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  This project investigated the metacognitive strategies used to appraise obsessive thoughts 

employed by individuals with different anxiety symptoms. Two hundred and eighty seven 

undergraduate students completed two repertory grids and three anxiety scales. The repertory 

grids respectively examined the appraisal process of intrusive thoughts both from the perspective 

of the rater and the rater’s imagined average person. Variables quantified from the rep grid 

related to the construal process of raters’ own intrusions, failed to demonstrate robust differences 

between OCD, non-OCD anxious, and non-anxious individuals. However, it appears that anxious 

individuals, not just those with OCD, use metacognitive strategies to suppress rigid constructions 

under perceived social evaluation. Future studies may wish to use related grid variables to 

explore the relation between obsessions and social anxiety. 
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CHAPTER 1 

INTRODUCTION 

Overview of OCD 

Obsessive-compulsive disorder (OCD) is an anxiety disorder that affects about two 

percent of Americans, roughly about five million people (Robins & Regier, 1991). OCD is one 

of the most difficult psychological disorders to treat; although some people show significant 

improvements, the disorder often persists throughout life (White & Cole, 1990). The disorder 

may begin in childhood, but initial onset usually occurs in adolescence or early adulthood. 

Nearly two-thirds of individuals with OCD develop symptoms by the age of 25, and almost all 

develop their symptoms by the age of 35 (Rasmussen & Eisen, 1990). People with OCD often 

hide their symptoms from others and will not seek therapy for many years in order to avoid 

embarrassment (Abramowitz, 1997). It is not uncommon for individuals with OCD to have co-

existing mood disorders, personality disorders, substance abuse, tics, or other anxiety disorders 

(Baer, Rauch, & Jenike, 2000; Jenike, Baer, & Minichiello, 1998; Leonard et al., 1992). 

Obsessions are recurrent, persistent, impulses or images that create considerable anxiety, 

and are considered by the individual as both intrusive and inappropriate (DSM-IV-TR, American 

Psychiatric Association, 2000). Compulsions are repetitive behaviors or mental acts that the 

individual feels driven to commit in order to neutralize, reduce, or prevent the distress associated 

with the obsessions. The compulsions themselves may not represent appropriate or logical ways 

of handling the obsession. Degree of insight into the rationality of these symptoms ranges from 

good to poor, although many people with OCD are aware that their obsessions are a product of 

their own minds.   
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Individuals with OCD report a variety of obsessions and compulsions. In their sample of 

individuals with OCD (N = 200), Rasmussen and Eisen (1989) reported that almost 50% had 

contamination obsessions and pathological doubt, almost 33% had aggressive and sexual 

obsessions and 60% had multiple obsessions. This corroborates Rachman’s (1997) view that 

most obsessions tend to revolve around three main themes: religion/morality, sexuality, and 

harm. More than half of Rasmussen and Eisen’s sample had checking, washing and cleaning 

compulsions, and approximately a third had counting and reassurance/confession compulsions. 

These investigators reported that hoarding compulsions and other obsessions (excluding somatic 

and symmetrical obsessions) were reported by less than 20% of these individuals. 

  Individuals with OCD often report substantial interference in their social and 

occupational spheres. One study reported that individuals with OCD were approximately four 

times more likely to be unemployed than people in the general population (Koran, Thienemann, 

& Davenport, 1996). Obsessions and compulsions take considerable energy and time away from 

individuals with OCD. For example, washing, checking and praying compulsions may leave a 

person housebound and isolated from others. Individuals plagued with symmetry obsessions and 

perpetual doubts may have difficulty performing basic tasks, taking a long time to make simple 

decisions. 

Individuals can suffer exclusively from obsessions, even though most individuals with 

the disorder have compulsions as well (Clark & Purdon, 1993). Obsessions are very difficult to 

treat and do not respond to traditional “talk therapy” (Stern, 1978). Although most individuals 

can identify specific compulsions following their obsessions, there exists a significant minority 

who are simply unaware of their mental rituals, or who cannot identify associated compulsions 

(Clark, 2000). The treatment of individuals who suffer exclusively from obsessions without 
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compulsions has been a recent focus of clinical and theoretical interest (Baer, 2001; Clark, 2000; 

Rachman, 1997, 1998).  

Summary 

OCD is an anxiety disorder that involves the occurrence of compulsions and/or 

obsessions, often accompanied by other types of psychopathology (e.g., mood disorders). 

Although OCD may begin in childhood, its onset is usually during adolescence or adulthood. 

Individuals often hide their symptoms for many years, resist their intrusive thoughts, and 

consider them to be highly inappropriate. Most use compulsions to lower the associated anxiety, 

but some individuals do not report mental or behavioral compulsions. Religion/morality, sex, and 

harm seem to be the themes of major obsessions; people with OCD usually have multiple 

obsessions and compulsions. These symptoms often make life extremely difficult, interfering 

with work and social functions.  

Etiological Theories and Treatment Applications 

Theories regarding the origin of OCD have primarily surfaced from three camps:  

neurobiological, behavioral, and more recently cognitive. Currently, the recommended treatment 

of OCD integrates all these theories, usually relying on medication management and cognitive-

behavior therapy as primary treatment interventions (Steketee, Pigott, & Schemmel, 1999). 

Effective cognitive techniques used to treat OCD have surfaced within the last decade. However, 

workable formulations of both cognitive and behavioral techniques have emerged as early as the 

1960s.  Similarly, biological therapies used to treat OCD can be traced back to responses to 

classic antidepressant drugs like clomipramine. These etiological theories will be reviewed 

briefly and their contributions to a comprehensive modern treatment will be assessed. 
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Neurobiological Theories 

OCD has some strong biological contributions, given the evidence of genetic 

contributions, neuroanatomical abnormalities, and patient response to medication (Jenike, 2001; 

Schwartz, 1996; Steketee, Pigott, & Schemmel, 1999). The prevailing theory during the early 

1980s was that the misregulation of serotonin was implicated in the etiology of OCD (Jenike, 

1990). The antidepressant clomipramine, which is a serotonin reuptake inhibitor, first showed 

promise as an anti-OCD medication. Then selective serotonin reuptake inhibitors (SSRIs) 

became the first line treatment for OCD over the last decade or so because they showed 

comparable efficacy to clomipramine and had less side effects (Cartwright & Hollander, 1998). 

The serotonin hypothesis claims that underactivated serotonin pathways are responsible for 

symptoms related to mood and anxiety disorders. Serotonin is very widespread throughout the 

brain, particularly in the caudate nucleus and orbital frontal cortex area. Medications targeting 

serotonin are widely prescribed for OCD today, such as fluoxetine, fluvoxamine, sertraline, and 

paroxetine, mostly at very high dosages (Jenike & Rauch, 1994). Long-term maintenance 

treatment of these drugs is often needed (Cartwright & Hollander, 1998). 

However, poor to mediocre response to SSRIs among some patients and the continued 

occurrence of obsessional thoughts among people who are successfully treated for compulsions 

call into question the broad utility of the serotonin theory (White & Cole, 1990). Some patients 

respond well to other medications, like atypical antipsychotics and certain benzodiazepenes (e.g., 

resperidone, clonazepam; Jenike & Rauch, 1994). Therefore, other neurotransmitters or receptor 

sites, such as dopamine or GABA, may be involved in this pathology. Studies have shown that 

OCD patients have deficits in their frontal lobe functioning and show increased metabolic 

activity in the prefrontal cortex (Head, Bolton, & Hymas, 1989; Kellner et al., 1990; Malloy, 
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1987). The orbitofrontal cortex, the anterior cingulate gyrus, and the basal ganglia also may have 

problems communicating with each other (Schwartz, 1996). These organs appear to become 

“hyperexcited,” firing at inappropriate times and possibly creating the feeling of dread 

experienced by persons with OCD. Individuals may feel that something is wrong and may try to 

perform a ritual or compulsion to alleviate this fear. These observations support the notion that 

OCD is not just a serotonin problem. 

Summary 

Biological factors seem to play a major role in OCD, but its etiology is truly unknown 

(Jenike, 2001). The serotonin hypothesis, popular in the 1980s, does not fully account for OCD 

problems. Some patients, especially those who suffer from obsessions without compulsions, fail 

to respond to medications designed to adjust serotonin levels. Researchers now have focused 

their efforts on other neurotransmitters, specific brain structures, and communication pathways 

between these organs. These findings give credence to the biological aspect of OCD and speak to 

the importance of incorporating this dimension into a comprehensive model of treatment. 

Behavioral Theories 

Avoidance Learning and Exposure Response Prevention 

Behavioral understandings of OCD have their historical roots in Mowrer’s (1960) two-

stage theory on avoidance-learning. Some of Mowrer’s ideas have been used to explain the 

acquisition and maintenance of OCD symptoms (Riggs & Foa, 1993; Sturgis, 1993). In 

Mowrer’s first stage, an unconditioned stimulus that creates anxiety pairs itself with a neutral 

event. This neutral event can be a thought, which then becomes a conditioned stimulus, able to 

produce anxiety on its own. During the second stage, the individual responds to the conditioned 
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stimulus (the obsession) by engaging in a compulsion designed to reduce the anxiety. Mowrer 

conceptualized the compulsion as an anxiolytic response. 

 In general, research has corroborated Mowrer's second stage of avoidance learning, but 

has found very little evidence for the first stage (Rachman & Wilson, 1980). Specifically, 

researchers have been unable to find strong evidence of the original unconditioned stimulus that 

purportedly elicited the anxiety. However, studies have demonstrated that compulsions do lead to 

a significant reduction in anxiety (Hodgson & Rachman, 1972; Roper & Rachman, 1976). As a 

result, compulsions are reinforced highly and are likely to follow the obsession. They apparently 

work so well that they never allow the obsessions to fully “habituate” or resolve themselves  

(Rachman & Hodgson, 1980). 

 These ideas led researchers to hypothesize that individuals could habituate to their 

anxiety by using a combination of two techniques: exposure and response prevention (ERP). For 

example, individuals with washing compulsions could be asked to deliberately touch something 

dirty and abstain from washing their hands. In time, these individuals would habituate to their 

“dirt” obsession and rely less on their washing compulsion. The literature demonstrates that the 

combination of these two techniques does significantly reduce anxiety and interrupts the OCD 

cycle (Emmelkamp, Hoekstra, & Visser, 1985; Emmelkamp, van den Heuvell, Ruphan, & 

Sanderman, 1989; Foa, Kozak, Steketee, & McCarthy, 1992). Controlled outcome studies over 

the past 15 years have shown that 60-70% of OCD clients are significantly improved after ERP 

(Jenike, 2001). 

Limitations of Exposure-Response Prevention 

Although ERP is an effective treatment for OCD, it is not without its problems (Foa, 

1979). As many as 30% of OCD patients may fail to comply with the therapist’s instructions 
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regarding ERP or drop out early (Foa, Steketee, & Ozarow, 1985; Stanley & Turner, 1995). ERP 

treatment has vigorous demands, is highly structured, and encourages patients to tolerate many 

anxiety-provoking events. Severe depression also can prevent an individual from habituating to 

the feared stimulus (Foa, 1979; Jenike, 2001). Poor insight into the rationality of the obsession 

also poses problems with behavior therapy (Eisen et al., 2001; Foa, 1979). Individuals who 

qualify for schizotypal personality disorder, for example, may truly believe that their 

compulsions are needed to prevent catastrophes and will avoid behavioral interventions (Jenike 

et al., 1986).  

Most studies have shown that close to 50% of people diagnosed with OCD qualify for 

one or more personality disorders, such as dependent, avoidant, and histrionic personality 

disorder (Baer et al., 1990; Mataix-Cols, Baer, Rauch, & Jenike, 2000; Steketee, 1990). It is 

possible that personality disorders may contribute to non-compliance with treatment. However, it 

is unclear whether interpersonal problems associated with OCD mimic the personality disorder, 

as some OCD patients after treatment may no longer meet criteria for their pre-existing 

personality disorder (Ricciardi et al., 1992). 

Pure obsessives or ruminators, who experience obsessive thoughts without compulsions, 

often fail to benefit from behavior therapy (Clark & Purdon, 1993; Salkovskis & Westbrook, 

1989). These ruminators should be easier to treat according to behavior theory, and yet they 

often prove to be more treatment resistant. Prolonged exposure to obsessions has led to modest 

improvement rates around 50% in these individuals (Emmelkamp & Kwee, 1977; Stern, 1978). 

