experiences. This is a finding that will hopefully lead to a deeper understanding of this complex 

relationship, as well as inform future research and clinical practice.  

In addition to these strengths, there are also several weaknesses. Regarding the sample 

that was used in this study, it is likely that there is bias in the sample due to the principal 

investigator sharing the survey with friends and family over social media. Additionally, nearly 

all recruitment was conducted online and participants self-referred, meaning that there was no 

way of knowing that the participants were who they said they were, or had the symptoms that 

they endorsed on the rating scales. Another significant limitation to the present study is that there 

was no measure of SES; given the link between poverty and chronic stressors (Evans & Kim, 

2013), there is a chance that an SES variable would have provided a more complete picture of 

the relationship of these variables. Finally, although the author controlled for traumatic 

experiences, the current study only used a measure of the number of types of traumatic 

experiences that participants experienced. There was no measure for cumulative traumatic 

experiences throughout a person’s life. For example, although someone may have endorsed eight 

different types of traumatic experiences, it did not document how many instances of each type of 

traumatic experience they may have experienced. This limitation is significant because research 

has shown that traumatic experiences generally have a cumulative effect on individuals (Suliman 

et al., 2009.  
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Conclusion 

The present study had four main purposes: (a) to identify if OCD symptom severity 

predicts trauma symptomatology, even when controlling for traumatic experiences, (b) to 

identify if any traits (TAF, magical thinking, guilt, and shame) related to OCD predict trauma 

symptomatology, (3) to identify which OCD symptom dimensions (i.e., contamination, harm, 

unacceptable thoughts, and order/symmetry) predict trauma symptomatology, and (d) to 

determine which symptom dimension of OCD explained most of the variance in the relationship 

between trauma symptomatology and OCD. OCD symptom severity does in fact predict trauma 

symptomatology; however, when looking at specific symptom dimensions, only symptoms 

related to unacceptable thoughts demonstrated this relationship. Furthermore, it was found that 

shame significantly predicted trauma symptomatology; however, guilt, TAF, and magical 

thinking did not. The findings of the present study contribute to the literature by confirming that 

even when accounting for differences in trauma symptomatology due to traumatic experiences, 

there remains a significant relationship between OCD symptom severity and trauma 

symptomatology. Additionally, the author recommends several areas for follow up research 

surrounding variables of interest (e.g., age of onset, level of insight, social variables). Overall, 

these findings contribute to the body of research on the relationship between post-traumatic and 

pre-traumatic subtypes of OCD and indicate that there is much more work to be done along this 

line of research.  

 

 



 

 
 

REFERENCES 

Aardema, F., Moulding, R., Radomsky, A. S., Doron, G., Allamby, J., & Souki, E. (2013). Fear 

of self and obsessionality: Development and validation of the fear of self questionnaire. 

Journal of Obsessive-Compulsive and Related Disorders, 2(3), 306-315. 

https://doi.org/10.1016/j.jocrd.2013.05.005 

Aardema, F., & Wong, S. F. (2020). Feared possible selves in cognitive-behavioral theory: An 

analysis of its historical and empirical context, and introduction of a working model. 

Journal of Obsessive-Compulsive and Related Disorders, 24, 100479. 

https://doi.org/10.1016/j.jocrd.2019.100479 

Abramowitz, J. S., Deacon, B. J., Olatunji, B. O., Wheaton, M. G., Berman, N. C., Losardo, D., 

Timpano, K. R., McGrath, P. B., Riemann, B. C., Adams, T., Björgvinsson, T., Storch, E. 

A., & Hale, L. R. (2010). Assessment of obsessive-compulsive symptom dimensions: 

Development and evaluation of the Dimensional Obsessive-Compulsive Scale. 

Psychological Assessment, 22(1), 180-198. https://doi.org/10.1037/a0018260 

Abramowitz, J. S., Whiteside, S., Lynam, D., & Kalsy, S. (2003). Is thought–action fusion 

specific to obsessive–compulsive disorder?: A mediating role of negative affect. 

Behaviour Research and Therapy, 41(9), 1069-1079. doi:10.1016/s0005-7967(02)00243-

7 

Adams, T. G., Kelmendi, B., Brake, C. A., Gruner, P., Badour, C. L., & Pittenger, C. (2018). The 

role of stress in the pathogenesis and maintenance of obsessive-compulsive disorder. 

SAGE Publications. https://doi.org/10.1177/2470547018758043 



72 
 

Akbari, M. (2017). The role of emotion dysregulation, repetitive negative thoughts and thought-

action fusion, in prediction of worry. Shenakht Journal of Psychology and Psychiatry, 

4(3), 65-76. 

Altin, M., & Gençöz, T. (2011). How does thought-action fusion relate to responsibility attitudes 

and thought suppression to aggravate the obsessive-compulsive symptoms? Behavioural 

and Cognitive Psychotherapy, 39(1), 99-114. 

https://doi.org/10.1017/S1352465810000524 

American Psychiatric Association. DSM-5 Task Force. (2013). Diagnostic and statistical 

manual of mental disorders: DSM-5 (5th ed.). 

https://doi.org/10.1176/appi.books.9780890425596 

American Psychiatric Association. (2022). Diagnostic and statistical manual of mental 

disorders: DSM-5-TR (5th ed. Text revision). 

https://doi.org/10.1176/appi.books.9780890425787 

Anholt, G. E., Aderka, I. M., van Balkom, A. J. L. M., Smit, J. H., Schruers, K., van der Wee, N. 

J. A., Eikelenboom, M., De Luca, V., & van Oppen, P. (2014). Age of onset in 

obsessive–compulsive disorder: Admixture analysis with a large sample. Psychological 

Medicine, 44(1), 185-194. https://doi.org/10.1017/S0033291713000470 

Arntz, A., Voncken, M., & Goosen, A. C. A. (2007). Responsibility and obsessive–compulsive 

disorder: An experimental test. Behaviour Research and Therapy, 45(3), 425-435. 

https://doi.org/10.1016/j.brat.2006.03.016 

Averill, P. M., Diefenbach, G. J., Stanley, M. A., Breckenridge, J. K., & Lusby, B. (2002). 

Assessment of shame and guilt in a psychiatric sample: A comparison of two measures. 



73 
 

Personality and Individual Differences, 32(8), 1365-1376. https://doi.org/10.1016/S0191-

8869(01)00124-6 

Badour, C. L., Feldner, M. T., Babson, K. A., Blumenthal, H., & Dutton, C. E. (2013). Disgust, 

mental contamination, and posttraumatic stress: Unique relations following sexual versus 

non-sexual assault. Journal of Anxiety Disorders, 27(1), 155-162. 

https://doi.org/10.1016/j.janxdis.2012.11.002 

Bahri, N., Fathi Najafi, T., Homaei Shandiz, F., Tohidinik, H. R., & Khajavi, A. (2019). The 

relation between stressful life events and breast cancer: A systematic review and meta-

analysis of cohort studies. Breast Cancer Research and Treatment, 176(1), 53-61. 

https://doi.org/10.1007/s10549-019-05231-x 

Bailey, B. E., Wu, K. D., Valentiner, D. P., & McGrath, P. B. (2013). Thought–action fusion: 

Structure and specificity to OCD. Journal of Obsessive-Compulsive and Related 

Disorders, 3(1), 39-45. doi:10.1016/j.jocrd.2013.12.003 

Bannister, J. A., Colvonen, P. J., Angkaw, A. C., & Norman, S. B. (2019). Differential 

relationships of guilt and shame on posttraumatic stress disorder among veterans. 

Psychological Trauma, 11(1), 35-42. https://doi.org/10.1037/tra0000392 

Basile, B., & Mancini, F. (2011). Eliciting guilty feelings: A preliminary study differentiating 

deontological and altruistic guilt. Psychology, 2(02), 98. doi:10.4236/psych.2011.22016 

Basile, B., Mancini, F., Macaluso, E., Caltagirone, C., & Bozzali, M. (2013). Abnormal 

processing of deontological guilt in obsessive–compulsive disorder. Brain Structure & 

Function, 219(4), 1321-1331. doi:10.1007/s00429-013-0570-2 



74 
 

Belloch, A., Carrió, C., Cabedo, E., & García-Soriano, G. (2015). Discovering what is hidden: 

The role of non-ritualized covert neutralizing strategies in Obsessive–Compulsive 

disorder. Journal of Behavior Therapy and Experimental Psychiatry, 49, 180-187. 

doi:10.1016/j.jbtep.2015.02.006 

Behrendt, H., & Ben-Ari, R. (2012). The positive side of negative emotion: The role of guilt and 

shame in coping with interpersonal conflict. The Journal of Conflict Resolution, 56(6), 

1116-1138. https://doi.org/10.1177/0022002712445746 

Benzina, N., Mallet, L., Burguière, E., N’Diaye, K., & Pelissolo, A. (2016). Cognitive 

dysfunction in obsessive-compulsive disorder. Current Psychiatry Reports, 18(9), 80-80. 

https://doi.org/10.1007/s11920-016-0720-3 

Berkowski, M., & MacDonald, D. A. (2014). Childhood trauma and the development of 

paranormal beliefs. The Journal of Nervous and Mental Disease, 202(4), 305-312. 

https://doi.org/10.1097/NMD.0000000000000123 

Berle, D., & Starcevic, V. (2005). Thought–action fusion: Review of the literature and future 

directions. Clinical Psychology Review, 25(3), 263-284. 

https://doi.org/10.1016/j.cpr.2004.12.001 

Berman, N. C., Shaw, A. M., & Wilhelm, S. (2018). Emotion regulation in patients with 

obsessive compulsive disorder: Unique effects for those with “taboo thoughts”. Cognitive 

Therapy and Research, 42(5), 674-685. https://doi.org/10.1007/s10608-018-9911-z 

Berman, N. C., Wheaton, M. G., & Abramowitz, J. S. (2013). Childhood trauma and thought 

action fusion: A multi-method examination. Journal of Obsessive-Compulsive and 

Related Disorders, 2(1), 43-47. https://doi.org/10.1016/j.jocrd.2012.11.002 



75 
 

Berry, L., & Laskey, B. (2012). A review of obsessive intrusive thoughts in the general 

population. Journal of Obsessive-Compulsive and Related Disorders, 1(2), 125-132. 