Other behavioral techniques, such as thought stopping (i.e., yelling “stop” when the intrusive 

thought occurs) have produced mediocre results with pure obsessives as well (Salkovskis & 

Westbrook, 1989). 
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Summary 

Clearly, ERP seems to be an effective therapy for OCD. ERP involves exposing 

individuals to feared stimuli and blocking them from using previously adaptive compulsions. 

Research also has corroborated the efficacy of ERP through many studies. However, drop out 

rates attributed to the intense nature of the treatment, and other client characteristics (e.g., 

comorbid personality disorder) may impede recovery. ERP also has shown less success in the 

treatment of clients who suffer exclusively from obsessions. Avoidance conditioning and 

habituation training models, therefore, may not fully account for all obsessional problems and 

may be difficult to implement in various cases. These limitations speak to the importance of 

using comprehensive approaches to the treatment of OCD. 

Early Cognitive Theories 

Some clinicians have offered cognitive or meaning-based accounts to explain OCD. 

Unlike their behavioral and biological counterparts, these theorists did not believe that all 

processes, like mental illness, could be understood by reducing them to their component parts. 

Instead, cognitive theorists focused on the study of human experiences while trying to suspend, 

as much as possible, considerations of objective reality, specific tangible mechanisms, or 

reduced explanations. The ideas of two prominent theorists, Viktor Frankl and George Kelly, 

will be explored in this section, along with their contributions to a cognitive model of OCD. 

Logotherapy: Existential Meaning-Centered Approach 

Long before the advent of ERP, Viktor Frankl studied the character structure of OCD 

individuals (Frankl, 1973). Frankl was the founder of logotherapy, an existential school of 

analysis that postdated Freudian and Adlerian psychology. Frankl believed that the root of all 

human motivation was the will to meaning, that all human behavior was purposeful. Frankl noted 
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that people with OCD were primarily psychotophobic, that is, they were preoccupied by the fear 

of being or becoming crazy. Additionally, OCD individuals were prone to fight their obsessions, 

engage in self-absorbed analysis, display little tolerance for ambiguity, and strive for perfection. 

Frankl’s treatment of choice was predominantly psychoeducational in nature, and he used humor, 

paradoxical techniques, and existential counseling when appropriate (Frankl, 1973; Hutchinson, 

2002). Frankl emphasized the uniqueness of the individual, and often explored possible 

meanings for his patients’ suffering, encouraging them to select those that resonated best with 

their values.  

Frankl (1973) reported several case studies in which individuals experienced considerable 

relief from their symptoms. These individuals learned to accept their characterological disorder 

and re-oriented their lives in order to attain meaningful goals. Frankl (1973) explained, "As soon 

as life's fullness of meaning is rediscovered, the neurotic anxiety ... no longer has anything to 

fasten on." (p. 182). Frankl also encouraged his patients to take a relaxed attitude toward their 

symptoms, often by having his patients deliberately provoke their own symptoms. Paradoxical 

intention, therefore, encouraged clients to expose themselves to their obsessions. Although other 

investigators have reported mixed results regarding the use of paradoxical intention treating 

obsessions (Goodwin, Guze, & Robins, 1969; Noonan, 1971), Frankl’s insights into the 

phenomenology of OCD are clinically useful for today (Hutchinson, 2002). 

George Kelly: Personal Construct Psychology 

George Kelly, the founder of personal construct psychology, also offered some insight 

into obsessive styles of thinking and behavior. According to his theory, people use personal 

constructs to understand, arrange, and anticipate their experiences (Kelly, 1955). Human beings, 

like scientists, have specific predictions about the world and are constantly anticipating events, 
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depending on the results of their personal experiments. As human beings construe their reality, 

they find their constructions validated or invalidated and continue to modify them accordingly. 

For Kelly, constructs are not just simply verbal labels, concepts, or opinions, but rather tools 

used by the individual to create reality through a continuous process of confirmation and 

disconfirmation (Scheer, 1996). Like Frankl, Kelly encouraged his patients to embrace 

alternative constructions of the world to help them find more adaptive ways of living. 

Kelly believed that obsessionals construe their world very tightly (Winter, 1992). In tight 

construction, one construct is consistently used to predict another construct. In its exaggerated 

form, this pattern of prediction is similar to what modern cognitive therapists refer to as jumping 

to conclusions (Boeree, 1997; Robins & Hayes, 1993). In tight construing, once individuals have 

a “label” for something, they automatically tend to make other assumptions about this 

phenomenon as well. This rigidity can become pathological and is used to avoid the anxiety 

associated with the disconfirmation of a construct. Because people with OCD do not use loose 

construing which fosters the creation of new ideas, these individuals may become stuck in 

repetitive patterns. The compulsions may serve as ways to avoid feared events and to prevent the 

testing of new predictions (Makhlouf-Norris & Norris, 1972). 

Some research studies and anecdotal observations from the personal construct literature 

corroborate the notion that obsessionals tend to be less flexible in their use of personal constructs 

and are very polarized in their thinking (Makhlouf-Norris & Norris, 1972; Norris, Jones, & 

Norris, 1970; Rigdon & Epting, 1983). Makhlouf-Norris and Norris proposed that obsessionals 

do not link integrated constructs to specific clusters of concepts, but another study found that this 

tendency is not specific to OCD (Weeks, 1985). Caine and Smail (1969) also found that the 

"hysteroid/obsessional" aspect of their patients' personalities were relatively unchanged after five 
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years of psychotherapy. Given both these studies and Kelly’s theories, it is plausible that 

“obsessionals” have extremely rigid ways of construing their world that makes it difficult for 

them to create alternative constructions.  

Summary 

As reactions in part to reductionist and mechanistic approaches to psychopathology, 

thinkers like Frankl and Kelly highlighted the idiosyncratic nature of obssesive experiences. 

Although Frankl did note some cognitive traits associated with OCD (e.g., psychotophobia), he 

proposed that patients would find significant relief from their obsessions by discovering and 

fulfilling personal meaningful goals. Likewise, Kelly noted that obsessionals were inflexible in 

their use of personal constructs and in their ability to generate new behaviors. Both thinkers 

placed a great deal of emphasis on the individual, and their ideas are early precursors to modern 

cognitive therapy. 

Modern Cognitive Therapy 

Because of the shortcomings of ERP, the limitations of biological therapies, and the 

emerging evidence that cognitions play a significant role in OCD, psychotherapists have been 

interested in using variations of cognitive therapy to treat OCD. Aaron Beck's (1976) form of 

cognitive therapy has served as an important framework for treating many types of 

psychopathology, including OCD. Although earlier research suggested that cognitive therapy 

was not particularly helpful for OCD (and at best might serve as an adjunct to ERP), researchers 

now believe the cognitive therapy may address and treat specific distortions that maintain 

obsessions (Rachman, 1997, 1998). A brief summary of Beck’s contribution to the field of 

psychotherapy will be presented, followed by an assessment of cognitive therapy for anxiety 

disorders in general and then more specifically for OCD. 
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Beck’s Cognitive Therapy 

Beck (1976) initially developed a systematic approach for treating people who suffered 

from depression by helping them change their perceptions. Beck hypothesized that depressed 

individuals suffered from a negative cognitive bias that pervaded their expectations of the 

environment, their view of themselves, and anticipations of the future. Beck explained that there 

are three levels of thoughts that contribute to negative affect: automatic thoughts, underlying 

assumptions termed schemata, and cognitive distortions (Beck, 1976; Robins & Hayes, 1993). 

Beck believed that by identifying these thoughts, evaluating them, and helping his patients 

replace them with more realistic thoughts, individuals could change their painful emotions, 

thoughts, and behaviors. Beck labeled his system of psychotherapy “cognitive therapy.” 

Automatic thoughts are subtle, rapid cognitions that reflect people’s appraisals of 

situations (Robins & Hayes, 1993). Appraisals can take the form of expectations, interpretations, 

or evaluations. Underlying schemata (assumptions) influence the process and content of the 

appraisals (Beck & Emery, 1985). Schemata developed as a result of early life experiences and 

can help individuals efficiently process incoming information. These assumptions not only direct 

individuals’ perceptions of themselves, others, and their environment, but also their responses to 

this triad. New experiences are assimilated easily into the existing schema and are negatively 

biased (in the form of cognitive distortions) in favor of these underlying assumptions (Robins & 

Hayes, 1993).  

Schemata can be activated under times of stress or in the presence of a negative mood. 

People with emotional disorders are believed to have schemata with central themes such as 

failure, vulnerability to harm, negativity, and emotional inhibition, to name a few (McGinn & 

Young, 1996). Cognitive distortions, such as overgeneralizing, mind reading, catastrophizing, 
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and jumping to conclusions, are the bridge between schemata and automatic thoughts (Beck, 

1976). 

Empirical Evidence and Philosophical Considerations 

There is empirical evidence that suggests that cognitive therapy is not only effective for 

depression, but for a number of other disorders. Dobson (1989) conducted a meta-analysis and 

reported that cognitive therapy has been effective for depression in over 30 trials and is more 

effective than behavior therapy alone. Many times cognitive therapy is combined with behavior 

therapy and termed cognitive-behavior therapy (CBT). Some studies have shown that CBT is just 

as effective as pharmacotherapy for depression (e.g., Hollon et al., 1991; Hollon et al; 1992). The 

Task Force on Psychological Interventions, associated with the American Psychological 

Association, has deemed CBT as a well established treatment for generalized anxiety disorder, 

panic disorder, bulimia, certain pain disorders, and smoking cessation (Chambless et al., 1998). 

It also recognized CBT as probably an efficacious treatment for social phobia, some types of 

substance abuse dependence, binge-eating disorder, irritable bowel syndrome, some childhood 

disorders (including anxiety disorders), and even OCD. CBT also has been reported to be 

effective in over 300 controlled clinical trials spanning different disorders (Gollan, 2002). 

However, cognitive therapy has been criticized on a number of philosophical grounds. 

Cognitive therapists may overemphasize the brain-as-computer model, and may place 

themselves in a judgmental power position where they reconstruct their clients' experiences in a 

manner that is consistent to what the therapist believes to be external reality (Lyddon, 1995). 

Cognitive therapists may come across as arrogant and confrontational, fail to make a serious 

attempt to understand their clients’ experiences, and try to convince their clients that their 

perceptions of the world are inaccurate, irrational, and distorted (Leitner & Celentana, 1997; 
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Ruiz, 1992). Cognitive therapists may help increase their clients’ sense of self-efficacy by 

providing self-talk tools, but debate continues regarding the ability of cognitive therapy to 

resolve disordered emotions (Ruiz, 1992).  

These criticisms highlight the need to use a balanced approach to examine the 

“cognitive” world of the OCD individual. Although cognitive distortions may play a prominent 

role in OCD, more idiographic measures, true to the spirit of Kelly and Frankl, may help 

researchers understand how these individuals construe their world collectively and uniquely. The 

investigation of appraisals and distortions of OCD individuals, therefore, may benefit from 

measures like George Kelly’s Repertory Grid Test. This test, and its application for the study of 

OCD constructions, will be addressed later in greater detail. 

Cognitive Therapy and Anxiety Disorders 

In general, according to cognitive therapy theorists, individuals with anxiety disorders 

often have problems associated with perceived threat appraisal (e.g., Clark, 1999). People with 

anxiety disorders have general catastrophic concerns that can lead to distress, tension, increased 

hyperarousal, and somatic presentations. Individuals with anxiety disorders tend to engage in 

what Ellis (1994) has termed secondary disturbances. These secondary disturbances develop 

when anxious individuals further upset themselves about their symptoms and make negative 

appraisals about themselves related to their character, sanity, being, etc. They may believe that 

they are abnormal or crazy (psychotophobia) and that others will disapprove of them for these 

reasons. Therefore, individuals with anxiety disorders have (1) primary catastrophic concerns 

that generate second disturbances including (2) the fear of being or becoming abnormal, 

different, or crazy, and/or (3) that others will disapprove of them. These latter two points will be 

demonstrated in the following review of specific anxiety disorders.  
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General catastrophic concerns pervade anxiety disorders, but their presentation often is 

unique to the type of anxiety disorder. Panic disordered patients catastrophize their symptoms 

(e.g., palpitations, problems breathing, other bodily sensations), which they believe have harmful 

consequences to themselves, such as social disapproval, exaggerated physical problems, or 

mental incapacitation (Stewart, Taylor & Baker, 1997; Taylor & Cox, 1998). This corroborates 

Frankl’s (1972) observation that anxious individuals (especially the obsessionally-prone) can 

experience a form of psychotophobia. Chronic worriers (i.e., individuals with generalized 

anxiety disorder) tend to have problems with uncertainty and engage in probability errors about 

the likelihood of negative events occurring to themselves (Beck & Emery, 1985; Dugas, Gagnon, 

Ladouceur, & Freeston, 1998).  