https://doi.org/10.1016/j.jocrd.2012.02.002 

Bhar, S. S., & Kyrios, M. (2007). An investigation of self-ambivalence in obsessive-compulsive 

disorder. Behaviour Research and Therapy, 45(8), 1845-1857. 

doi:10.1016/j.brat.2007.02.005 

Bhattacharya, A., & Singh, A. (2015). Experiences of individuals suffering from obsessive 

compulsive disorder: A qualitative study. Qualitative Report, 20(7), 959. 

https://doi.org/10.46743/2160-3715/2015.2178 

Bhikram, T., Abi-Jaoude, E., & Sandor, P. (2017). OCD: Obsessive-compulsive … disgust? The 

role of disgust in obsessive-compulsive disorder. Journal of Psychiatry and 

Neuroscience, 42(5), 300-306. doi:10.1503/jpn.160079 

Black, D. W., Gaffney, G., Schlosser, S., & Gabel, J. (1998). The impact of obsessive-

compulsive disorder on the family: Preliminary findings. The Journal of Nervous and 

Mental Disease, 186(7), 440-442. https://doi.org/10.1097/00005053-199807000-00010 

Blair, J. (2016). The role of guilt in obsessive compulsive disorder. (Publication No. 10181709) 

[Doctoral dissertation, Adler University]. ProQuest Dissertations & Theses Global. 

https://www.proquest.com/dissertations-theses/role-guilt-obsessive-compulsive-

disorder/docview/1850188352/se-2 

Blevins, C. A., Weathers, F. W., Davis, M. T., Witte, T. K., & Domino, J. L. (2015). The 

posttraumatic stress disorder checklist for DSM-5 (PCL-5): Development and initial 

psychometric evaluation. Journal of Traumatic Stress, 28(6), 489-498. 

https://doi.org/10.1002/jts.22059 



76 
 

Bocci, L., & Gordon, P. K. (2007). Does magical thinking produce neutralising behaviour? An 

experimental investigation. Behaviour Research and Therapy, 45(8), 1823-1833. 

https://doi.org/10.1016/j.brat.2007.02.003 

Bogetto, F., Venturello, S., Albert, U., Maina, G., & Ravizza, L. (1999). Gender-related clinical 

differences in obsessive-compulsive disorder. European Psychiatry, 14(8), 434-441. 

https://doi.org/10.1016/S0924-9338(99)00224-2 

Borda, T., Feinstein, B. A., Neziroglu, F., Veccia, T., & Perez-Rivera, R. (2013). Are children 

with obsessive–compulsive disorder at risk for problematic peer relationships? Journal of 

Obsessive-Compulsive and Related Disorders, 2(4), 359-365. 

https://doi.org/10.1016/j.jocrd.2013.06.006 

Bouvard, M., Fournet, N., Denis, A., Sixdenier, A., & Clark, D. (2017). Intrusive thoughts in 

patients with obsessive compulsive disorder and non-clinical participants: A comparison 

using the International Intrusive Thought Interview Schedule. Cognitive Behaviour 

Therapy, 46(4), 287-299. https://doi.org/10.1080/16506073.2016.1262894 

Bozorgmehr, A., Ghadirivasfi, M., & Shahsavand Ananloo, E. (2017). Obsessive-compulsive 

disorder, Which genes? Which functions? Which pathways? An integrated holistic view 

regarding OCD and its complex genetic etiology. Journal of Neurogenetics, 31(3), 153-

160. doi:10.1080/01677063.2017.1336236  

Brander, G., Perez-Vigil, A., Larsson, H., & Mataix-Cols, D. (2016). Systematic review of 

environmental risk factors for obsessive-compulsive disorder: A proposed roadmap from 

association to causation. Neuroscience & Biobehavioral Reviews, 65, 36-62. 

https://doi.org/10.1016/j.neubiorev.2016.03.011 



77 
 

Brashier, N. M., & Multhaup, K. S. (2017). Magical thinking decreases across adulthood. 

Psychology and Aging, 32(8), 681-688. https://doi.org/10.1037/pag0000208 

Brewin, C. R., Dalgleish, T., & Joseph, S. (1996). A dual representation theory of posttraumatic 

stress disorder. Psychological Review, 103(4), 670-686. https://doi.org/10.1037/0033-

295X.103.4.670 

Brewin, C. R., Lanius, R. A., Novac, A., Schnyder, U., & Galea, S. (2009). Reformulating PTSD 

for DSM-V: Life after Criterion A. Journal of Traumatic Stress, 22(5), 366-373. 

https://doi.org/10.1002/jts.20443 

Briggs, E. S., & Price, I. R. (2009). The relationship between adverse childhood experience and 

obsessive-compulsive symptoms and beliefs: The role of anxiety, depression, and 

experiential avoidance. Journal of Anxiety Disorders, 23(8), 1037-1046. 

https://doi.org/10.1016/j.janxdis.2009.07.004 

Broerman, R. (2018). Test of self-conscious affect (TOSCA). In V. Zeigler-Hill, & T. 

Shackelford (Eds.), Encyclopedia of Personality and Individual Differences (pp. 1–3). 

Springer. https://doi.org/10.1007/978-3-319-28099-8_954-1 

Brooks, C. F. (2010). Social performance and secret ritual: Battling against obsessive-

compulsive disorder. Qualitative Health Research, 21(2), 249-261. 

doi:10.1177/1049732310381387 

Brown, T. A., Campbell, L. A., Lehman, C. L., Grisham, J. R., & Mancill, R. B. (2001). Current 

and lifetime comorbidity of the DSM-IV anxiety and mood disorders in a large clinical 

sample. Journal of Abnormal Psychology, 110(4), 585. https://doi.org/10.1037/0021-

843X.110.4.585 



78 
 

Bruce, S. L., Ching, T. H. W., & Williams, M. T. (2018). Pedophilia-themed Obsessive–

Compulsive disorder: Assessment, differential diagnosis, and treatment with exposure 

and response prevention. Archives of Sexual Behavior, 47(2), 389-402. 

https://doi.org/10.1007/s10508-017-1031-4 

Bryan, C. J., Morrow, C. E., Etienne, N., & Ray-Sannerud, B. (2013). Guilt, shame, and suicidal 

ideation in a military outpatient clinical sample. Depression and Anxiety, 30(1), 55-60. 

https://doi.org/10.1002/da.22002 

Bryant, R. A., & Guthrie, R. M. (2007). Maladaptive self-appraisals before trauma exposure 

predict posttraumatic stress disorder. Journal of Consulting and Clinical Psychology, 

75(5), 812-815. https://doi.org/10.1037/0022-006X.75.5.812 

Bub, K., & Lommen, M. J. (2017). The role of guilt in posttraumatic stress disorder. European 

Journal of Psychotraumatology, 8(1), 1407202-9. doi:10.1080/20008198.2017.1407202 

Buccheri, T., Musaad, S., Bost, K. K., & Fiese, B. H. (2018). Development and assessment of 

Stressful Life Events subscales – A preliminary analysis. Journal of Affective Disorders, 

226, 178-187. doi:10.1016/j.jad.2017.09.046 

Cam, Z., Seydoogullari, S., & Artar, M. (2014). Psychometric properties of the Magical Ideation 

Scale in high school adolescents. Journal of Psychiatry and Neurological Sciences; 

Istanbul, 27(1), 34. doi:10.5350/DAJPN2014270105 

Carpenter, L., & Chung, M. C. (2011). Childhood trauma in obsessive compulsive disorder: The 

roles of alexithymia and attachment. Psychology and Psychotherapy: Theory, Research 

and Practice, 84(4), 367-388. doi:10.1111/j.2044-8341.2010.02003.x 



79 
 

Caspi, A., Vishne, T., Sasson, Y., Gross, R., Livne, A., & Zohar, J. (2008). Relationship between 

childhood sexual abuse and obsessive-compulsive disorder: Case control study. Israel 

Journal of Psychiatry and Related Sciences, 45(3), 177. 

Castle, D. J., Deale, A., & Marks, I. M. (2016). Gender differences in obsessive compulsive 

disorder. Australian and New Zealand Journal of Psychiatry, 29(1), 114-117. 

doi:10.3109/00048679509075899 

Chopko, B. A., Adams, R. E., Davis, J., Dunham, S. M., & Palmieri, P. A. (2022). Associations 

between mindfulness, posttraumatic stress disorder symptoms, and posttraumatic growth 

in police academy cadets: An exploratory study. Journal of Traumatic Stress, 35(3), 967-

975. https://doi.org/10.1002/jts.22803 

Christiansen, D. M., & Elklit, A. (2008). Risk factors predict post-traumatic stress disorder 

differently in men and women. Annals of General Psychiatry, 7(1), 24-24. 

https://doi.org/10.1186/1744-859X-7-24 

Cohen, Y., Lachenmeyer, J. R., & Springer, C. (2003). Anxiety and selective attention in 

obsessive–compulsive disorder. Behaviour Research and Therapy, 41(11), 1311-1323. 

https://doi.org/10.1016/S0005-7967(03)00037-8 

Coimbra-Gomes, E. (2020). Ego-dystonic stance-taking in sexual orientation obsessive-

compulsive disorder (SO-OCD). Journal of Obsessive-Compulsive and Related 

Disorders, 27, 100576. https://doi.org/10.1016/j.jocrd.2020.100576 

Coker, T. R., Elliott, M. N., Wallander, J. L., Cuccaro, P., Grunbaum, J. A., Corona, R., 

Saunders, A. E., & Schuster, M. A. (2011). Association of family stressful life-change 

events and health-related quality of life in fifth-grade children. Archives of Pediatrics & 

Adolescent Medicine, 165(4), 354-359. https://doi.org/10.1001/archpediatrics.2011.13 



80 
 

Coles, M. E., Frost, R. O., Heimberg, R. G., & Rhéaume, J. (2003). “Not just right experiences”: 