These concerns also are apparent in other specific anxiety disorders. Socially anxious 

individuals may use perceived bodily sensations to make erroneous inferences in how they come 

across to others (Clark, 1999). Individuals with posttraumatic stress disorder may make 

dysfunctional appraisals about the nature of their intrusive memories and their symptoms, often 

believing they are losing control (Steil & Ehlers, 2000). Individuals with OCD also may have 

catastrophic concerns about their intrusions, and these inaccurate appraisals may be used to 

maintain their disorder (Rachman, 1997). The following section will address specific cognitive 

distortions related to OCD and how these distortions create a cyclical pattern. 

Cognitive Therapy Models for OCD 

Cognitive therapy models for OCD are just in their infancy. James and Blackburn (1995) 

concluded from their review of the literature that it is difficult to judge the efficacy of cognitive 

therapy alone for OCD given the few case studies and treatment studies. However, given that 

many therapists now combine ERP and cognitive therapy for OCD, it is generally accepted the 
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cognitive therapy is helpful. In his review of the literature, Clark (2000) stated that inflated 

responsibility, thought control, thought-action fusion, and overestimation of threat were the main 

cognitive distortions identified by OCD individuals. However, other OCD beliefs have been 

identified, but may be prevalent in other forms of anxiety disorders, such as intolerance of 

anxiety and discomfort, concern over mistakes, overgeneralization, and perfectionism (Obsessive 

Compulsive Cognitions Working Group, 1997). This section will explore the OCD-specific 

distortions identified primarily by Clark (2000), Rachman (1997, 1998), and Salkovskis (1985).  

Inflated Responsibility 

Salkovskis (1985) theorized that individuals with OCD have cognitive distortions 

primarily related to inflated responsibility. He proposed that individuals with OCD interpret 

unwanted thoughts in ways that promote neutralizing strategies (i.e., compulsions) and lead to 

mood disturbances. According to Salkovskis, unwanted thoughts become problematic when 

individuals appraise them in dysfunctional ways. Inflated responsibility refers to the 

exaggeration of perceived harmful consequences of simply experiencing these thoughts; that is, 

individuals believe they are responsible for harm or the prevention of harm related to the 

thought. They view this appraisal as reasonable and highly probable (e.g., the very fact that I am 

experiencing the thought about stabbing the baby means I will harm the baby). The neutralizing 

strategies involve a number of efforts to suppress the intrusions and the associated discomfort, 

which often includes feelings of guilt (Rachman, 1997). Individuals may engage in covert, non-

observable mental rituals or overt compulsions (Salkovskis, 1985). Such covert rituals might 

include songs, the act of counting, prayers, or thought replacements. Overt compulsions include 

physical acts like hand washing, checking, or reassurance seeking. Both disturbed mood and 
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these neutralizing strategies can create a vicious cycle, often increasing the probability of future 

intrusions.  

The Salkovskis (1985) model of responsibility has been supported partially by research. 

Freeston et al. (1992) and Rheaume et al. (1993) reported associations between perceived 

responsibility, the number of obsessive thoughts, distress associated with the intrusions, 

neutralization strategies, maladaptive beliefs about harm, and thought suppression. Rheume et al. 

(1994) found that subjects’ perceived responsibility was moderately related to obsessive-

compulsive symptoms, while it was correlated weakly with general anxious and depressive 

symptoms. Salkvoskis et al. (2000) also developed a responsibility scale intended to measure 

assumptions and appraisals about responsibility and harm concerns in OCD. In one study, the 

Salkvoskis responsibility scale was found to be a significant predictor of obsessive-compulsive 

behavior even in a nonclinical population (Mancini, D’Olimpio, & D’Ercole, 2002). 

Thought Control 

Thought control strategies also have been implicated in OCD and other disorders 

(Rachman, 1997, 1998; Salkovskis, 1985; Steil & Ehlers, 2000). Clark (2000) stated that 

cognitive distortions related to thought control are important to examine in the cognitive 

treatment of OCD. Clark and others have drawn upon Wegner's ironic process of mental control 

theory to explain how thought suppression is linked to pathology (Wegner, Erber, & Zanakos, 

1993). According to Wegner et al., once individuals engage in some form of mental control, a 

watchdog system in the mind is unleashed. This watchdog searches for any signals of failed 

mental control, which usually occur within the individual under conditions of mental stress. As 

soon as this weakness is found, the watchdog system exacerbates this failure and increases the 
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accessibility of these negative thoughts to consciousness. Thus, a thought that is habitually 

avoided can become an obsession. 

Wegner has corroborated his findings through a series of experiments (e.g., Wegner & 

Pennebaker, 1993). The white bear experiment is the most notable. Wegner, Schneider, Carter, 

and White (1987) demonstrated that there is a clear rebound effect to thought suppression. The 

investigators reported that when participants first suppressed thinking about a bear and then 

deliberately thought about this animal, participants experienced significantly more thoughts 

about the bear than when they first brought to mind the thoughts and then suppressed them. They 

also discovered that although there were intervals of successful absorption in other thoughts, 

subjects were not able to sustain suppression for very long. Experiments like these suggest that 

thought suppression may have a link to obsessive thoughts. 

Overimportance of Thoughts 

Rachman (1997, 1998) and Salkovskis (1985) proposed that intrusive thoughts are 

universal experiences, and are reported both by individuals with and without OCD. Rachman 

maintained that individuals with OCD make maladaptive appraisals about these intrusions. 

Research has demonstrated that people with OCD appraise their intrusions as disgusting, 

dangerous, repugnant, and threatening (e.g., Freeston, Ladouceur, Gagnon, & Thibodeau, 1993). 

Rachman’s list of inaccurate appraisals include rating the thought as meaningful, revealing, 

important and special. Other interpretations include that these individuals are crazy, immoral, 

abnormal, uncontrollable, or evil for having these intrusions. Often individuals who experience 

these intrusions believe them to represent some deep and secret problem associated with their 

true character structure. Consequently, they may experience considerable guilt.  
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Rachman (1997, 1998) also noted that thought-action fusion (TAF) is a related cognition 

distortion used to maintain obssesions. Individuals who exhibit TAF thinking not only overvalue 

the significance of their thoughts, but they also overvalue the results of their thoughts. In their 

TAF scale, Shafran, Thordarson, and Rachman (1996) measure three domains for TAF: a 

morality bias, a probability for self-bias, and a probability for other-bias. Individuals whose use 

TAF thinking, therefore, may find intrusive thoughts to be morally equivalent to their actions 

(“fusion”), believe their thoughts can cause actions in their own life, and/or believe that their 

thoughts can cause actions in the life of others. These biases also can lead to excessive feelings 

of guilt. Research both with clinical populations and with non-clinical populations has supported 

the notion that individuals with obsessive-compulsive symptoms produced elevated scores when 

rating the likelihood of negative events happening as a direct result of their negative thinking 

(Amir et al., 2001; Rachman, Thordarson, Shafran, & Wood, 1995; Shafran et al., 1996). 

Limitations of the Cognitive Model 

The links between inflated responsibility, neutralization and thought suppression to OCD 

have been criticized. Clark and Purdon (1993) believe that Salkvokskis (1985) places too much 

emphasis on the role of inflated responsibility, without considering other cognitive distortions, 

specifically the need to overcontrol thoughts. Salkovskis also may embrace a definition of 

neutralization that is too broad, which would include virtually any thought control strategy used 

to decrease the anxiety associated with the obsession, including cognitive therapy itself. Taken to 

its logical extreme, the Salkovskis argument suggests that all individuals, with or without OCD, 

engage in covert and overt neutralizations. Regarding thought suppression, Wegner, Erber, and 

Zanakos (1993) have noted that it is a universal, adaptive strategy used for survival and social 
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interaction processes, and is reported by normals (Freeston et al., 1991). People with OCD may 

simply engage in excessive thought suppression. 

The implicit message from a cognitive therapy model for OCD is that obsessions are 

associated with distortions in an information-processing model. Alternatively, cognitive 

distortions, such as thought-action fusion and the attribution of personal significance to 

meaningless thoughts, may represent a broader process found in psychotic disorders like magical 

thinking, superstitious rituals, or paranoid ideations. Individuals with OCD may create 

idiosyncratic explanations to explain why the obsession exists and why it generates distress (B. 

Mansbridge, personal communication, March 10, 2002). Rather than OCD being a protective 

factor in the development of psychosis (a notion postulated by Frankl, 1973), it is known now 

that obsessions can exist with psychosis, and that some individuals have little insight into the 

rationality of their obsessions (DSM-IV TR, American Psychiatric Association, 2000). It is 

possible that obsessions may have very little connection to some schema-based meaning system, 

and may be akin to a less understood idiopathic psychotic process.  

To corroborate this latter point, Tallis (1994) reported that there are many patients that 

are unable to report the appraisals that need to be targeted for treatment. Tallis also described 

accounts of individuals who feel like they ritualize out of an instinctual level that has little to do 

with appraisals. Likewise, these individuals may simply feel disgust, for example, associated 

with dirt, and not feel that there is an evaluative component. Tallis described this subgroup of 

individuals as suffering from a “neurological” form of OCD.  

Alternatively, individuals with OCD could have maladaptive appraisals of their thoughts, 

but the content of the appraisals may not be as important as some cognitive therapy theorists 

propose. Sookman, Pinard, and Beauchemin (1994) used a developmentally-tailored version of 
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cognitive therapy to help their treatment-resistant clients. They had OCD clients reframe their 

obsessions as reminders of unresolved  interpersonal themes in their life, as part of an integrated 

treatment for OCD. Some patients reported at the end of their treatment a significant reduction in 

their obsessions. It is possible that when clients can generate alternative constructions of their 

obsession this increases their sense of control, and ultimately their sense of mastery over the 

obsession. However, these possibilities remain to be tested. 

Summary 

Cognitive therapy, popularized by Aaron Beck, has served as an important framework for 

the treatment for many disorders, including anxiety disorders. Although some have questioned 

the philosophical principles guiding cognitive therapy, and some individuals with OCD seem to 

react to their compulsions out of an instinctual response, the identification and correction of 

faulty appraisals may be helpful for some OCD patients. General threat appraisals, according to 

cognitive therapy, pervade anxiety disorders in general. Secondary disturbances, which can 

include fears of social disapproval or fears of mental instability, are apparent in anxiety 

disorders. For OCD, researchers have identified dysfunctional appraisals related to inflated 

responsibility, thought control, thought-action fusion, and personal significance. OCD 

individuals also may appraise their thoughts as disgusting and unacceptable as well. The 

contribution of cognitive therapy both to behavior therapy and to biological therapy may offer a 

stronger, more flexible, and comprehensive model of treatment for OCD. 

Semiidiographic Methods for Studying OCD 

The Obsessive Compulsive Cognitions Working Group (OCCWG, 1997) has called for 

more idiographic measures of cognitions in order to understand the nature of obsessive-

compulsive phenomena. The group believes that particular sensitivity to the differences between 
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OCD and other anxiety disorders also may lead to better refinements in treatment strategies. The 

OCCWG is comprised of the world’s most prominent researchers studying cognition in OCD. 

Many of these scientists have generated much of the existing literature on OCD.  

Much of the literature reviewed so far has been correlational in nature and dependent 

upon participants’ self report on existing measures. O’Neill (1999) argued that many researchers 

and clinicians have interpreted (i.e., supplied their own meaning to) the difficult experiences 

reported by individuals with OCD. She argued that the scientists have placed themselves in a 

relatively powerful position in which their version of clients’ experiences may outweigh the ones 

actually reported or experienced by their clients. However, both quantitative and clinical 

interview data have identified similar appraisals used by individuals with OCD. George Kelly 

(1955), who did emphasize the study of the individual, also noted that people may be similar in 

their ways of construing events (commonality corollary). If this is so, people faced with 

intrusions may use similar psychological processes that contribute to obsessions. 