Perfectionism, obsessive–compulsive features and general psychopathology. Behaviour 

Research and Therapy, 41(6), 681-700. https://doi.org/10.1016/S0005-7967(02)00044-X 

Cooper, S. E., & Dunsmoor, J. E. (2021). Fear conditioning and extinction in obsessive-

compulsive disorder: A systematic review. Neuroscience and Biobehavioral Reviews, 

129, 75-94. https://doi.org/10.1016/j.neubiorev.2021.07.026 

Coughtrey, A. E., Shafran, R., Knibbs, D., & Rachman, S. J. (2012). Mental contamination in 

obsessive–compulsive disorder. Journal of Obsessive-Compulsive and Related Disorders, 

1(4), 244-250. https://doi.org/10.1016/j.jocrd.2012.07.006 

Crespo, M., & Fernández-Lansac, V. (2016). Memory and narrative of traumatic events: A 

literature review. Psychological Trauma, 8(2), 149-156. doi:10.1037/tra0000041 

Cromer, K. R., Schmidt, N. B., & Murphy, D. L. (2007). An investigation of traumatic life 

events and obsessive-compulsive disorder. Behaviour Research and Therapy, 45(7), 

1683-1691. doi:10.1016/j.brat.2006.08.018 

Cunningham, K. C., Davis, J. L., Wilson, S. M., & Resick, P. A. (2018). A relative weights 

comparison of trauma‐related shame and guilt as predictors of DSM‐5 posttraumatic 

stress disorder symptom severity among US veterans and military members. British 

Journal of Clinical Psychology, 57(2), 163-176. https://doi.org/10.1111/bjc.12163 

de Araújo, A. X. G., Fontenelle, L. F., Berger, W., Luz, M. P., Pagotto, L. F., Marques-Portella, 

C., Figueira, I., & Mendlowicz, M. V. (2018). Pre-traumatic vs post-traumatic OCD in 

PTSD patients: Are differences in comorbidity rates and functional health status related 

to childhood abuse? Comprehensive Psychiatry, 87, 25-31. 

https://doi.org/10.1016/j.comppsych.2018.08.012 



81 
 

de Avila, R. C. S., do Nascimento, L. G., de Moura Porto, R. L., Fontenelle, L., Filho, E. C. M., 

Brakoulias, V., & Ferrão, Y. A. (2019). Level of insight in patients with obsessive-

compulsive disorder: An exploratory comparative study between patients with "good 

insight" and "poor insight". Frontiers in Psychiatry, 10, 413-413. 

https://doi.org/10.3389/fpsyt.2019.00413 

de Silva, P., & Marks, M. (1999). The role of traumatic experiences in the genesis of obsessive–

compulsive disorder. Behaviour Research and Therapy, 37(10), pp. 941-951. 

doi:10.1016/S0005-7967(98)00185-5 

Dizinger, J. M. B., Doll, C. M., Rosen, M., Gruen, M., Daum, L., Schultze-Lutter, F., Betz, L., 

Kambeitz, J., Vogeley, K., & Haidl, T. K. (2022). Does childhood trauma predict 

schizotypal traits? A path modelling approach in a cohort of help-seeking subjects. 

European Archives of Psychiatry and Clinical Neuroscience, 272(5), 909-922. 

https://doi.org/10.1007/s00406-021-01373-6 

Dohrenwend, B. S., & Dohrenwend, B. P. (1974). Stressful life events: Their nature and effects. 

John Wiley & Sons. 

d'Olimpio, F., Cosentino, T., Basile, B., Tenore, K., Gragnani, A., & Mancini, F. (2013). 

Obsessive-compulsive disorder and propensity to guilt feelings and to disgust. Clinical 

Neuropsychiatry, 10(3). 

Eckblad, M., & Chapman, L. J. (1983). Magical ideation as an indicator of schizotypy. Journal 

of Consulting and Clinical Psychology, 51(2), 215-225. https://doi.org/10.1037/0022-

006X.51.2.215 



82 
 

Einstein, D. A., & Menzies, R. G. (2004). The presence of magical thinking in obsessive 

compulsive disorder. Behaviour Research and Therapy, 42(5), 539-549. 

doi:10.1016/s0005-7967(03)00160-8 

Einstein, D. A., & Menzies, R. G. (2006). Magical thinking in obsessive-compulsive disorder, 

panic disorder and the general community. Behavioural and Cognitive Psychotherapy, 

34(3), 351-357. https://doi.org/10.1017/S1352465806002864 

Enander, J., Andersson, E., Kaldo, V., Lindefors, N., Andersson, G., & Rück, C. (2012). Internet 

administration of the Dimensional Obsessive-Compulsive Scale: A psychometric 

evaluation. Journal of Obsessive-Compulsive and Related Disorders, 1(4), 325-330. 

doi:10.1016/j.jocrd.2012.07.008 

Enders, C. K. (2022). Applied missing data analysis (2nd ed.). Guilford Publications. 

Eremsoy, C. E., & Inozu, M. (2016). The role of magical thinking, religiosity and thought-

control strategies in obsessive-compulsive symptoms in a Turkish adult sample. 

Behaviour Change, 33(1), 1-14. doi:10.1017/bec.2015.16 

Evans, G. W., & Kim, P. (2013). Childhood poverty, chronic stress, self-regulation, and coping. 

Child Development Perspectives, 7(1), 43-48. https://doi.org/10.1111/cdep.12013 

Faravelli, C., Lo Sauro, C., Godini, L., Lelli, L., Benni, L., Pietrini, F., Lazzeretti, L., Talamba, 

G. A., Fioravanti, G., & Ricca, V. (2012). Childhood stressful events, HPA axis and 

anxiety disorders. World Journal of Psychiatry, 2(1), 13-25. 

https://doi.org/10.5498/wjp.v2.i1.13 

Faul, F., Erdfelder, E., Buchner, A., & Lang, A. (2009). Statistical power analyses using 

G*Power 3.1: Tests for correlation and regression analyses. Behavior Research Methods, 

41(4), 1149-1160. https://doi.org/10.3758/BRM.41.4.1149 



83 
 

Fawcett, E. J., Power, H., & Fawcett, J. M. (2020). Women are at greater risk of OCD than men: 

A meta-analytic review of OCD prevalence worldwide. The Journal of Clinical 

Psychiatry, 81(4). 

Ferrão, Y. A., Radins, R. B., & Ferrão, J. V. B. (2023). Psychopathological intersection between 

obsessive-compulsive disorder and post-traumatic stress disorder: Scoping review of 

similarities and differences. Trends in Psychiatry and Psychotherapy, 45: e20210370. 

https://doi.org/10.47626/2237-6089-2021-0370 

Fite, R. E., Adut, S. L., & Magee, J. C. (2020). Do you believe in magical thinking? Examining 

magical thinking as a mediator between obsessive-compulsive belief domains and 

symptoms. Behavioural and Cognitive Psychotherapy, 48(4), 454-462. 

doi:10.1017/S1352465820000132 

Fletcher, T. L., Van Kirk, N., & Hundt, N. (2019). Obsessive-compulsive disorder and comorbid 

posttraumatic stress disorder. In E. A. Storch, D. McKay, & J. S. Abramowitz (Eds.), 

Advanced casebook of obsessive-compulsive and related disorders: Conceptualizations 

and treatment (pp. 105-121). Academic Press. https://doi.org/10.1016/B978-0-12-

816563-8.00007-3 

Foa, E. B., & McLean, C. P. (2016). The efficacy of exposure therapy for anxiety-related 

disorders and its underlying mechanisms: The case of OCD and PTSD. Annual Review of 

Clinical Psychology, 12(1), 1-28. doi:10.1146/annurev-clinpsy-021815-093533 

Fonseca-Pedrero, E., Paino, M., Lemos-Giráldez, S., García-Cueto, E., Villazón-García, Ú., & 

Muñiz, J. (2009). Psychometric properties of the Perceptual Aberration Scale and the 

Magical Ideation Scale in spanish college students. International Journal of Clinical and 

Health Psychology, 9(2), 299-312. 



84 
 

Fontenelle, L. F., Cocchi, L., Harrison, B. J., Miguel, E. C., & Torres, A. R. (2011). Role of 

stressful and traumatic life events in obsessive–compulsive disorder. Neuropsychiatry, 

1(1), 61-69. doi:10.2217/npy.10.1 

Fontenelle, L. F., Cocchi, L., Harrison, B. J., Shavitt, R. G., do Rosário, M. C., Ferrão, Y. A., de 

Mathis, M. A., Cordioli, A. V., Yücel, M., Pantelis, C., Mari, J. d. J., Miguel, E. C., & 

Torres, A. R. (2012). Towards a post-traumatic subtype of obsessive–compulsive 

disorder. Journal of Anxiety Disorders, 26(2), 377-383. 

https://doi.org/10.1016/j.janxdis.2011.12.001 

Fontenelle, L. F., Domingues, A. M., Souza, W. F., Mendlowicz, M. V., de Menezes, G. B., 

Figueira, I. L., & Versiani, M. (2007). History of trauma and dissociative symptoms 

among patients with obsessive-compulsive disorder and social anxiety disorder. 

Psychiatric Quarterly, 78(3), 241-250. doi:10.1007/s11126-007-9043-1 

Fontenelle, L. F., Mendlowicz, M. V., Marques, C., & Versiani, M. (2003). Early-and late-onset 

obsessive–compulsive disorder in adult patients: An exploratory clinical and therapeutic 

study. Journal of Psychiatric Research, 37(2), 127-133. https://doi.org/10.1016/S0022-

3956(02)00087-0 

Fostick, L., Nacasch, N., & Zohar, J. (2012). Acute obsessive compulsive disorder (OCD) in 

veterans with posttraumatic stress disorder (PTSD). The World Journal of Biological 

Psychiatry, 13(4), 312-315. https://doi.org/10.3109/15622975.2011.607848 

Freeston, M. H., Ladouceur, R., Thibodeau, N., & Gagnon, F. (1991). Cognitive intrusions in a 

non-clinical population. I. Response style, subjective experience, and appraisal. 