Rep Grid Test 

The present study proposed that a rep grid format (modified from the Role Construct 

Repertory Grid Test developed by George Kelly) can provide semiidiographic information about 

appraisals by OCD individuals, by providing both constructs and elements relevant to OCD 

belief domains. In the past, there has been limited clinical application of the rep grid test, given 

its length of administration and analysis (Cromwell & Spaulding, 1979). However, relatively 

new computer software now makes both the administration and analysis much easier (Sewell et 

al., 1991).  

The rep grid is based on personal construct theory and generally has two phases: the 

knowledge elicitation phase and the rep grid rating phase. In the first phase, the clinician elicits 



23  

individual constructs from the client, in response to a category of elements. These elements are 

often a list of role titles, but they can represent any domain of phenomena in question, such as 

events, situations, or objects. The clinician presents the client with successive groups of three 

elements (called triads). For each triad, the clinician asks the client to choose a descriptor that 

distinguishes two of the most similar elements from a third one. The clinician then asks the client 

to provide the opposite of the descriptor. The result is a bipolar dimension of personal meaning 

(i.e., a personal construct). The clinician also may ask the client to assign valences to the 

construct poles,  by stating which pole is more positive (Fransella & Bannister, 1977; Sewell et 

al., 1991; Winter, 1992). 

 In the rep grid rating phase, the client evaluates each element on each of the constructs. 

A likert scale can be used to assign a rating to each element in terms of the bipolar dimension. 

For example, a rating of "1" might be assigned to the similarity pole and a rating of "6" to the 

opposite pole. Instead of rating the elements with a Likert scale, the participant can be asked to 

rank order the elements or classify the elements in terms of their similarity and dissimilarity to 

the construct poles. However, the Likert scale allows the client to make finer discriminations 

among elements and allows the application of familiar statistical techniques. In the end, each 

client generates a grid matrix of numerical ratings, in which each column represents an element 

and each row represents a bipolar construct dimension (Sewell et al., 1991; Winter, 1992). 

Repertory grids also can have constructs and elements that are provided by the 

administrator, rather than elicited from the client (Winter, 1992). These grids are helpful in 

making group comparisons and in tapping relevant domains of the subject’s construct system 

that are of interest to the researcher. In these cases, the knowledge elicitation phase is skipped 

and the client begins with the rep grid rating phase. This type of rep grid represents more of a 
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semiidiographic method, given that the client is not involved in the elicitation phase. Once the 

repertory grid has been collected, a variety of statistical analyses can be applied. Two common 

analyses include intensity and extremity scores. 

Intensity 

Intensity refers to the tightness of the organization of an individual’s construct system 

(Winter, 1992). It is a global measure of the relations among different constructs in a grid. A 

high intensity score indicates that constructs are interrelated and that there is a high degree of 

integration of concepts, whereas a low intensity score suggests that concepts are being used 

independently and that there is a considerable differentiation of concepts (Fransella & Bannister, 

1977). Global intensity indices, derived from the sum of the intensity score from a set of 

constructs, is indicative of the level of global looseness or tightness of this construct system 

(Bannister, 1960). To measure intensity, variance in common scores are first created by 

calculating correlations between each construct and every other construct, squaring them, and 

then multiplying by 100. An index is generated after these scores are averaged or summed across 

the pairs of constructs. This index serves as a measure of intensity. 

Extremity Scores 

Extremity scores are another popular structural measure for rep grids. Indices can be 

calculated regarding the degree to which a participant uses extreme values of the rating scale as 

opposed to more central values. High extremity scores, therefore, indicate that participants rate 

their constructs or elements closer to the poles than to the midpoint. Extremity scores may 

represent the significance or meaningfulness of the particular construct or element (Bonarius, 

1970). However, it also may be indicative of the rigidity or level of pathology of the rater (Feixas 

et al., 1992; Hamilton, 1968). An extremity score for any construct or elements is measured in 
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terms of absolute deviations. For instance, a rating of “1” on a 6-point scale (midpoint = 3.5) 

would have an extremity score of |1 – 3.5| = 2.5.    

Grid to Grid Comparisons 

In general, grid to grid comparisons have been used to compare raters to each other and 

examine how individual ratings change through the course of time. For example, grid to grid 

comparisons have been used in group psychotherapy, to compare group members’ grids to each 

other (Fransella & Joyston-Bechal, 1971; Watson, 1970). Grid to grid comparisons also have 

been used in individual therapy (in a repeated measures fashion) to study change when treating 

various problems and disorders, such as stuttering (Fransella, 1972), weight problems (Fransella 

& Crisp, 1970), depression (Sheehan, 1985), and even trichotillomania (Watson & Winter, 

2000). Grid to grid comparisons have been used to study pre- to post-treatment changes in the 

rehabilitation of alcohol and drug problems as well (Bailey & Sims, 1991; Bennett, Rigby, & 

Owers, 1990).  

Different analyses can be performed when comparing one grid to another. Computing a 

difference grid is one of the most basic analyses. Corresponding values in each pair of grids can 

be subtracted and simple sums, percentages and differences can be calculated from the results. 

Specific attention to constructs with large discrepancies, comparing them with constructs with 

small discrepancies (likewise for elements) can prove to be very illuminative (D. Jankowicz, 

personal communication, Feb 5, 2002). 

Summary 

Semiidiographic methods may prove to be very valuable in the study of OCD. Although a 

significant amount of research via quantitative data (self-report questionnaires) has been 

generated on OCD, this research has been criticized because it does not capture the uniqueness of 
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obsessional experiences. However, specific appraisals by groups of OCD individuals have been 

identified by such research, and it would be a mistake to neglect these important findings. 

George Kelly’s rep grid test, with provided constructs and elements that tap OCD domains, may 

facilitate the study of this phenomenon. The rep grid rating phase would provide semiidiographic 

information, and subsequent analyses of rep grid intensity and extremity scores, especially across 

different grids, may provide revealing information about the raters. 

The Present Study 

The present study examined the cognitive theory of OCD, in order to assess its potential 

utility in devising treatments for OCD. The present study, however, relied on an undergraduate, 

non-clinical sample to study the phenomena in question. Non-clinical samples have been used to 

study obsessions and compulsions. In fact, much of the research that supports the notion that 

normal people have OCD-like intrusive thoughts has come from non-clinical studies (e.g., 

Freeston et al., 1992). Phillips (1996) was able to divide undergraduate students (N = 192) into 

three respective groups: OCD (n = 58), Trait-Anxious (n = 61), and Normals (n = 67) and 

reported that participants in the two symptom groups reported a mild level of clinical symptoms. 

Previous studies using OCD measures similar to those employed in the present study have 

uncovered obsessive forms of thinking and behaving in undergraduate populations (Hutchinson 

et al., 1998a; Hutchinson et al., 1998b). Statistical analyses with the two latter studies showed 

that 25-33% of undergraduates (n = 249) scored in the mild and even moderate range of clinical 

symptoms. Although the Hutchinson et al. studies may have used a positively skewed 

distribution, given that they use undergraduates who used alcohol consistently, they further 

support that normal populations may be used to study obsessive-compulsive phenomenon.  
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 The present study proposed, in agreement with Rachman (1997, 1998) and Salkovskis 

(1985), that individuals in general experience intrusive thoughts. However, individuals with 

OCD characteristically catastrophize these normal intrusions and transform them into clinical 

obsessions. As suggested by the OCD Working Cognitions Group (1997), the present study 

seeks to corroborate, through the use of a semiidiographic method, the notion that distorted OCD 

appraisals are linked and that there is no single appraisal that is responsible for the rise and 

maintenance of obsessions. Major appraisals include distortions related to inflated responsibility, 

thought control, thought-action fusion, and personal significance. According to Kelly (1955), 

individuals with OCD may construe these appraisals very tightly, because they are very rigid in 

their thinking.  

The present study proposed that individuals with obsessive-compulsive symptoms use a 

specific subsystem of constructs (i.e., appraisals) to evaluate intrusive thoughts in maladaptive 

ways, creating significant anxiety. These intrusive thoughts are perceived to arise out of nowhere 

throughout any given day and are usually related to sex, religion/morality, and harm, the three 

major types of obsessions reported by Rachman (1997). Other related appraisals may include 

disgust, unacceptability, and guilt. Persons with obsessive-compulsive symptoms would be 

expected to evaluate these intrusive thoughts in extreme ways, given that these individuals apply 

personal significance to them.  

In contrast, individuals with non-OCD anxiety symptoms may react with some fear when 

faced with daily intrusions, but are less likely to react as strongly to these thoughts as those with 

obsessive-compulsive styles of thinking. This is because non-OCD anxious individuals do not 

use the specific subsystem of constructs that people with OCD use. The cognitive distortions 

non-OCD anxious individuals typically use are more likely to include general fears, and more 
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specifically fears of disapproval or mental instability about their symptoms. Therefore, intrusions 

may have a minimal impact on most non-OCD  anxious individuals (with perhaps the exception 

of those individuals with posttraumatic stress disorder). The present study hopes to show the 

distinct construal processes among OCD, non-OCD anxious, and non-anxious individuals. 

The present study’s premises are in agreement with Frankl (1977) and with Rachman 

(1997, 1998), that individuals with OCD often fear they are abnormal (psychotophobic). It may 

be difficult for the OCD individual to understand that everyone has abnormal, fleeting intrusive 

thoughts from time to time. As an extension to Rachman’s theory, the present study proposed 

that individuals with OCD will assume that average people not only fail to experience similar 

thoughts, but even if they did, these “normal” individuals would construe these thoughts in more 

adaptive manners, making less attributions about their personal significance or their mental 

sanity. Individuals with OCD may engage in a type of meta-cognitive “personalization” in which 

they believe that intrusive thoughts may be dangerous for them, but not for the average person. 

This may again represent the extreme and tight construing of OCD in regards to personal 

significance of thoughts that seem to arise out of nowhere.  

Hypotheses 

It was hypothesized that a repertory grid matrix in which a range of thought appraisals 

are rated as applicable to the self along provided constructs would yield predictable differences 

between OCD, non-OCD anxiety, and normal comparisons groups. Specific hypotheses were put 

forward to investigate important related research questions:  

1) Do the two anxiety groups differ in their appraisal of intrusive thoughts in terms of 

using tightly-held constructs believed to be related to OCD and non-specific anxiety disorders?  

Participants in the OCD group will construe their appraisal process elements more tightly (i.e., 
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more intercorrelated) across these different OCD constructs  (guilt, disgust, responsibility, 

control, thought-action fusion, acceptability, personal importance) and non-specific anxiety 

constructs (fear, social approval, and psychotophobia) than participants in the non-OCD anxiety 

group.  

 2) Do the two anxiety groups differ in their appraisal of intrusive thoughts in terms of 

using tightly-held constructs believed to be related to OCD alone? Ratings from each appraisal 

element along specified constructs related to OCD (i.e., guilt, disgust, responsibility, control, 

thought-action fusion, acceptability, and personal importance) will be used to create an OCD 

Index. Participants in the OCD group will have a higher OCD Index than participants in the non-

OCD anxiety group. 

3) Do the two anxiety groups together differ from the normal group in the appraisal of 

intrusive thoughts in terms of tightly-held constructs believed to be related to non-specific 

anxiety disorders? Ratings from each appraisal element along specified constructs related to 

general anxiety (i.e., fear, psychotophobia, and social approval) will be used to create an Anxiety 

Index. Participants in both the OCD and the non-OCD anxiety groups will have higher Anxiety 

Index scores than participants in the normal group. 

4) Does the OCD group differ from the normal group in their appraisal of intrusive 

thoughts in terms of tightly-held constructs believed to be related to OCD and non-specific 

anxiety disorders respectively? Participants in the OCD group will have a higher OCD Index and 

a higher Anxiety Index than participants in the normal group.  

It was also hypothesized that a second repertory grid matrix rated for "the average 

person" would yield predictable differences from the self-rated repertory grid described above. 
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The second grid employed the same constructs and elements as the first, but emphasized how 

participants believe the average person would rate his or her own appraisals. 

5) Do the two grids (self versus average person) differ in the appraisal of intrusive 

thoughts in terms of tightly-held constructs believed to be related to OCD and to non-specific 

anxiety disorders? Do the groups differ in this between-grid discrepancy? Participants will have 

higher intensity scores (reflecting greater construct intercorrelation) on the self-rated grid than on 

the average person grid. Similarly, a group by grid condition interaction is expected such that the 

OCD group will show a greater disparity in intensity scores than will the non-OCD anxiety and 

normal comparison groups. 