Behaviour Research and Therapy, 29(6), 585-597. doi:10.1016/0005-7967(91)90008-q 



85 
 

Fergus, T. A. (2014). Mental contamination and scrupulosity: Evidence of unique associations 

among Catholics and Protestants. Journal of Obsessive-Compulsive and Related 

Disorders, 3(3), 236-242. https://doi.org/10.1016/j.jocrd.2014.05.004 

Festinger, L. (1957). Social comparison theory. Selective Exposure Theory, 16, 401. 

Fineberg, N. A., Dell'Osso, B., Albert, U., Maina, G., Geller, D., Carmi, L., Sireau, N., Walitza, 

S., Grassi, G., Pallanti, S., Hollander, E., Brakoulias, V., Menchon, J. M., Marazziti, D., 

Ioannidis, K., Apergis-Schoute, A., Stein, D. J., Cath, D. C., Veltman, D. J., . . . Zohar, J. 

(2019). Early intervention for obsessive compulsive disorder: An expert consensus 

statement. European Neuropsychopharmacology, 29(4), 549-565. 

https://doi.org/10.1016/j.euroneuro.2019.02.002 

García-Montes, J. M., Pérez-Álvarez, M., Odriozola-González, P., Vallina-Fernández, O., & 

Perona-Garcelán, S. (2014). The role of magical thinking in hallucinations. Comparisons 

of clinical and non-clinical groups. Nordic Journal of Psychiatry, 68(8), 605-610. 

https://doi.org/10.3109/08039488.2014.902500 

Geissner, E., Knechtl, L., Baumert, A., Rothmund, T., & Schmitt, M. (2022). Guilt experience in 

patients with obsessive-compulsive disorder. Verhaltenstherapie, 32, 127-134. 

https://doi.org/10.1159/000503907 

Gershuny, B. S., Baer, L., Jenike, M. A., Minichiello, W. E., & Wilhelm, S. (2002). Comorbid 

posttraumatic stress disorder: Impact on treatment outcome for obsessive-compulsive 

disorder. The American Journal of Psychiatry, 159(5), 852-854. 

https://doi.org/10.1176/appi.ajp.159.5.852 



86 
 

Gershuny, B. S., Baer, L., Parker, H., Gentes, E. L., Infield, A. L., & Jenike, M. A. (2008). 

Trauma and posttraumatic stress disorder in treatment‐resistant obsessive‐compulsive 

disorder. Depression and Anxiety, 25(1), 69-71. doi:10.1002/da.20284 

Gershuny, B. S., Baer, L., Radomsky, A. S., Wilson, K. A., & Jenike, M. A. (2003). Connections 

among symptoms of obsessive–compulsive disorder and posttraumatic stress disorder: A 

case series. Behaviour Research and Therapy, 41(9), 1029-1041. doi:10.1016/S0005-

7967(02)00178-X 

Gillespie, C. F., Phifer, J., Bradley, B., & Ressler, K. J. (2009). Risk and resilience: Genetic and 

environmental influences on development of the stress response. Depression and Anxiety, 

26(11), 984-992. doi:10.1002/da.20605 

Glazier, K., Wetterneck, C., Singh, S., & Williams, M. (2015). Stigma and shame as barriers to 

treatment for obsessive-compulsive and related disorders. Journal of Depression and 

Anxiety, 4(3), 191. http://dx.doi.org/10.4191/2167-1044.1000191 

Golbidi, S., Frisbee, J. C., & Laher, I. (2015). Chronic stress impacts the cardiovascular system: 

Animal models and clinical outcomes. American Journal of Physiology. Heart and 

Circulatory Physiology, 308(12), H1476-H1498. 

https://doi.org/10.1152/ajpheart.00859.2014 

Griffiths, D. L., Farrell, L. J., Waters, A. M., & White, S. W. (2017). ASD traits among youth 

with obsessive–compulsive disorder. Child Psychiatry & Human Development, 48, 911-

921. https://doi.org/10.1007/s10578-017-0714-3 

Grilo, C. M., Pagano, M. E., Stout, R. L., Markowitz, J. C., Ansell, E. B., Pinto, A., Zanarini, M. 

C., Yen, S., & Skodol, A. E. (2012). Stressful life events predict eating disorder relapse 



87 
 

following remission: Six-year prospective outcomes. The International Journal of Eating 

Disorders, 45(2), 185-192. https://doi.org/10.1002/eat.20909 

Grisham, J. R., Anderson, T. M., & Sachdev, P. S. (2008). Genetic and environmental influences 

on obsessive-compulsive disorder. European Archives of Psychiatry and Clinical 

Neuroscience, 258(2), 107-116. https://doi.org/10.1007/s00406-007-0789-0 

Haase, M. T. (2003). The lived experience of obsessive-compulsive disorder [Doctoral thesis, 

The University of Alberta]. ERA: Education and Research Archive.  

Hansmeier, J., Exner, C., Porrmann, R., Schumacher, K., & Fink-Lamotte, J. (2023). Exploring 

the link between thought-action fusion and symptom-based shame in obsessive-

compulsive disorder. Journal of Obsessive-Compulsive and Related Disorders, 39, 

100848. https://doi.org/10.1016/j.jocrd.2023.100848 

Hatunoğlu, A. (2014). Magical thinking and psychological symptoms: Evidence from Turkey. 

International Journal of Social Science & Education, 4(3), 643-647. 

Harrington, K. P. (2014). Emerging from the wreckage: The exploration of mental health, 

stigma, and my experiences of living with obsessive-compulsive disorder [Master’s 

thesis, Wilfrid Laurier University]. Scholars Commons @ Laurier. 

https://scholars.wlu.ca/etd/1669/ 

Hassanzadeh, A., Heidari, Z., Feizi, A., Hassanzadeh Keshteli, A., Roohafza, H., Afshar, H., & 

Adibi, P. (2017). Association of stressful life events with psychological problems: A 

large-scale community-based study using grouped outcomes latent factor regression with 

latent predictors. Computational and Mathematical Methods in Medicine, 2017, 1-12. 

doi:10.1155/2017/3457103 



88 
 

Hawthorne, N. (2016). Twice-Told Tales. Open Road Integrated Media, Inc. (Original work 

published 1851).  

Held, P., Owens, G. P., & Anderson, S. E. (2015). The interrelationships among trauma-related 

guilt and shame, disengagement coping, and PTSD in a sample of treatment-seeking 

substance users. Traumatology, 21(4), 285-292. https://doi.org/10.1037/trm0000050 

Hellberg, S. N., DuBois, C., Myers, N. S., Rodriguez, C., Butcher, M., Ojalehto, H. J., Riemann, 

B., & Abramowitz, J. S. (2023). The contribution of guilt sensitivity in the prediction of 

obsessive-compulsive disorder symptom dimensions: Replication and extension. Journal 

of Anxiety Disorders, 97, 102728-102728. https://doi.org/10.1016/j.janxdis.2023.102728 

Herman, J. L. (1992). Complex PTSD: A syndrome in survivors of prolonged and repeated 

trauma. Journal of Traumatic Stress, 5(3), 377-391. 

https://doi.org/10.1002/jts.2490050305 

Howarth, E. J., O'Connor, D. B., Panagioti, M., Hodkinson, A., Wilding, S., & Johnson, J. 

(2020). Are stressful life events prospectively associated with increased suicidal ideation 

and behaviour? A systematic review and meta-analysis. Journal of Affective Disorders, 

266, 731-742. doi:10.1016/j.jad.2020.01.171 

Huppert, J. D., Moser, J. S., Gershuny, B. S., Riggs, D. S., Spokas, M., Filip, J., Hajcak, G., 

Parker, H. A., Baer, L., & Foa, E. B. (2005). The relationship between obsessive–

compulsive and posttraumatic stress symptoms in clinical and non-clinical samples. 

Journal of Anxiety Disorders, 19(1), 127-136. 

https://doi.org/10.1016/j.janxdis.2004.01.001 

Husain, N., Chaudhry, I., & Ahmed, G. R. (2014). Self-esteem and obsessive compulsive 

disorder. Journal of the Pakistan Medical Association, 64(1), 64-8. 



89 
 

Inozu, M., Bilekli Bilger, I., & Trak, E. (2023). The role of disgust proneness and contamination-

related thought-action fusion in mental contamination-related washing urges. Current 

Psychology, 42(1), 73-81. https://doi.org/10.1007/s12144-021-01401-7 

Inslicht, S. S., Metzler, T. J., Garcia, N. M., Pineles, S. L., Milad, M. R., Orr, S. P., Marmar, C. 

R., & Neylan, T. C. (2013). Sex differences in fear conditioning in posttraumatic stress 

disorder. Journal of Psychiatric Research, 47(1), 64-71. 

https://doi.org/10.1016/j.jpsychires.2012.08.027 

Jaeger, T., Moulding, R., Yang, Y. H., David, J., Knight, T., & Norberg, M. M. (2021). A 

systematic review of obsessive-compulsive disorder and self: Self-esteem, feared self, 

self-ambivalence, egodystonicity, early maladaptive schemas, and self concealment. 

Journal of Obsessive-Compulsive and Related Disorders, 31, 100665. 

https://doi.org/10.1016/j.jocrd.2021.100665 

James, S. C., Farrell, L. J., & Zimmer‐Gembeck, M. J. (2017). Description and prevalence of 

OCD in children and adolescents. In J. S. Abramowitz, D. McKay & E. A. Storch (Eds.), 

The Wiley handbook of obsessive compulsive disorders (pp. 5-23). John Wiley & Sons, 

Ltd. https://doi.org/10.1002/9781118890233.ch1 

Julien, D., O'Connor, K. P., & Aardema, F. (2007). Intrusive thoughts, obsessions, and appraisals 

in obsessive–compulsive disorder: A critical review. Clinical Psychology Review, 27(3), 

366-383. doi:10.1016/j.cpr.2006.12.004 

Karan, E., Niesten, I. J. M., Frankenburg, F. R., Fitzmaurice, G. M., & Zanarini, M. C. (2014). 