6) Do the two grids (self versus average person) differ in the level of meaningfulness of 

intrusive thoughts, along constructs related both to OCD and to non-specific anxiety disorders? 

Do the three groups differ in this disparity?  Participants will have higher element extremity 

scores on the self-rated grid than on the average person grid. Similarly, a group by grid condition 

interaction is expected such that the OCD group will show a greater disparity in element 

extremity scores than will the non-OCD anxiety and normal comparison groups. 

7) Do the two grids (self versus average person) differ in the appraisal of intrusive 

thoughts in terms of tightly-held constructs believed to be related only to OCD? Do the three 

groups differ in this disparity? A group by grid condition interaction is expected on the OCD 

Index such that OCD group will show a greater OCD Index score disparity between the grid 

types (with the self-rated grid having the higher OCD Index) than will the non-OCD anxiety and 

normal comparison groups. 

8) Do the two grids (self versus average person) differ in the appraisal of intrusive 

thoughts in terms of tightly-held constructs believed to be related to non-specific anxiety 
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disorders? How do the two anxiety groups combined differ from the normals? A group by grid 

condition interaction is expected on the Anxiety Index such that non-OCD anxiety and OCD 

groups will show a greater Anxiety Index score disparity between the grid types (with the self-

rated grid having the higher Anxiety Index) than will the normal comparison group. 

Several exploratory research questions were also to be addressed: 

1) How do individuals who use primarily compulsions related to washing and checking 

differ from their OCD counterparts? This research question is designed to assess for 

differences in intensity and extremity scores related to OCD constructs between two 

subsets of OCD individuals (high washers/checkers versus low washers/checkers).  

2) What role does gender play in the investigation of OCD? This research question is 

designed to assess for gender differences on the three anxiety measures. 

3) Do the derived indices produce significant differences between individuals scoring in the 

upper and lower half of the OCD symptom group? This question is designed to further 

examine the validity of two grid indices (i.e., OCD index and Anxiety index).  

4) Do subclinical OCD symptoms represent a high degree of trait anxiety or are they 

unique? This research question is designed to investigate whether significant findings 

attributable to the OCD group are due to true symptom uniqueness or  simply a higher 

degree of anxiety symptoms in general.   
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CHAPTER 2 

METHOD 

Participants 

Three hundred and one undergraduates were recruited during mass testing in the Fall of 

2002. Participants were recruited from their undergraduate psychology classes in order to fulfill a 

requirement for extra credit. Fourteen participants were dropped due to missing data concerns. 

There were 209 females and 78 males in the sample, making a total of 287 participants used for 

analyses. 

Ethnic breakdowns were as follows: Caucasian (n = 221, 77%), African American (n = 

23, 8%), Hispanic (n = 22, 7.7%), Asian American (n = 10, 3.5%), Native American (n = 2, 

.7%), Other minority (n = 8, 2.8%), and one subject did not specify. The mean age was 20.95, SD 

= 3.96. Grade/education breakdowns were as follow: Freshman (n = 105, 36.6%), Sophomore (n 

= 56, 19.5%), Junior (n = 65, 22.6%), Senior (n = 49, 17.1%), and Other (n = 12, 4.2%). 

Seventeen of the sixty participants (20.9%) who reported prior psychological treatment were 

seen for at least two or more additional problems. Forty-one (14.3%) participants reported 

treatment for depression, 16 (5.6%) for an anxiety disorder other than OCD, 5 (1.7%) for an 

attention-related problems, and 3 (1%) for OCD.   

Fifty-three participants (18.5%) reported that they were currently experiencing distress 

associated with a trauma that occurred some time in their past. Five participants reported 

suffering from more than one trauma at the time. The breakdowns were as follow: 15 for a 

trauma related to social loss not involving death (5.2%); 12 for a trauma related to death (4.2%); 

9 for a trauma related to accident, injury, or illness of self (3.1%); 5 for a trauma related to sexual 
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victimization (1.7%); 5 for a trauma related to physical victimization (1.7%), and 2 for other 

trauma (.7%). 

Procedures 

Participants were instructed to complete a questionnaire that took approximately 30 

minutes. The present investigator and a research assistant verified that each questionnaire had 

been filled out completely once it was turned in. Each questionnaire had a 3-digit subject number 

on the upper right corner, along with an “M” or “F” to denote the gender of the participant. 

Questionnaires were kept in a locked, confidential place known only to the Major Professor, 

investigator, and research assistant. Participants then were divided into three respective groups: 

the OCD group, the non-OCD anxiety group, and the non-anxiety group, via two approaches 

discussed in the Results section.  

Instruments 

The questionnaire contained a demographic questionnaire, the obsessive compulsive 

repertory grids, and two scales designed to assess for panic, general anxiety, and OCD.  

Demographic Questionnaire 

Participants were asked to state their age, gender, religious preference, ethnicity, 

educational level, and any information related to prior treatment of a psychological problems 

(Appendix F). 

Obsessive-Compulsive Repertory Grids  

Participants completed a total of two repertory grids designed to examine the appraisal 

process of intrusive thoughts both from the perspective of the rater and the rater’s imagined 

average person. Each grid contained both supplied elements and supplied constructs presented in 

a questionnaire format. The participant was asked to assign a rating (with a 6-point Likert-type 
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scale) to each of the 10 elements in terms of these 10 dimensions. The resulting grid was a 10 x 

10 matrix of the ratings of each element on each bipolar construct. In the second grid, elements 

and constructs were identical to those in the first grid, except for pronoun changes (e.g., You are 

enjoying the company of your best friend and his/her significant other at a get together; This 

person is enjoying the company of his/her best friend and significant other at a get together). The 

Obsessive-Compulsive Repertory Grids can be found in Appendix A. 

Choice of Elements and Constructs 

The elements for the repertory grids represented thoughts that seem to arise out of 

nowhere experienced by most everyone at one time or another (Shafran, Thordarson, & 

Rachman, 1996; Rachman, 1997). Eight of the ten elements involve thoughts associated with 

three general themes common to obsessions: sex (2 elements), religion/morality (4 elements), 

and harm (2 elements; Rachman, 1997). An initial pool of items was generated from common 

intrusive thoughts reported in the literature (e.g., Clark, Purdon, & Byers, 2000; Rachman, 

1998), along with several control items designed to mask the hypotheses of the study to the 

subjects (Appendix C). These initial items were given to six researchers on a clinical research 

team, and the top ten items were selected after being rank ordered by the researchers in terms of 

distinctness and clarity (Appendix D). The order of the elements on the final grid was decided by 

selecting the items randomly. However, no two elements related to the same theme (e.g., sex) 

could be presented together, and the sixth and tenth element spots were designated for the control 

items. 

Bipolar constructs were created from ten generally maladaptive appraisals, often made by 

OCD individuals, identified from the literature (guilt, fear, disgust, responsibility, control, 

thought-action fusion, acceptability, psychotophobia, social approval, and importance; Clark, 
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2002; Obsessive Compulsive Cognitions Working Group, 1997; Appendix E). Some of these 

constructs also may apply to other anxiety disorders, specifically those that refer to general 

overvalued threat (fear, psychotophobia, social disapproval).  

Validity and Reliability 

Repertory (rep) grids often are used in settings that preference idiographic data (e.g., such 

as therapy). Nonetheless, their use has also flourished for more nomothetic ends, such as 

collecting grid data across many subjects and analyzing content and/or structural indices. 

Repertory grids have been used in more than 1,000 studies, are easier to administer than in the 

past with the advent of computers, and now have the advantage of being subjected to more 

rigorous statistical measures. But, ultimately, rep grids must prove to be reliable and valid; it is 

up to the individual investigator to demonstrate this (Adams-Webber, 1989) 

It has been argued that the rep test is not a test per se, but rather a method used to assess 

the structure (and to some extent, the content) of a person’s construct system  (Fransella & 

Bannister, 1977; Sewell, 1989). Structural indices, therefore, represent an important factor in the 

organization of the rep grid and should account for much of the systematic variation in the grid 

structure (Adams-Webber, 1989). To assess reliability, data gained from internal consistency 

measures may prove to be more important than data gained from test-retest procedures. Formal 

repertory grid variables related to internal consistency, such as the overall degree of statistical 

association between constructs (intensity), average interelement distances, extremity scores, and 

the number of significant linkages between constructs, may provide the investigator with 

important clues about the reliability of the grid.   

The differentiation between self and others, or a measure of interpersonal isolation, has 

demonstrated strong internal consistency (Adams-Webber, 1989). In essence, this index 
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measures how similarly individuals construe themselves like others. This index has correlated 

highly with some of the previously mentioned formal rep grid variables, such as the overall 

degree of statistical association between constructs, average interelement-distances, and 

significant linkages between constructs, to name a few (Adams-Webber, 1979). These 

correlations are even higher than the test’s own test-retest correlations. This index of 

interpersonal isolation has been both consistent and stable in a number of studies conducted with 

both depressed and schizophrenic patients (e.g., Hewstone, Hooper, & Miller, 1981; Space, 

Dingemans, & Cromwell, 1983).   

Another index that has shown good internal consistency is the threat index (Ingram & 

Leitner, 1989). It is designed to measure poorly integrated concepts of subjects’ construct 

systems related to the self, the ideal self, and death. To create this index, splits are noted when 

subjects rate their self and preferred self on one pole of a construct, while they rate “death” on 

the opposite pole of the construct. The threat index is simply a summation of the number of 

splits. Krieger, Epting, and Hays (1979) measured internal consistency and reported .80 and .96 

as the split-half Spearman correlations for the threat index using elicited constructs and the threat 

index using provided constructs.  

Feixas et al. (1992) reported high test-retest reliabilites on formal measures of the rep 

grid test in a sample of Spanish and American participants (n = 78). A test-retest reliability for 

intensity was reported at .95 after 1 week, and .94 after one month. Extremity of ratings reported 

a test-retest reliability of .73 after one week and .59 after one month. The ordination measure, 

which is a measure of flexibility associated with the use of superordinate/subordinate constructs, 

was reported at .89 after 1 week and .85 after one month. One advantage of the Feixas et al. 

(1992) study is that it used measures normed on a more inclusive, cross-cultural sample.  
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Other indices have demonstrated satisfactory test-retest reliabilities as well. An index 

designed to study the hysteroid/obsessoid component of subjects’ personalities demonstrated 

adequate test-retest reliability (Caine & Smail, 1969). In the study, a repertory grid containing 

hysteroid/obsessoid constructs was devised, including items such as “has a highly developed 

conscience (obsessoid),” and “has frequent changes of mood (hysteroid)” (p. 1306). An 

additional construct of  “like me in character” also was provided. Subjects ranked elements (i.e., 

people they knew) in terms of these constructs. The ranking of the elements for any given 

construct was relatively stable after a three month period (mean overall correlation was .68). In 

addition, there was no significant change in relationship scores over time between the pairs of 

constructs that were used. The average amount of relationship score change in construct pairs 

was 26.39 (SD = 26.32), considered to be fairly low given that changes in these scores may vary 

over a range of 200. 

The threat index and the interpersonal isolation index also have demonstrated good test-

retest reliabilities. The threat index has evidenced reliabilities ranging from .80 to .89 (Krieger et 

al., 1979; Neimeyer, Dingemans, & Epting, 1977). The interpersonal isolation index (i.e., the 

degree of differentiation between self and others) also has demonstrated test-retest reliabilities 

between .86 to .95 (Adams-Weber, 1989; Benjafield & Adams-Webber, 1975; Jones, 1961; 

Sperlinger, 1976).  

In discussing validity, Adams-Webber (1989) makes the case that standard assessment 

indices should correlate well with indices of repertory grid structure (e.g., intensity). 

Alternatively, repertory grid indices can demonstrate considerable validity if they are able to 

discriminate certain independent variable groups. For example, Bannister et al. (1971) conducted 

a repertory grid study on a total sample of 316 psychiatric patients across three hospitals. 
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Although no formal standard assessment indices were used in this study, the investigators found 

a relation between the level of intensity (a formal rep grid variable) and the level of agreement 

among psychiatric professionals as to which patient was still thought-disordered at discharge. 