The 16-year course of shame and its risk factors in patients with borderline personality 

disorder. Personality and Mental Health, 8(3), 169-177. doi:10.1002/pmh.1258 



90 
 

Karcher, N. R., jSlutske, W. S., Kerns, J. G., Piasecki, T. M., & Martin, N. G. (2014). Sex 

differences in magical ideation: A community-based twin study. Personality Disorders, 

5(2), 212-219. https://doi.org/10.1037/per0000040 

Kaczkurkin, A. (2014). The Contribution of Fear Conditioning to Pathological Anxiety: An 

Investigation of Conditioned Fear Generalization in OCD Traits and PTSD (Publication 

No. 3643630). [Doctoral dissertation, University of Minnesota]. ProQuest Dissertations 

& Theses Global. https://www.proquest.com/dissertations-theses/contribution-fear-

conditioning-pathological/docview/1635316107/se-2 

Kealy, D., Spidel, A., & Ogrodniczuk, J. S. (2017). Self‐conscious emotions and suicidal 

ideation among women with and without history of childhood sexual abuse. Counseling 

and Psychotherapy Research, 17(4), 269-275. https://doi.org/10.1002/capr.12140 

Kealy, D., Treeby, M. S., & Rice, S. M. (2021). Shame, guilt, and suicidal thoughts: The 

interaction matters. British Journal of Clinical Psychology, 60(3), 414-423. 

https://doi.org/10.1111/bjc.12291 

Kessler, R. C., Berglund, P., Demler, O., Jin, R., Merikangas, K. R., & Walters, E. E. (2005). 

Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the national 

comorbidity survey replication. Archives of General Psychiatry, 62(6), 593-602. 

https://doi.org/10.1001/archpsyc.62.6.593 

Keyes, C., Nolte, L., & Williams, T. I. (2018). The battle of living with obsessive compulsive 

disorder: A qualitative study of young people's experiences. Child and Adolescent Mental 

Health, 23(3), 177-184. https://doi.org/10.1111/camh.12216 

https://doi.org/10.1037/per0000040


91 
 

Kim, J. E., & Lee, S. J. (2020). Thought-action fusion as predictors of obsessive-compulsive 

symptom dimensions. Psychiatry Investigation, 17(12), 1226-1235. 

https://doi.org/10.30773/pi.2020.0292 

Kip, A., Diele, J., Holling, H., & Morina, N. (2022). The relationship of trauma-related guilt with 

PTSD symptoms in adult trauma survivors: A meta-analysis. Psychological Medicine, 

52(12), 2201-2211. https://doi.org/10.1017/S0033291722001866 

Knowles, K. A., Sripada, R. K., Defever, M., & Rauch, S. A. M. (2019). Comorbid mood and 

anxiety disorders and severity of posttraumatic stress disorder symptoms in treatment-

seeking veterans. Psychological Trauma, 11(4), 451-458. 

https://doi.org/10.1037/tra0000383 

Korte, K. J., Allan, N. P., Gros, D. F., & Acierno, R. (2016). Differential treatment response 

trajectories in individuals with subclinical and clinical PTSD. Journal of Anxiety 

Disorders, 38, 95-101. https://doi.org/10.1016/j.janxdis.2016.01.006 

Kubany, E. S., & Watson, S. B. (2003). Guilt: Elaboration of a multidimensional model. The 

Psychological Record, 53(1), 51-90. 

Kubzansky, L. D., Mendes, W. B., Appleton, A. A., Block, J., & Adler, G. K. (2012). A heartfelt 

response: Oxytocin effects on response to social stress in men and women. Biological 

Psychology, 90(1), 1-9. https://doi.org/10.1016/j.biopsycho.2012.02.010 

Kugler, B. B., Lewin, A. B., Phares, V., Geffken, G. R., Murphy, T. K., & Storch, E. A. (2013). 

Quality of life in obsessive-compulsive disorder: The role of mediating variables. 

Psychiatry Research, 206(1), 43-49. https://doi.org/10.1016/j.psychres.2012.10.006 

La Bash, H., & Papa, A. (2014). Shame and PTSD symptoms. Psychological Trauma: Theory, 

Research, Practice, and Policy, 6(2), 159 –166. http://dx.doi.org/10.1037/a0032637 



92 
 

Lafleur, D. L., Petty, C., Mancuso, E., McCarthy, K., Biederman, J., Faro, A., Levy, H. C., & 

Geller, D. A. (2011). Traumatic events and obsessive compulsive disorder in children and 

adolescents: Is there a link? Journal of Anxiety Disorders, 25(4), 513-519. 

https://doi.org/10.1016/j.janxdis.2010.12.005 

Laving, M., Foroni, F., Ferrari, M., Turner, C., & Yap, K. (2023). The association between OCD 

and shame: A systematic review and meta‐analysis. British Journal of Clinical 

Psychology, 62(1), 28-52. https://doi.org/10.1111/bjc.12392 

Lazarus, R. S. (2006). Stress and emotion: A new synthesis. Springer Publishing Company. 

Lazarus, R. S., & Folkman, S. (1987). Transactional theory and research on emotions and 

coping. European Journal of Personality, 1(3), 141-169. 

https://doi.org/10.1002/per.2410010304 

Lebowitz, E. R. (2013). Parent-based treatment for childhood and adolescent OCD. Journal of 

Obsessive-Compulsive and Related Disorders, 2(4), 425-431. 

https://doi.org/10.1016/j.jocrd.2013.08.004 

Lee, H. J., & Kwon, S. M. (2003). Two different types of obsession: Autogenous obsessions and 

reactive obsessions. Behaviour Research and Therapy, 41(1), 11-29. doi:10.1016/s0005-

7967(01)00101-2 

Lee, D. A., Scragg, P., & Turner, S. (2001). The role of shame and guilt in traumatic events: A 

clinical model of shame-based and guilt-based PTSD. British Journal of Medical 

Psychology, 74(4), 451-466. https://doi.org/10.1348/000711201161109 



93 
 

Lenzenweger, M. F. (1999). Schizophrenia: Refining the phenotype, resolving endophenotypes. 

Behaviour Research and Therapy, 37(3), 281-295. https://doi.org/10.1016/S0005-

7967(98)00138-7 

Linehan, M. M. (1993). Cognitive behavioral treatment of borderline personality disorder. 

Guilford Press 

Lochner, C., Fineberg, N. A., Zohar, J., van Ameringen, M., Juven-Wetzler, A., Altamura, A. C., 

Cuzen, N. L., Hollander, E., Denys, D., Nicolini, H., Dell‘Osso, B., Pallanti, S., & Stein, 

D. J. (2014). Comorbidity in obsessive–compulsive disorder (OCD): A report from the 

international college of Obsessive–Compulsive spectrum disorders (ICOCS). 

Comprehensive Psychiatry, 55(7), 1513-1519. 

https://doi.org/10.1016/j.comppsych.2014.05.020 

Lupien, S. J., McEwen, B. S., Gunnar, M. R., & Heim, C. (2009). Effects of stress throughout the 

lifespan on the brain, behaviour, and cognition. Nature Reviews. Neuroscience, 10(6), 

434-445. https://doi.org/10.1038/nrn2639 

Maciejewski, P. K., Maercker, A., Boelen, P. A., & Prigerson, H. G. (2016). “Prolonged grief 

disorder” and “persistent complex bereavement disorder”, but not “complicated grief”, 

are one and the same diagnostic entity: An analysis of data from the Yale Bereavement 

Study. World Psychiatry, 15(3), 266-275. doi:10.1002/wps.20348 

Macy, A. S., Theo, J. N., Kaufmann, S. C. V., Ghazzaoui, R. B., Pawlowski, P. A., Fakhry, H. I., 

Cassmassi, B. J., & IsHak, W. W. (2013). Quality of life in obsessive compulsive 

disorder. CNS Spectrums, 18(1), 21-33. https://doi.org/10.1017/S1092852912000697 



94 
 

Mancini, F., & Gangemi, A. (2011). Fear of deontological guilt and fear of contamination in 

obsessive-compulsive disorder. Psicoterapia Cognitiva e Comportamentale, 17(3), 395-

404. 

Mancini, F., Gragnani, A., & D'Olimpio, F. (2001). The connection between disgust and 

obsessions and compulsions in a non-clinical sample. Personality and Individual 

Differences, f(7), 1173-1180. doi:10.1016/S0191-8869(00)00215-4 

Marin, M., Lord, C., Andrews, J., Juster, R., Sindi, S., Arsenault-Lapierre, G., Fiocco, A. J., & 

Lupien, S. J. (2011). Chronic stress, cognitive functioning and mental health. 

Neurobiology of Learning and Memory, 96(4), 583-595. 

https://doi.org/10.1016/j.nlm.2011.02.016 

Marzillier, S. L., & Steel, C. (2007). Positive schizotypy and trauma-related intrusions. The 

Journal of Nervous and Mental Disease, 195(1), 60-64. 

https://doi.org/10.1097/01.nmd.0000252383.28760.39 

Mataix-Cols, D., Boman, M., Monzani, B., Rück, C., Serlachius, E., Långström, N., & 

Lichtenstein, P. (2013). Population-based, multigenerational family clustering study of 

obsessive-compulsive disorder. JAMA Psychiatry, 70(7), 1-9. 

https://doi.org/10.1001/jamapsychiatry.2013.3 

Mataix-Cols, D., Pertusa, A., & Leckman, J. F. (2007). Issues for DSM-5: How should 

obsessive-compulsive and related disorders be classified? American Journal of 

Psychiatry, 164(9), 1313-1314. doi:10.1176/appi.ajp.2007.07040568 

Mathes, B. M., McDermott, K. A., Okey, S. A., Vazquez, A., Harvey, A. M., & Cougle, J. R. 

(2019). Mental contamination in obsessive-compulsive disorder: Associations with 



95 
 

contamination symptoms and treatment response. Behavior Therapy, 50(1), 15-24. 

https://doi.org/10.1016/j.beth.2018.03.005 

McCann, J. P., Tipsword, J. M., Brake, C. A., & Badour, C. L. (2023). Trauma-related shame 

and guilt as prospective predictors of daily mental contamination and PTSD symptoms in 

survivors of sexual trauma. Journal of Interpersonal Violence, 38(19-20), 

8862605231179721-11137. https://doi.org/10.1177/08862605231179721 

Melli, G., Aardema, F., & Moulding, R. (2016). Fear of self and unacceptable thoughts in 

obsessive-compulsive disorder. Clinical Psychology and Psychotherapy, 23(3), 226-235. 

https://doi.org/10.1002/cpp.1950 

Melli, G., Mucci, F., & Marazziti, D. (2018). The role of guilt sensitivity in OCD symptom 

dimensions. European Neuropsychopharmacology, 28(6), 776-776. 

doi:10.1016/j.euroneuro.2017.10.022 

Merrill, A., Gershuny, B., Baer, L., & Jenike, M. A. (2011). Depression in comorbid obsessive-

compulsive disorder and posttraumatic stress disorder. Journal of Clinical Psychology, 

67(6), 624-628. https://doi.org/10.1002/jclp.20783 

Mikaeili, N., Einy, S., & Tagavy, R. (2017). Role of self-compassion and sense of coherence and 

thought action fusion in prediction of psychological well–being among post-traumatic 

stress disorder veterans. Ṭibb-i Jānbāz, 9(1), 33-39. 

https://doi.org/10.18869/acadpub.ijwph.9.1.33 

Milad, M. R., Furtak, S. C., Greenberg, J. L., Keshaviah, A., Im, J. J., Falkenstein, M. J., Jenike, 

M., Rauch, S. L., & Wilhelm, S. (2013). Deficits in conditioned fear extinction in 



96 
 

obsessive-compulsive disorder and neurobiological changes in the fear circuit. JAMA 

Psychiatry, 70(6), 1-11. https://doi.org/10.1001/jamapsychiatry.2013.914 

Moulding, R., & Kyrios, M. (2006). Anxiety disorders and control related beliefs: The exemplar 

of Obsessive–Compulsive disorder (OCD). Clinical Psychology Review, 26(5), 573-583. 

https://doi.org/10.1016/j.cpr.2006.01.009 

Moulding, R., Kyrios, M., Doron, G., & Nedeljkovic, M. (2006). Autogenous and reactive 

obsessions: Further evidence for a two-factor model of obsessions. Journal of Anxiety 

Disorders, 21(5), 677-690. doi:10.1016/j.janxdis.2006.10.001 

Murayama, K., Nakao, T., Ohno, A., Tsuruta, S., Tomiyama, H., Hasuzawa, S., Mizobe, T., 

Kato, K., & Kanba, S. (2020). Impacts of stressful life events and traumatic experiences 

on onset of obsessive-compulsive disorder. Frontiers in Psychiatry, 11, 561266-561266. 

https://doi.org/10.3389/fpsyt.2020.561266 

Nacasch, N., Fostick, L., & Zohar, J. (2011). High prevalence of obsessive–compulsive disorder 

among posttraumatic stress disorder patients. European Neuropsychopharmacology, 

21(12), 876-879. doi:10.1016/j.euroneuro.2011.03.007 

Newth, S., & Rachman, S. (2001). The concealment of obsessions. Behaviour Research and 

Therapy, 39(4), 457-464. https://doi.org/10.1016/S0005-7967(00)00006-1 

Nissen, J. B., & Parner, E. (2018). The importance of insight, avoidance behavior, not-just-right 

perception and personality traits in pediatric obsessive-compulsive disorder (OCD): A 

naturalistic clinical study. Nordic Journal of Psychiatry, 72(7), 489-496. 

https://doi.org/10.1080/08039488.2018.1486454 



97 
 

Norman, R. M. G., Davies, F., Malla, A. K., Cortese, L., & Nicholson, I. R. (1996). Relationship 

of obsessive-compulsive symptomatology to anxiety, depression and schizotypy in a 

clinical population. British Journal of Clinical Psychology, 35(4), 553-566. 

https://doi.org/10.1111/j.2044-8260.1996.tb01211.x 

Obsessive Compulsive Cognitions Working Group. (1997). Cognitive assessment of obsessive-

compulsive disorder. Behaviour Research and Therapy, 35, 667 - 681. 

https://doi.org/10.1016/S0005-7967(97)00017-X 

O'Connor, D. B., Thayer, J. F., & Vedhara, K. (2021). Stress and health: A review of 

psychobiological processes. Annual Review of Psychology, 72(1) doi:10.1146/annurev-

psych-062520-122331 

Ojserkis, R., Boisseau, C. L., Reddy, M. K., Mancebo, M. C., Eisen, J. L., & Rasmussen, S. A. 

(2017). The impact of lifetime PTSD on the seven-year course and clinical characteristics 

of OCD. Psychiatry Research, 258, 78-82. doi:10.1016/j.psychres.2017.09.042 

Ojserkis, R., McKay, D., & Lebeaut, A. (2018). Associations between mental contamination, 

disgust, and obsessive-compulsive symptoms in the context of trauma. Journal of 

Obsessive-Compulsive and Related Disorders, 17, 23-30. 

doi:10.1016/j.jocrd.2017.09.002 

Olff, M. (2017). Sex and gender differences in post-traumatic stress disorder: An update. 

European Journal of Psychotraumatology, 8(4), 1351204. 

doi:10.1080/20008198.2017.1351204 



98 
 

Olff, M., Langeland, W., Draijer, N., & Gersons, B. P. R. (2007). Gender differences in 

posttraumatic stress disorder. Psychological Bulletin, 133(2), 183-204. 

https://doi.org/10.1037/0033-2909.133.2.183 

Opp, R. E., & Samson, A. Y. (1989). Taxonomy of guilt for combat veterans. Professional 

Psychology, Research and Practice, 20(3), 159-165. doi:10.1037/0735-7028.20.3.159 

Parker, G., Roy, K., Wilhelm, K., Mitchell, P., & Hadzi-Pavlovic, D. (2000). The nature of 

bipolar depression: Implications for the definition of melancholia. Journal of Affective 

Disorders, 59(3), 217-224. https://doi.org/10.1016/S0165-0327(99)00144-5 

Pinciotti, C. M., Wetterneck, C. T., & Riemann, B. C. (2022). Symptom severity and 

presentation in comorbid OCD and PTSD: A clinical replication. Bulletin of the 

Menninger Clinic, 86(3), 183-203. https://doi.org/10.1521/bumc.2022.86.3.183 

Pinto, A., Dargani, N., Wheaton, M. G., Cervoni, C., Rees, C. S., & Egan, S. J. (2017). 

Perfectionism in obsessive-compulsive disorder and related disorders: What should 

treating clinicians know? Journal of Obsessive-Compulsive and Related Disorders, 12, 

102-108. https://doi.org/10.1016/j.jocrd.2017.01.001 

Pugh, L. R., Taylor, P. J., & Berry, K. (2015). The role of guilt in the development of post-

traumatic stress disorder: A systematic review. Journal of Affective Disorders, 182, 138-

150. https://doi.org/10.1016/j.jad.2015.04.026 

Purdon, C., Rowa, K., & Antony, M. M. (2007). Diary records of thought suppression by 

individuals with obsessive-compulsive disorder. Behavioural and Cognitive 

Psychotherapy, 35(1), 47-59. doi:10.1017/S1352465806003079 

https://doi.org/10.1521/bumc.2022.86.3.183


99 
 

Rachman, S. (1991). A psychological approach to the study of comorbidity. Clinical Psychology 

Review, 11(4), 461-464. https://doi.org/10.1016/0272-7358(91)90118-E 

Rachman, S. (2004). Fear of contamination. Behaviour Research and Therapy, 42(11), 1227-

1255. 

Rachman, S., & de Silva, P. (1978). Abnormal and normal obsessions. Behaviour Research and 

Therapy, 16(4), 233-248. doi:10.1016/0005-7967(78)90022-0 

Rachman, R. S., Thordarson, D. S., Shafran, R., & Woody, S. R. (1995). Perceived 

responsibility: Structure and significance. Behaviour Research and Therapy, 33(7), 779-

784. https://doi.org/10.1016/0005-7967(95)00016-Q 

Radley, J. J., Kabbaj, M., Jacobson, L., Heydendael, W., Yehuda, R., & Herman, J. P. (2011). 

Stress risk factors and stress-related pathology: Neuroplasticity, epigenetics and 

endophenotypes. Stress, 14(5), 481-497. https://doi.org/10.3109/10253890.2011.604751 

Radomsky, A. S., Rachman, S., Shafran, R., Coughtrey, A. E., & Barber, K. C. (2014). The 

nature and assessment of mental contamination: A psychometric analysis. Journal of 

Obsessive-Compulsive and Related Disorders, 3(2), 181-187. 

https://doi.org/10.1016/j.jocrd.2013.08.003 

Rahim, T., & Rashid, R. (2017). Comparison of depression symptoms between primary 

depression and secondary-to-schizophrenia depression. International Journal of 

Psychiatry in Clinical Practice, 21(4), 314-317. 

https://doi.org/10.1080/13651501.2017.1324036 



100 
 

Rakesh, K., Arvind, S., Dutt, B. P., Mamta, B., Bhavneesh, S., Kavita, M., Navneet, K., Shrutika, 

G., Priyanka, B., Arun, K., Harkamal, K., & Jagdeep, K. (2021). The role of religiosity 

and guilt in symptomatology and outcome of obsessive compulsive disorder. 

Psychopharmacology Bulletin, 51(3), 38-49. 