Apparently, 128 patients who were rated as being in good condition upon discharge exhibited a 

main intensity score of 1097, whereas the 27 patients rated as being in poor condition scored an 

average intensity of 880. This was a statistically significant difference. There also was a relation 

between the number of previous admissions and intensity scores. The rep grid test was used to 

classify individuals as thought-disordered versus not thought-disordered (using cut-offs based on 

intensity scores), and the former had significantly more previous psychiatric admissions than 

those who were classified as non-thought disordered.  

In another study conducted by Krauthauser, Bassler, and Potratz (1994), 141 inpatients 

were treated by psychoanalysis. The investigators discovered that patients with a large number of 

inconsistencies in their construct system evidenced more psychopathology than patients with less 

logical inconsistencies. The investigators measured the number of unbalanced constructs triads, 

which represent logical inconsistencies in how patients rated elements on their constructs. Higher 

unbalanced triad percentages – a calculated grid variable - was associated with more anxiety, as 

measured by the Stait-Trait Anxiety Inventory (Spielberger, 1983) and general somatic 

complaints as measured by the Giessener Beschwerdebogen (Braehler & Scheer, 1983), among 

other measures of psychopathology. There also was a significant correlation between the length 

of therapy and the triad percentages, corroborating the notion that more intense therapy was 

needed for individuals with more psychopathology, or logical inconsistencies. 

The interpersonal isolation index (the differentiation between self and others) also has 

been shown to differentiate between depressives and non-depressed psychiatric patients after 
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treatment (Hewstone, Hooper, & Miller, 1981). In the Hewstone et al. (1981) study, all patients 

were hospitalized anywhere from one to three and a half weeks. Admission to discharge changes 

demonstrated that neurotic depressives experienced significantly more positive changes in social 

perception than other patients. This is consistent with the hypothesis that after treatment, 

depressives may become more socially integrated, construe themselves as more similar to other 

individuals, and experience less negative mood. Alternatively, the non-depressed individuals, 

who originally construed themselves significantly more similar to others than the neurotic 

depressives at the time of admission, did not experience a significant change in social perception 

scores after discharge. This study, like the other studies referenced, corroborates the notion that 

the rep grid has been shown to generate indices with demonstrated validity.  

Depression Anxiety Stress Scale (DASS) 

The Depression Anxiety Stress Scale (DASS; Lovibond & Lovibond, 1995; Appendix B) 

is a 42-item self-report scale that measures three aspects related to negative affect: depression, 

anxiety, and stress. Each of the three subscales contains 14 items. The Depression scale (alpha 

reliability = .91) assesses symptoms like inertia, amotivation, guilt, and pessimism. The Anxiety 

scale (alpha reliability = .84) assesses symptoms related to physical hyperarousal (e.g.,  panic 

attacks, trembling, shaking, fear of loss of control). The Stress scale (alpha reliability = .90) 

assesses irritability, agitation, tenseness, and a tendency to overreact to stressful events. 

Participants used a 4-point scale to assess how they have been feeling over the past week. Each 

statements was rated with a 0, 1, 2, or 3, corresponding to 0=Did not apply to me at all, 

1=Applied to me to some degree, or some of the time, 2=Applied to me to a considerable degree, 

or a good part of the time, and 3=Applied to me very much. 
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The DASS has shown adequate test-retest reliability (.71 DASS-D; .79 DASS-A; .81 

DASS-S; Brown et al., 1997) and has shown good temporal stability after an eight-year follow 

up (Lovibond, 1998). Antony et al. (1998) concluded that the DASS has good concurrent validity 

and is a strong discriminator of anxiety and depression relative to other measures. They reported 

the following correlations to assess concurrent validity with their clinical sample (n = 285): r = 

.84 was reported between the DASS-D and the Beck Depression Inventory, an r = .84 between 

the DASS-A and the Beck Anxiety Inventory, an r = .50 between the DASS-S and the State-Trait 

Anxiety Inventory-Trait Subscale (only anxiety disordered individuals completed the STAI-T, so 

this correlation is based on n = 85), and an r = .64 between the Beck Anxiety Inventory and the 

DASS-S.  

Padua Inventory – Washington State University Revision (PI-WSUR)  

The Padua Inventory- Washington State University Revision (PI-WSUR; alpha 

reliability=.92) is a 39-item scale used to assess both symptom type and severity of obsessive-

compulsive symptoms (Burns, Keortge, Formea, & Sternberger, 1995). Each item was rated on a 

5-point scale according to the degree of distress caused by the thought or behavior (0=not at all 

1=a little 2= some 3 = a lot 4 = very much). It originally was created by Sanavio (1988) and has 

undergone a revision by Burns et al. (1995) when concerns of its discriminant validity were 

raised in regard to the inclusion of worry items. The five subscales (alpha reliabilities ranging 

from .77 – .88) assess domains relevant to OCD: obsessional thoughts about harm to self and 

other; obsessional impulses to harm self/others; contamination obsessions and washing 

compulsions; checking compulsions; and dressing/grooming compulsions. The items in each 

category show satisfactory discriminant validity from other content categories and from the items 

on the Penn State Worry Questionnaire (Burns, Keortge, Formea, & Sternberger, 1996). The test-
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retest reliability for the PI-WSUR was .76, with values on the subscales varying from .61 to .84 

after a 6 to 7 month interval.  
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CHAPTER 3 

RESULTS 

Data Transformations and Correlation Matrix 
 

As expected, several grid and negative affect variables were positively skewed, given the 

study was conducted on an undergraduate population (N = 287). Only one gender difference 

emerged on the formal assessment scales as will be examined by the second exploratory question 

towards the end of this section. Variables were transformed via logarithmic and square root 

calculations as needed (i.e., DASS-S, DASS-A, DASS-D, PI-WSUR, self grid intensity). A 

correlation matrix demonstrated significant, strong correlations between the three subscales of 

the Depression Anxiety Stress Scale (DASS): Depression (DASS-D), Anxiety (DASS-A), Stress 

(DASS-S), and the Padua Inventory Washington State University Revised (PI-WSUR) as 

expected (see Table 1; r = .44 to .65,  p < .001). In addition, all of the PI-WSUR subscales were 

moderately to mostly highly correlated with each other (r =  .39 to .76, p < .001) and with the 

overall PI-WSUR (r = .61 to .76,  p < .001).   

Correlations also were calculated between the structural indices of the repertory grid 

(OCD Index, Anxiety Index) and the three negative affect-related scales (DASS-S, DASS-A, PI-

WSUR; see Table 1).  The DASS-S, DASS-A, and PI-WSUR all correlated significantly 

negative with both the self-rated and average Anxiety Index scores  

(r = - .14 to – .19, p < .05), with the exception of no correlation between the average Anxiety 

Index score and the DASS-S. The Anxiety Index (self-rated and average) either had a near 

significant relationship with the OCD Index  (r = - .11 to - .29, p <= .05) or in one case no 

relationship (self-rated OCD Index and average Anxiety Index). The average OCD Index 
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positively correlated with the DASS-A and DASS-D (r = .12, p < .05 for both), and the PI-

WSUR (r =. 13, p < .05), but not with the DASS-S. The self-rated OCD Index did not correlate 

with any measures of negative affect.  

After examining these correlations by ethnicity and class level, there appear to be only 

negligible differences, or the correlations did not produce interpretable differences due to small n 

sizes. Caucasians (n = 224) did show more significant trends between several grid variables, but 

the patterns in general are consistent with the results of the overall population.  Correlations 

between age and study variables were examined across all subjects. There was a significant, 

negative modest correlation between age and DASS-A. There also was a modest, positive 

correlation between age and construct extremity on the self-grid.  

Group Membership 
 

Participants were divided into three respective groups (N = 189): the OCD group, the 

non-OCD anxiety group, and the non-anxiety group. Participants who scored in the upper 

quartile of the PI-WSUR comprised the OCD group (n = 72; PI-WSUR: M = 53.62, SD = 16.05). 

Participants who scored in the upper quartile of the DASS-S or the DASS-A and who scored in 

the lower 70th percentile of the PI-WSUR comprised the non-OCD anxiety group (n = 53; 

DASS-S: M = 21.22, SD = 7.47; DASS-A: M = 6.66, SD = 3.58; PI-WSUR: M = 16.85, SD = 

8.11). Participants who scored in the lower 40th percentile of the PI-WSUR, DASS-S, and the 

DASS-A comprised the non-anxiety group (n = 64; PI-WSUR: M = 6.72, SD = 3.38; DASS-S: M 

= 4.85, SD = 2.96; DASS-A: M = .75, SD = .78). The data from 98 participants were excluded 

using this grouping algorithm.  

Participants in the OCD group scored similarly to participants in the non-OCD anxiety 

group on non-OCD anxiety measures respectively (DASS-S: M= 19.17, SD = 9.48; M = 21.22, 
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SD = 7.47; DASS-A: M = 6.28, SD = 3.93; M = 6.66, SD = 3.58) but significantly higher on the 

PI-WSUR (M = 53.62, SD = 16.05) than the non-OCD anxiety group (M = 16.85, SD = 8.11) and 

the non-anxiety group (M = 6.73, SD = 3.38), all at the p < .001 level. The OCD symptom group 

appeared to score in the clinical range, via the PI-WSUR, in comparison to a clinical sample (n = 

15, M = 54.93, SD = 16.72; Burns et al., 1996) that was diagnosed with OCD via the Anxiety 

Disorders Interview Schedule-Revised (Dinardo & Barlow, 1988). Participants in the non-

anxiety group scored significantly lower on general anxiety measures (DASS-S: M = 4.85, SD = 

2.96; DASS-A: M = .75, SD = .78) and on the PI-WSUR than participants in the non-OCD 

anxiety group, p < .001. This pattern of scores on different measures provides satisfactory 

evidence of unique membership of each of the three groups: non-anxiety, non-OCD anxiety, and 

OCD. 

Correlation matrices for each group were calculated (Tables 4,5, & 6) The OCD scale 

only correlated with grid measures in the nonaxious group. The self-grid OCD index predicted 

OCD symptoms only in the nonaxious group. Across all groups, the index predicted intensity 

scores. It also predicted negative element extremity scores across all groups. The nonOCD 

Anxiety index failed to correlate with negative affect measures in any group. 

 

Hypothesis Testing 

In order to analyze hypotheses, a 3 x 2 (Group by Grid) Mixed MANOVA, with a 

between subjects factor Group (OCD, non-OCD anxiety, and non-anxiety), and a within subjects 

factor Grid (Self, Average Person) was computed. Four dependent variables were tested: 

intensity, element extremity, Anxiety Index, and OCD Index. Significant effects using ANOVAs 
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and planned comparisons (t-tests) were also investigated. An alpha level of .05 was used for all 

statistical tests. 

Results of evaluation of assumptions of linearity, multicollinearity, homogeneity of 

variance-covariance matrices, and sphericity were satisfactory for the MANOVA. Although the 

K-S test demonstrated non-normality, the central limit theorem is invoked given that the 

sampling distribution of means approaches normality when raw scores do not. In addition, 

MANOVAs are robust to these types of violations. Results indicate Grid effects (Wilk’s Lambda 

= .73, F (4, 183) = 17.01, p < .001, eta = .52, Power > .99), but no main effect for Group or 

interaction between Group and Grid. Means for each structural measure shown by Grid type and 

by Group type are reported in Table 2.  

The first four hypotheses were specifically related to the self-rated grid. The last four 

hypotheses were designed to test differences between the self-rated grid and the average person 

grid. Only the first part of the sixth hypothesis was supported; all other hypotheses could not be 

corroborated. 

The first hypothesis was not supported, which stated that participants in the OCD group 

would construe their appraisal process elements more tightly (i.e., more intercorrelated) across 

these different OCD constructs  (guilt, disgust, responsibility, control, thought-action fusion, 

acceptability, personal importance) and non-specific anxiety constructs (fear, social approval, 

and psychotophobia) than participants in the non-OCD anxiety group. To test this effect, a 

univariate t-test was examined for significant differences among intensity scores on the self-rated 

grid for the OCD group (M = 1219.22, SD = 486.02) versus the non-OCD anxiety group (M = 

1213.43, SD = 575.79). The result was nonsignificant, t(123) = .06, p = .95. Subjects in the OCD 

group did not score significantly higher on intensity than subjects in the non-OCD anxiety group. 
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The second hypothesis also was not supported. It stated that participants in the OCD 

group would have a higher OCD Index than participants in the non-OCD anxiety group. Ratings 

from each appraisal element along specified constructs related to OCD (i.e., guilt, disgust, 

responsibility, control, thought-action fusion, acceptability, and personal importance) were 

recoded on a scale from 0 - 5. Higher numbers represented the pole of the construct theorized to 

be characteristic of OCD. These recoded scores were summed across the entire grid and 

subsequently divided by 500 (representing the total possible) in order to arrive at an OCD Index 

with possible values ranging from 0 to 1. To test this effect, a univariate t-test was conducted to 

test for significant differences among OCD Index scores on the self-rated grid for the OCD 

group versus the non-OCD anxiety group. Subjects in the OCD group (M = .357, SD = .08) did 

not differ on the self-rated grid OCD Index score than subjects in the non-OCD anxiety group (M 

= .360, SD = .08; t (123) = .23, p = .82).   