Rassin, E., Diepstraten, P., Merckelbach, H., & Muris, P. (2001). Thought-action fusion and 

thought suppression in obsessive-compulsive disorder. Behaviour Research and Therapy, 

39(7), 757-764. doi:10.1016/S0005-7967(00)00051-6 

Rhéaume, J., Ladouceur, R., Freeston, M. H., & Letarte, H. (1995). Inflated responsibility in 

obsessive compulsive disorder: Validation of an operational definition. Behaviour 

Research and Therapy, 33(2), 159-169. https://doi.org/10.1016/0005-7967(94)E0021-A 

Roberts, Y. H., English, D., Thompson, R., & White, C. R. (2018). The impact of childhood 

stressful life events on health and behavior in at-risk youth. Children and Youth Services 

Review, 85, 117-126. https://doi.org/10.1016/j.childyouth.2017.11.029 

Rees, C. S., Draper, M., & Davis, M. C. (2010). The relationship between magical thinking, 

thought-action fusion and obsessive-compulsive symptoms. International Journal of 

Cognitive Therapy, 3(3), 304-311. https://doi.org/10.1521/ijct.2010.3.3.304 

Roepke, S., Schröder-Abé, M., Schütz, A., Jacob, G., Dams, A., Vater, A., Rüter, A., Merkl, A., 

Heuser, I., & Lammers, C. (2011). Dialectic behavioural therapy has an impact on self-

concept clarity and facets of self-esteem in women with borderline personality disorder. 

Clinical Psychology and Psychotherapy, 18(2), 148-158. https://doi.org/10.1002/cpp.684 

https://doi.org/10.1521/ijct.2010.3.3.304


101 
 

Roh, D., Kim, W., & Kim, C. (2011). Alexithymia in obsessive-compulsive disorder: Clinical 

correlates and symptom dimensions. The Journal of Nervous and Mental Disease, 199(9), 

690-695. https://doi.org/10.1097/NMD.0b013e318229d209 

Rosa, A. C., Diniz, J. B., Fossaluza, V., Torres, A. R., Fontenelle, L. F., De Mathis, A. S., da 

Conceição Rosário, M., Miguel, E. C., & Shavitt, R. G. (2012). Clinical correlates of 

social adjustment in patients with obsessive-compulsive disorder. Journal of Psychiatric 

Research, 46(10), 1286-1292. https://doi.org/10.1016/j.jpsychires.2012.05.019 

Rosengren, K. S., & French, J. A. (2013). Magical thinking. In M. Taylor (Ed.), The Oxford 

handbook of the development of imagination (pp. 42–60). Oxford University Press. 

https://doi.org/10.1093/oxfordhb/9780195395761.013.0004 

Rosso, G., Albert, U., Asinari, G. F., Bogetto, F., & Maina, G. (2012). Stressful life events and 

obsessive–compulsive disorder: Clinical features and symptom dimensions. Psychiatry 

Research, 197(3), 259-264. https://doi.org/10.1016/j.psychres.2011.10.005 

Ruscio, A. M., Stein, D. J., Chiu, W. T., & Kessler, R. C. (2010). The epidemiology of 

obsessive-compulsive disorder in the national comorbidity survey replication. Molecular 

Psychiatry, 15(1), 53-63. doi:10.1038/mp.2008.94 

Salkovskis, P. M. (1985). Obsessional-compulsive problems: A cognitive-behavioural analysis. 

Behaviour Research and Therapy, 23(5), 571-583. https://doi.org/10.1016/0005-

7967(85)90105-6 

Saraiya, T., & Lopez-Castro, T. (2016). Ashamed and afraid: A scoping review of the role of 

shame in post-traumatic stress disorder (PTSD). Journal of Clinical Medicine, 5(11), 94. 

doi:10.3390/jcm5110094 



102 
 

Sayed, S., Iacoviello, B. M., & Charney, D. S. (2015). Risk factors for the development of 

psychopathology following trauma. Current Psychiatry Reports, 17(8), 612-612. 

https://doi.org/10.1007/s11920-015-0612-y 

Schwarzer, R., & Luszczynska, A. (2013). Stressful life events. In A. M. Nezu, C. M. Nezu, P. 

A. Geller, & I. B. Weiner (Eds.), Handbook of psychology: Health psychology (pp. 29–

56). John Wiley & Sons, Inc. 

Schwartzman, C. M., Boisseau, C. L., Sibrava, N. J., Mancebo, M. C., Eisen, J. L., & 

Rasmussen, S. A. (2017). Symptom subtype and quality of life in obsessive-compulsive 

disorder. Psychiatry Research, 249, 307-310. 

https://doi.org/10.1016/j.psychres.2017.01.025 

Selye, H. (1950). Stress and the general adaptation syndrome. British Medical Journal, 1(4667), 

1383-1392. https://doi.org/10.1136/bmj.1.4667.1383 

Selye, H. (1965). The stress syndrome. The American Journal of Nursing, 65, 97-99. 

doi:10.2307/3453119 

Sewell, K. W. (1996). Constructional risk factors for a post-traumatic stress response after a 

mass murder. Journal of Constructivist Psychology, 9(2), 97-107. 

doi:10.1080/10720539608404657 

Shafran, R., Thordarson, D. S., & Rachman, S. (1996). Thought-action fusion in obsessive 

compulsive disorder. Journal of Anxiety Disorders, 10(5), 379-391. 

https://doi.org/10.1016/0887-6185(96)00018-7 



103 
 

Shalev, A., Liberzon, I., & Marmar, C. (2017). Post-traumatic stress disorder. The New England 

Journal of Medicine, 376(25), 2459-2469. doi:10.1056/nejmra1612499 

Shavitt, R. G., Valério, C., Fossaluza, V., da Silva, E. M., Cordeiro, Q., Diniz, J. B., Belotto-

Silva, C., Cordioli, A. V., Mari, J., & Miguel, E. C. (2010). The impact of trauma and 

post-traumatic stress disorder on the treatment response of patients with obsessive-

compulsive disorder. European Archives of Psychiatry and Clinical Neuroscience, 

260(2), 91-99. https://doi.org/10.1007/s00406-009-0015-3 

Skoog, G., & Skoog, I. (1999). A 40-year follow-up of patients with obsessive-compulsive 

disorder. Archives of General Psychiatry, 56(2), 121-127. doi:10.1001/archpsyc.56.2.121 

Sravanti, L., Kommu, J. V. S., Girimaji, S. C., & Seshadri, S. (2022). Lived experiences of 

children and adolescents with obsessive–compulsive disorder: Interpretative 

phenomenological analysis. Child and Adolescent Psychiatry and Mental Health, 16(1), 

1-13. https://doi.org/10.1186/s13034-022-00478-7 

Stavrova, O., & Meckel, A. (2017). The role of magical thinking in forecasting the future. The 

British Journal of Psychology, 108(1), 148-168. https://doi.org/10.1111/bjop.12187 

Steele, C. M. (1988). The psychology of self-affirmation: Sustaining the integrity of the self. 

Advances in Experimental Social Psychology, 21, 261-302.  

https://doi.org/10.1016/S0065-2601(08)60229-4 

Stein, D. J., Costa, D. L. C., Lochner, C., Miguel, E. C., Reddy, Y. C. J., Shavitt, R. G., van den 

Heuvel, O. A., & Simpson, H. B. (2019). Obsessive-compulsive disorder. Nature 

Reviews. Disease Primers, 5(1), 52-52. https://doi.org/10.1038/s41572-019-0102-3 



104 
 

Stein, D. J., Fineberg, N. A., Bienvenu, O. J., Denys, D., Lochner, C., Nestadt, G., Leckman, J. 

F., Rauch, S. L., & Phillips, K. A. (2010). Should OCD be classified as an anxiety 

disorder in DSM-V? Depression and Anxiety, 27(6), 495-506. 

https://doi.org/10.1002/da.20699 

Stewart, M., Schnabel, A., Hallford, D. J., McGillivray, J. A., Forbes, D., Foster, M., Shandley, 

K., Gardam, M., & Austin, D. W. (2020). Challenging child behaviours positively predict 

symptoms of posttraumatic stress disorder in parents of children with autism spectrum 

disorder and rare diseases. Research in Autism Spectrum Disorders, 69, 101467. 

https://doi.org/10.1016/j.rasd.2019.101467 

Stewart, S. E., & Shapiro, L. (2011). Pathological guilt: A persistent yet overlooked treatment 

factor in obsessive-compulsive disorder. Annals of Clinical Psychiatry, 23(1), 63-70. 

Suliman, S., Mkabile, S. G., Fincham, D. S., Ahmed, R., Stein, D. J., & Seedat, S. (2009). 

Cumulative effect of multiple trauma on symptoms of posttraumatic stress disorder, 

anxiety, and depression in adolescents. Comprehensive Psychiatry, 50(2), 121-127. 

https://doi.org/10.1016/j.comppsych.2008.06.006 

Tangney, J. P., Dearing, R. L., Wagner, P. E., & Gramzow, R. (1989). Test of Self-Conscious 

Affect–3 (TOSCA-3). [Database record]. APA PsycTests. https://doi.org/10.1037/t06464-

000 

Tangney, J. P., Wagner, P., & Gramzow, R. (1992). Proneness to shame, proneness to guilt, and 

psychopathology. Journal of Abnormal Psychology, 101(3), 469. 

https://doi.org/10.1037/0021-843X.101.3.469 



105 
 

Taylor, S. (2011). Early versus late onset obsessive–compulsive disorder: Evidence for distinct 

subtypes. Clinical Psychology Review, 31(7), 1083-1100. doi:10.1016/j.cpr.2011.06.007 

Taylor, S. (2016). Disorder-specific genetic factors in obsessive-compulsive disorder: A 

comprehensive meta-analysis. American Journal of Medical Genetics Part B, 171B, 325-

332. https://doi.org/10.1002/ajmg.b.32407 

Teksin, M., Aslan, S., & Teksin, G. (2023). Overvalued ideas, metacognitions, magical ideation, 

and quality of life in obsessive–compulsive disorder. Journal of Cognitive-Behavioral 

Psychotherapy and Research, 12(2), 167-167. https://doi.org/10.5455/JCBPR.132427 

Teroni, F., & Deonna, J. A. (2008). Differentiating shame from guilt. Consciousness and 

Cognition, 17(3), 725-740. https://doi.org/10.1016/j.concog.2008.02.002 

Thoits, P. A. (2010). Stress and health: Major findings and policy implications. Journal of 

Health and Social Behavior, 51, S41-S53. https://doi.org/10.1177/0022146510383499 

Thompson-Hollands, J., Farchione, T. J., & Barlow, D. H. (2013). Thought-action fusion across 

anxiety disorder diagnoses: Specificity and treatment effects. The Journal of Nervous and 

Mental Disease, 201(5), 407-413. doi:10.1097/NMD.0b013e31828e102c 

Tobacyk, J. J., & Wilkinson, L. V. (1990). Magical thinking and paranormal beliefs. Journal of 

Social Behavior and Personality, 5(4), 255-264. 

Tolin, D. F., Abramowitz, J. S., Kozak, M. J., & Foa, E. B. (2001). Fixity of belief, perceptual 

aberration, and magical ideation in obsessive–compulsive disorder. Journal of Anxiety 

Disorders, 15(6), 501-510. https://doi.org/10.1016/S0887-6185(01)00078-0 



106 
 

Torres, A. R., Fontenelle, L. F., Shavitt, R. G., Ferrão, Y. A., do Rosário, M. C., Storch, E. A., & 

Miguel, E. C. (2016). Comorbidity variation in patients with obsessive–compulsive 

disorder according to symptom dimensions: Results from a large multicentre clinical 

sample. Journal of Affective Disorders, 190, 508-516. 

https://doi.org/10.1016/j.jad.2015.10.051 

Torres, A. R., Ramos-Cerqueira, A. T., Ferrão, Y. A., Fontenelle, L. F., & Miguel, E. C. (2011). 

Suicidality in obsessive-compulsive disorder: prevalence and relation to symptom 

dimensions and comorbid conditions. The Journal of Clinical Psychiatry, 72(1), 17-26. 

doi:10.4088/JCP.09m05651blu 

Torresan, R. C., Ramos-Cerqueira, A. T. A., Shavitt, R. G., do Rosário, M. C., de Mathis, M. A., 

Miguel, E. C., & Torres, A. R. (2013). Symptom dimensions, clinical course and 

comorbidity in men and women with obsessive-compulsive disorder. Psychiatry 

Research, 209(2), 186-195. doi:10.1016/j.psychres.2012.12.006 

Tracy, J. L., Robins, R. W., & Tangney, J. P. (2007). The self-conscious emotions: Theory and 

research. Guilford Press. 

Tripp, J. C., & McDevitt-Murphy, M. E. (2017). Trauma-related guilt mediates the relationship 

between posttraumatic stress disorder and suicidal ideation in OEF/OIF/OND veterans. 

Suicide & Life-Threatening Behavior, 47(1), 78-85. doi:10.1111/sltb.12266 

Turcu, S. L., Nicolae, M., Alexe, P., Cornila, M., & Preda, M. (2017, June 29 – July 5). Research 

on General Adaptation Syndrome in animals bodies to different forms of stress. [Paper 

presentation]. 17th International Multidisciplinary Scientific GeoConference, Albena, 

Bulgaria. https://doi.org/10.5593/sgem2017/6110.5593/sgem2017/61 



107 
 

VanElzakker, M. B., Kathryn Dahlgren, M., Caroline Davis, F., Dubois, S., & Shin, L. M. 

(2014). From Pavlov to PTSD: The extinction of conditioned fear in rodents, humans, 

and anxiety disorders. Neurobiology of Learning and Memory, 113, 3-18. 

https://doi.org/10.1016/j.nlm.2013.11.014 

Valentiner, D. P., & Smith, S. A. (2008). Believing that intrusive thoughts can be immoral 

moderates the relationship between obsessions and compulsions for shame-prone 

individuals. Cognitive Therapy and Research, 32(5), 714-720. 

https://doi.org/10.1007/s10608-007-9179-1 

van Grootheest, D. S., Cath, D. C., Beekman, A. T., & Boomsma, D. I. (2005). Twin studies on 

Obsessive–Compulsive disorder: A review. Twin Research and Human Genetics, 8(5), 

450-458. https://doi.org/10.1375/twin.8.5.450 

Van Kirk, N., Fletcher, T. L., Wanner, J. L., Hundt, N., & Teng, E. J. (2018). Implications of 

comorbid OCD on PTSD treatment: A case study. Bulletin of the Menninger Clinic, 82, 

344-359.  https://doi.org/10.1521/bumc.2018.82.4.344 

Velotti, P., Garofalo, C., Bottazzi, F., & Caretti, V. (2017). Faces of shame: Implications for self-

esteem, emotion regulation, aggression, and well-being. The Journal of Psychology, 

151(2), 171-184. https://doi.org/10.1080/00223980.2016.1248809 

Visser, H. A., van Oppen, P., van Megen, H. J., Eikelenboom, M., & van Balkom, A. J. (2014). 

Obsessive-compulsive disorder; chronic versus non-chronic symptoms. Journal of 

Affective Disorders, 152(1), 169-174. doi:10.1016/j.jad.2013.09.004 

Wang, J., & Zhao, X. (2012). Comparison of family functioning and social support between 

families with a member who has obsessive-compulsive disorder and control families in 



108 
 

Shanghai. Shanghai Archives of Psychiatry, 24(1), 20. doi:10.3969/j.issn.1002-

0829.2012.01.003 

Weathers, F.W., Blake, D.D., Schnurr, P.P., Kaloupek, D.G., Marx, B.P., & Keane, T.M. (2013). 

The Life Events Checklist for DSM-5 (LEC-5). Instrument available from the National 

Center for PTSD at www.ptsd.va.gov 

Weathers, F.W., Litz, B.T., Keane, T.M., Palmieri, P.A., Marx, B.P., & Schnurr, P.P. (2013). 

The PTSD Checklist for DSM-5 (PCL-5). Scale available from the National Center for 

PTSD at www.ptsd.va.gov. 

Weingarden, H., & Renshaw, K. D. (2015). Shame in the obsessive-compulsive related 

disorders: A conceptual review. Journal of Affective Disorders, 171, 74-84. 

doi:10.1016/j.jad.2014.09.010 

Wetterneck, C. T., Singh, S., & Hart, J. (2014). Shame proneness in symptom dimensions of 

obsessive-compulsive disorder. Bulletin of the Menninger Clinic, 78(2), 177-190. 

https://doi.org/10.1521/bumc.2014.78.2.177 

Wheaton, M. G., Abramowitz, J. S., Berman, N. C., Riemann, B. C., & Hale, L. R. (2010). The 

relationship between obsessive beliefs and symptom dimensions in obsessive-compulsive 

disorder. Behaviour Research and Therapy, 48(10), 949-954. 

https://doi.org/10.1016/j.brat.2010.05.027 

Wiggins, B. J., & Chrisopherson, C. D. (2019). The replication crisis in psychology: An 

overview for theoretical and philosophical psychology. Journal of Theoretical and 

Philosophical Psychology, 39(4), 202-217. https://doi.org/10.1037/teo0000137 



109 
 

Williams, M. T., Farris, S. G., Turkheimer, E., Pinto, A., Ozanick, K., Franklin, M. E., 

Liebowitz, M., Simpson, H. B., & Foa, E. B. (2011). Myth of the pure obsessional type in 

obsessive-compulsive disorder. Depression and Anxiety, 28(6), 495-500. 

https://doi.org/10.1002/da.20820 

Williams, A. D., Lau, G., & Grisham, J. R. (2013). Thought–action fusion as a mediator of 

religiosity and obsessive-compulsive symptoms. Journal of Behavior Therapy and 

Experimental Psychiatry, 44(2), 207-212. https://doi.org/10.1016/j.jbtep.2012.09.004 

Williams, M. T., Rouleau, T. M., La Torre, J. T., & Sharif, N. (2020). Cultural competency in the 

treatment of obsessive-compulsive disorder: Practitioner guidelines. The Cognitive 

Behaviour Therapist, 13, e48. https://doi.org/10.1017/S1754470X20000501 

Williams, M. T., Whittal, M. L., & La Torre, J. (2022). Best practices for CBT treatment of 

taboo and unacceptable thoughts in OCD. Cognitive Behaviour Therapist, 15. 

https://doi.org/10.1017/S1754470X22000113 

Wilson, K. A., & Chambless, D. L. (1999). Inflated perceptions of responsibility and obsessive–

compulsive symptoms. Behaviour Research and Therapy, 37(4), 325-335. 

https://doi.org/10.1016/S0005-7967(98)00146-6 

Wright, E. C., & Riskind, J. H. (2021). A cognitive dissonance perspective on threats to self-

concept in obsessive-compulsive disorder. Journal of Obsessive-Compulsive and Related 

Disorders, 28, 100619. https://doi.org/10.1016/j.jocrd.2020.100619 

Wu, K. D., & Wyman, S. V. (2016). Examination of racial differences in assessment of OCD 

symptoms and obsessive beliefs. Journal of Obsessive-Compulsive and Related 

Disorders, 10, 10-18. https://doi.org/10.1016/j.jocrd.2016.04.008 



110 
 

Yorulmaz, O., Inozu, M., & Gültepe, B. (2011). The role of magical thinking in obsessive-

compulsive disorder symptoms and cognitions in an analogue sample. Journal of 

Behavior Therapy and Experimental Psychiatry, 42(2), 198-203. 

https://doi.org/10.1016/j.jbtep.2010.11.007 

Yorulmaz, O., Yılmaz, A. E., & Gençöz, T. (2004). Psychometric properties of the Thought–

Action fusion scale in a Turkish sample. Behaviour Research and Therapy, 42(10), 1203-

1214. https://doi.org/10.1016/j.brat.2003.08.00



 

 
 

APPENDIX A. IRB APPROVAL LETTER 

 



112 
 

 

 

 

 

 

 

 

 



 

 
 

APPENDIX B: SUPPLEMENTAL FILES AVAILABLE UPON REQUEST 

1. BLIMP Output 

2. SPSS Output 

3. SPSS Syntax  

To make requests, please contact the principal investigator at dottiemdator@yahoo.com. 



 

 
 

APPENDIX C: INFORMED CONSENT

 



115 
 

 



116 
 

 



117 
 



 

 
 

APPENDIX D: PUBLICLY AVAILABLE MEASURES 

 



119 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



120 
 

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



121 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



122 
 

 



123 
 

 