The third hypothesis was not supported, however significant differences did emerge in 

the opposite direction. The hypothesis predicted that participants in both the OCD and the non-

OCD anxiety groups would have higher Anxiety Index scores than participants in the non-

anxious group. Ratings from each appraisal elements along specified constructs related to 

general anxiety (i.e., fear, psychotophobia, and social approval) were recoded in a manner 

similar to that described above to arrive at an Anxiety Index with possible values ranging from 0 

to 1. To test this effect, a t-test was examined for significant differences among Anxiety Index 

scores on the self-rated grid for the anxiety groups combined (OCD group: M = .189, SD = .023; 

non-OCD anxiety group: M = .189, SD = .0259) versus the non-anxious group (M = .200, SD = 

.025).  
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The univariate (t(186) = 2.79, p = .006, eta = .20, Power = .79) demonstrated that subjects in the 

anxiety groups combined scored significantly lower on the Anxiety Index than subjects in the 

non-anxious group.  

The fourth hypothesis was not supported, which stated that participants in the OCD group 

would have a higher OCD Index and a higher Anxiety Index than participants in the non-anxious 

group. To test this effect, two univariate t-tests were examined. The first test found no significant 

differences among OCD Index scores on the self-rated grid for the OCD group (M = .357, SD = 

.075) versus the non-anxious group (M = .345, SD = .081), t(134) = .87, p = .38). The second test 

( t(134) = 2.52, p = .01, eta = .17, Power = .69) uncovered a significant difference among 

Anxiety Index scores on the self-rated grid. However, the difference was in the unpredicted 

direction. Participants in the OCD group (M = .189, SD = .023) scored significantly lower than 

those in the non-anxious group (M = .200, SD = .251) on Anxiety Index.  

The first part of the fifth hypothesis was not supported, which stated that participants 

would score higher on intensity (reflecting greater construct intercorrelation)  on the self-rated 

grid than the average person grid. There was a main effect for Grid, F(1, 186) = 4.70, p = .03, eta 

= .16,  Power = .58. However, the difference was in the unpredicted direction. Participants in 

general scored significantly lower on intensity on the self-rated grid (M = 1201.00, SD = 510.98) 

than on the average person grid (M = 1297.00, SD = 566.46). OCD participants had significantly 

lower scores on the self-rated grid (M = 1354.44, SD = 531.77) than the average person grid (M 

=1383.31, SD = 460.00), t(71) = 1.96, p = .05, eta = .22, Power =.49. However, participants in 

the non-OCD anxiety group did not score significantly differently on the self-rated grid (M = 

1213.43, SD = 575.79) versus average person grid (M = 1298.49, SD = 683.42). Participants in 
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the non-anxious group did not score significantly differently on the self-rated grid (M = 1170.19, 

SD = 486.79) versus the average person grid either (M = 1231.12, SD = 495.19). 

In addition, the second part of the fifth hypothesis was not supported. It stated that the 

greatest disparity among intensity scores between the two grids would be found in the OCD 

group. A univariate 3 x 2 (Group by Grid) Mixed ANOVA was conducted and no Group by Grid 

interaction was uncovered: F (2, 186) = .281, p = .76, eta = .05.  

The first part of the sixth hypothesis was supported, which stated that the participants 

would have higher element extremity scores on the self-rated grid than on the average person 

grid. There was a main effect for Grid on element extremity: F(1, 186) = 41.10, p < .001, eta = 

.43, Power > .99). Participants in general scored significantly higher on element extremity on the 

self-rated grid (M = 1.72, SD = .40) than on the average person grid (M = 1.54, SD = .38.). OCD 

participants had significantly higher element extremity scores on the self-rated grid (M = 1.72, 

SD =.35) than the average person grid (M = 1.56, SD = .40), t( 71) = 3.51, p = .001, eta = .38, 

Power =.93. Non-OCD anxiety participants had significantly higher element extremity scores on 

the self-rated grid (M = 1.64, SD = .41) versus average person grid (M = 1.50, SD = .41), t(52) = 

8.44, eta = .37, p = .005, Power = .81. Finally, non-anxiety participants had significantly higher 

element extremity scores on the self-rated grid (M = 1.80, SD = .42) versus average person grid 

(M = 1.58, SD = .35),  t(63) = 4.56, eta =  .50, p  <  .001, Power = .99. 

The second part of the sixth hypothesis was not supported. It stated that participants in 

the OCD group would show the greatest disparity on element extremity scores between the two 

grids (self versus average). A univariate 3 x 2 (Group by Grid) Mixed ANOVA was conducted 

and no Group by Grid interaction was uncovered: F (2, 186) = .61,  p = .55,  eta = .08.  
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The seventh hypothesis was not supported. It stated that participants in the OCD group 

would show the greatest disparity on OCD Index scores between the two grids (self versus 

average).  A univariate 3 x 2 (Group by Grid) Mixed ANOVA was conducted and no Group by 

Grid interaction was uncovered: F (2, 186) = .01,  p = .99,  eta = < .01.  

The eighth hypothesis was not supported. It stated that participants in the non-OCD 

anxiety and OCD groups would show a greater Anxiety Index score disparity between the grid 

types (with the self-rated grid having the higher Anxiety Index) than would the non-anxious 

comparison group. The OCD and non-OCD anxiety groups were collapsed into one group in 

order to test for differences on Anxiety Index between anxious and nonanxious subjects. A 

univariate 2 x 2 (Group by Grid) Mixed ANOVA with Group having two levels (Anxious, 

NonAnxious) was conducted on Anxiety Index.  No Group by Grid interaction was uncovered: F 

(2, 186) = .05,  p = .82,  eta =  < .01. Exploratory analysis uncovered a main effect for Grid, F (1, 

187) = 16.71, p < .001, eta = .30, Power = .98. Participants had significantly higher Anxiety 

Index scores on the self-rated grid (M = .193, SD = .025) than the average person grid (M = 

.1844, SD = .030). A main effect for Group also emerged, F (1, 187) = 7.47, p = .007, eta = .19, 

Power = .78. Anxious subjects scored significantly lower in Anxiety Index scores (M = .185, SE 

= .002) than non-anxious subjects (M = .195, SE = .003).  

Alternative Group Membership 

The failure to create groups of greatest possible distinction may explain why it was 

difficult to detect significant differences on many of the structural measures of the grid employed 

in the study. The positively skewed nature of the data and the criteria designed to assign 

participants to the groups (such as the use of quartiles) may have created groups that were 

internally similar, but not sufficiently externally dissimilar to each other. Therefore, cluster 
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analysis was used to classify three groups based on the quality and severity of anxiety symptoms 

given the three measures employed: the PI-WSUR (measuring obsessive-compulsive symptoms), 

the DASS-S (measuring general stress), and the DASS-A (measuring panic-related symptoms).  

As before, the three groups were expected to emerge as follows: 1) OCD symptom group: 

a highly anxious OCD symptom group with co-morbid panic and general anxiety; 2) non-OCD 

anxiety group: a less pronounced OCD symptom group that would still score markedly on 

general stress and panic-related anxiety; and 3) a non anxiety symptom group that would score 

low on OCD symptoms, general stress, and panic-related symptoms. K-mean cluster analysis 

was used to partition anxiety symptoms as measured by all participants on the DASS-A, DASS-

S, and the PI-WSUR into three clusters or groups of greatest possible distinction.   

K-means cluster analysis is a non-hierarchical method of classifying data in which the 

number of clusters into which the data are to be grouped is determined a priori (Wishart, 2001). 

Cases at random are initially assigned to a number of groups specified by the investigator (i.e., 3) 

and then (through an iterative process) are reassigned so that the resulting clusters are internally 

similar, but externally dissimilar to the other clusters. In the end, the variability of each cluster is 

maximized so that each case is closer to the mean of its corresponding cluster than to the mean of 

any other cluster. In this manner, error is reduced between the cases and the cluster means. 

Because three variables were used to define the clusters, the distances (or dissimilarities) 

between the clusters are measured in multi-dimensional space (i.e., euclidean distances).  In 

addition, Cook’s distances identified multivariate outliers and thus two participants were dropped 

from the original 287 cases. 

The smallest cluster (n = 31) was composed of persons who scored similarly to 

participants in the second largest cluster (n = 84) on non-OCD anxiety measures (DASS-S: M= 
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18.73, SD=9.39; M = 19.37, SD=9.06; DASS-A: M= 6.52; SD = 3.66; M = 5.79, SD = 3.90). 

Participants in the smallest cluster also scored significantly higher on the PI-WSUR (M = 67.50, 

SD = 13.23) than participants in the second cluster (M = 33.31, SD = 9.19) and the largest cluster 

(n = 169; M = 10.66, SD = 6.29), all at the p < .001 level. The smallest cluster was designated as 

the OCD symptom group. As can be seen, scores on the PI-WSUR (M = 67.50, SD = 13.23) were 

higher than the PI-WSUR mean from the OCD group created by quartiles (M = 53.62, SD = 

16.05) and higher than the clinically diagnosed OCD group from the Burns et al. (1996) study (M 

= 54.93, SD = 16.72). 

Participants in the second cluster, designated as the non-OCD anxiety group, scored 

significantly higher on general anxiety measures (DASS-S: M = 9.64, SD = 6.39; DASS-A: M = 

2.40, SD = 2.62) and the PI-WSUR than participants in the largest cluster, all at the, p < .001. 

Since participants in the largest cluster scored significantly lower on all measures than 

participants in the two other clusters (p < .001), they were designated as the nonanxious group. 

This pattern of scores on different measures provides satisfactory evidence of unique 

membership of each of the three groups: non-anxiety, non-OCD anxiety, and OCD. These mean 

differences also show that the respective clusters are well discriminated. The goodness of fit 

statistics were as follows: for the Padua, x2 (77) = 237.35, p< .001; for the DASS-S (45), x2 = 

206.89, p<.001, and DASS-A: x2  (17) = 279.514, p <.001. 

Hypothesis Retesting 

Using these reassigned groups, all hypotheses were once again tested. The first four 

hypotheses were specifically related to the self-rated grid. The last four hypotheses were related 

to testing differences between the self-rated grid and the average grid Another 3 x 2 (Group by 

Grid) Mixed MANOVA, with a between subjects factor Group (OCD, non-OCD anxiety, and 



52  

non-anxiety), and a within subjects factor Grid (Self, Average Person) was computed. Four 

dependent variables were tested: intensity, element extremity, Anxiety Index, and OCD Index. 

Significant effects using ANOVAs and planned comparisons (t-tests) also were investigated. An 

alpha of .05 was used for all calculations. Means for each structural measure shown by Grid type 

and by Group type are reported in Table 3. 

Results of evaluation of assumptions of linearity, multicollinearity, homogeneity of 

variance-covariance matrices, and sphericity were satisfactory for the MANOVA. Although the 

K-S test demonstrated non-normality, the central limit theorem is invoked given that the 

sampling distribution of means approaches normality when raw scores do not. In addition, 

MANOVAs are robust to these types of violations. Results indicate Grid effects (Wilk’s Lambda 

= .765, F (4, 279) = 21.39,  p < .001, eta = .48, Power  < 1.0) and Group effects (Wilk’s Lambda 

= .907, F (8, 558) = 3.51, p = .001, eta = .22, Power = .98) but no significant effects for the 

interaction between Group and Grid. 

The first hypothesis was not supported; however, significant differences were obtained in 

the opposite direction. It stated that participants in the OCD group would construe their appraisal 

process elements more tightly (i.e., more intercorrelated) across these different OCD constructs  

(guilt, disgust, responsibility, control, thought-action fusion, acceptability, personal importance) 

and non-specific anxiety constructs (fear, social approval, and psychotophobia) than participants 

in the non-OCD anxiety group. To test this effect, a univariate t-test was examined for significant 

differences among intensity scores on the self-rated grid for the OCD group (M = 1097.40, SD = 

304.88) versus the non-OCD anxiety group (M = 1296.30, SD = 528.63). The result was 

significant, t(114) = 1.98, p = .05, eta = .14, Power = .46. Subjects in the OCD group scored 

significantly lower on intensity than subjects in the non-OCD anxiety group. 
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The second hypothesis also was not supported. It stated that participants in the OCD 

group would have a higher OCD Index than participants in the non-OCD anxiety group. To test 

this effect, a univariate t-test was conducted to test for significant differences among OCD Index 

scores on the self-rated grid for the OCD group versus the non-OCD anxiety group. Subjects in 

the OCD group (M = .3566, SD = .071) did not differ on the self-rated grid OCD Index score 

than subjects in the non-OCD anxiety group (M = .3663, SD = .080; t (114) = .59, p = .36).   

The third hypothesis was not supported, however significant differences did emerge in 

the opposite direction. The hypothesis predicted that participants in both the OCD and the non-

OCD anxiety groups would have higher Anxiety Index scores than participants in the non-

anxious group. To test this effect, a t-test was examined for significant differences between 

Anxiety Index scores on the self-rated grid for the anxiety groups combined (OCD group: M = 

.1876, SD = .0265; non-OCD anxiety group: M = .1926, SD = .0221) versus the non-anxious 

group (M = .2001, SD = .02418).  

The univariate analysis (t(282) = 3.21, p = .001, eta = .19, Power = .89) demonstrated that 

subjects in the combined anxiety group did score significantly differently on the Anxiety Index 

than subjects in the non-anxious group. However, the direction was the opposite from what was 

predicted: the non-anxious group scored significantly higher on the Anxiety Index than the 

combined anxiety group.  

The fourth hypothesis was not supported, which stated that participants in the OCD group 

would have a higher OCD Index and a higher Anxiety Index than participants in the non-anxious 

group. To test this effect, two univariate t-tests were conducted. The first test found no 

significant differences among OCD Index scores on the self-rated grid for the OCD group (M = 

.3566, SD = .0706) versus the non-anxious group (M = .3437, SD = .0808), t(198) = .84, p = .40). 
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The second test ( t(198) = 2.60, p = .01, eta = .16, Power = .76)) uncovered a significant 

difference among Anxiety Index scores on the self-rated grid. However, the difference was in the 

unpredicted direction. Participants in the OCD group (M = .1876, SD = .0265) scored 

significantly lower than those in the non-anxious group (M = .2001, SD = .2418) on Anxiety 

Index.  

The first part of the fifth hypothesis was not supported, which stated that participants 

would score higher on intensity (reflecting greater construct intercorrelation) on the self-rated 

grid than the average person grid. There was a main effect for Grid as predicted, F(1, 282) = 

13.73, p = .001, eta = .21,  Power = .96. However, participants in general scored lower on 

intensity on the self-rated grid (M = 1185.0503, SD = 511.48) than on the average person grid 

(M = 1317.3427, SD = 556.1514).  OCD participants had significantly lower scores on the self-

rated grid (M = 1097.40, SD = 304.88) than the average person grid (M = 1383.3113, SD = 

460.00),  t(30) = 3.31, p = .002, eta = .52, Power =.89. Participants in the non-OCD anxiety 

group did not score significantly differently on the self-rated grid (M = 1296.30, SD = 528.63) 

versus average person grid (M = 1366.48, SD = 557.642), t(84) = 1.05, p = .30. The non-anxious 

group did score significantly lower on the self-rated grid (M = 1280.55, SD = 571.18) than the 

average person grid (M = 1145.17, SD = 526.56) t(168) = 2.93, p = .004, eta = .22, Power = .83.  

In addition, the second part of the fifth hypothesis was not supported. It stated that the 

greatest disparity among intensity scores between the two grids would be found in the OCD 

group. A univariate 3 x 2 (Group by Grid) Mixed ANOVA was conducted and no Group by Grid 

interaction was uncovered: F (2, 282) = 1.51, p = .22, eta = .10.  

The first part of the sixth hypothesis was supported, which stated that the participants 

would have higher element extremity scores on the self-rated grid than on the average person 
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grid. There was a main effect for Grid on element extremity: F(1, 282) = 42.47, p < .001, eta = 

.36, Power > .99. Participants scored higher on element extremity on the self-rated grid (M = 

1.73, SD = .38) than on the average person grid (M = 1.55, SD = .37). OCD participants had 

significantly higher element extremity scores on the self-rated grid (M = 1.69, SD =.38) than the 

average person grid (M = 1.51, SD = .36), t(30) = 4.98, p = .03, eta = .38, Power =.58. Non-OCD 

anxiety participants had significantly higher element extremity scores on the self-rated grid (M = 

1.72, SD = .34) versus average person grid (M = 1.56, SD = .36), t(84) = 4.74, p = < .001, eta = 

.46, Power > .99. Non-anxiety participants had significantly higher element extremity scores on 

the self-rated grid (M = 1.75, SD = .39) than the average person grid (M = 1.55, SD = .38), t(168) 

= 6.87, eta =  .47, p = <  .001, Power = .99. 

The second part of the sixth hypothesis was not supported. It stated that participants in 

the OCD group would show the greatest disparity on element extremity scores between the two 

grids (self versus average). A univariate 3 x 2 (Group by Grid) Mixed ANOVA was conducted 

and no Group by Grid interaction was uncovered: F (2, 282) = .37,  p = .69,  eta = .05.  

The seventh hypothesis was not supported. It stated that participants in the OCD group 

would show the greatest disparity on OCD Index scores between the two grids (self versus 

average). A univariate 3 x 2 (Group by Grid) Mixed ANOVA was conducted and no Group by 

Grid interaction was uncovered: F (2, 282) = 1.07,  p = .34,  eta = .09. Exploratory analysis 

uncovered a main effect for Group, F (2, 282) = 3.51, p = .03,  eta = .15, Power = .65. Main 

effects on two subsequent dependent variables were therefore investigated: self-rated grid OCD 

Index and average person OCD Index. No main effect was uncovered for Group on the self-rated 

grid OCD Index, F(1, 282) = 2.35, p = .10, eta =.013, Power = .47. A near significant finding 

was uncovered for Group on the average person OCD Index, F (2,285) = 2.84, p = .06, eta = .14, 
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Power = .56.  The OCD group (M = .379, SD = .059) scored similarly to the non-OCD anxiety 

group (M = .362, SD = 0.06) on the average person OCD Index , t(114)=1.36, p=.18. However, 

the OCD group scored significantly higher than the nonanxious group (M = .351, SD = .067) on 

this measure, t(198) = 2.19, p = .03, eta = .13, Power = .61. Lastly, the non-OCD anxiety group 

scored similarly to the nonanxious group on the average person OCD Index, t(252) = 1.28, p = 

.20. 

The eighth hypothesis was not supported. It stated that participants in the non-OCD 

anxiety and OCD groups would show a greater Anxiety Index score disparity between the grid 

types (with the self-rated grid having the higher Anxiety Index) than would the non-anxious 

comparison group. The OCD and non-OCD anxiety groups were collapsed into one group in 

order to test for differences on Anxiety Index between anxious (n = 116) and nonanxious (n = 

169) subjects. A univariate 2 x 2 (Group by Grid) Mixed ANOVA with Group having two levels 

(Anxious, NonAnxious) was conducted on Anxiety Index.  No Group by Grid interaction was 

uncovered: F (1, 283) = .002,  p = .97,  eta =  < .01. Exploratory findings uncovered a main 

effect for Grid, F (1, 283) = 37.46, p < .001, eta = .34, Power > .99. Participants in general had 

significantly higher Anxiety Index scores on the self-rated grid (M = .196, SD = .024) than the 

average person grid (M = .187, SD = .028). In addition, a main effect for Group emerged, F (1, 

283) = 10.85, p = .001, eta = .19, Power = .91. The Anxious group scored significantly lower on 

the Anxiety Index score (M = .186, SE = .002) than the Nonanxious group (M = .195, SE = 

.002).   

Exploratory Findings from Research Questions 

The first exploratory question addressed differences in intensity and extremity scores 

related to OCD and anxiety-related constructs between two OC symptom types: high 
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washers/checkers versus low washers/checkers. Subjects who scored in the upper third of the PI-

WSUR washing (M = 20.45, SD = 7.40) and checking (M = 20.78, SD = 7.88) subscales 

comprised the High Washers/Checkers (n = 42). Those who scored in the lower third of the PI-

WSUR washing (M = .84, SD = .84) and checking (M = 1.63, SD = 1.05) subscales comprised 

the Low Washers/Checkers group (n = 43). Two independent sample t-tests were examined: the 

first on intensity and the second on element extremity. The groups did not differ on intensity or 

extremity, t(83) = .29, p = .98; t (83) = 1.57, p = .12.  

The second exploratory question addressed gender differences (males: n = 78; females n 

= 209) on the three measures (DASS-S, DASS-A, PI-WSUR). On the DASS-S, females (M = 

14.50, SD = 8.99) scored significantly higher than males (M = 11.10, SD = 8.27), t (285) = 2.92, 

p = .004, eta = .17. On the DASS-A, females (M = 4.10, SD = 3.75) and males (M = 3.22, SD = 

3.17) scored relatively the same, t (285) = 1.86, p = .07, eta = .11. Lastly, on the PI-WSUR, 

females (M = 25.30, SD = 20.28) and males (M = 20.30, SD = 20.53) score relatively the same, t 

(285) = 1.85, p > .05, eta = .11. However, in the last two cases these near significant results were 

accompanied by small effect sizes, suggesting a small trend for females to score higher than 

males on the DASS-A and PI-WSUR. 

The third exploratory question addressed the validity of the two grid measures – Anxiety 

Index and OCD Index. Both of these indices were examined on participants thought to exhibit 

high and low OCD symptoms, given this group is the focus of the present study. Subjects who 

scored in the lower 50% of the PI-WSUR scored a mean of 4.29, SD = 3.57 (n = 41), while those 

in the upper half scored a mean of 59.23, SD = 18.13 (n = 44). The upper 50% scored 

significantly higher on the self-rated OCD Index (M = .368, SD = .078) than the lower 50% (M = 

.334, SD = .072), t(83) = 2.08, p = .04, eta = .22, Power = .54. This group also scored 



58  

significantly higher on the average person OCD Index (M = .380, SD = .067) than the lower half 

(M = .342, SD = .074), t(83) = 2.50, p = .01, eta = .26, Power = .70. This latter finding is 

consistent with the positive correlation between the average person OCD Index and the PI-

WSUR (r = .13,  p < .05) However, the lower 50% OCD symptom group scored higher (near 

significance) on both the self-rated and average person Anxiety Index scores than the upper 50% 

OCD symptom group (p =  .07). This unpredicted finding is consistent with the negative, and 

significant correlations that were also unexpected between the self-rated Anxiety Index and all 

three anxiety measures (Table 1). 

 The last research question addressed whether any particular findings that distinguished 

the OCD symptoms group from the other groups were due in part to the severity of anxiety 

symptoms and not just the uniqueness of the symptoms. Because only the average person OCD 

Index demonstrated some ability to discriminate between the cluster analyzed groups, a 3 x 2 

ANCOVA (Group, Grid) was performed on average person OCD Index with the covariate 

DASS-S, which represents general anxiety or stress. Assumptions were adequately met 

(homogeneity of variance, covariance, etc.). When general anxiety was partialled out, the 

previous near significant main effect of Group (F (2,285) = 2.84, p = .06, eta = .14, Power = .56) 

became a somewhat weaker effect (F (2, 285) = 1.87, p = .16, eta = .11, Power = .38). The 

DASS-S, however, was not a significant covariate, F (1,285) = .35, p = .56. 

Individual Analysis of Self Repertory Grid Items 

 In order to analyze the individual constructs and their relationship with measures of 

negative affect, a correlation matrix was created (see Table 7). TAF and “thought is 

unacceptable” were modestly correlated with the OCD measure. More affectively charged 

constructs (i.e., guilt, fear, sense of responsibility, disgust) were correlated with the DASS-S 
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(positive trend for disgust). Specific constructs related to thought control (i.e., sense of 

responsibility, importance) were not correlated or negatively correlated with most measures of 

negative affect. Psychotophobia and social disapproval were negatively correlated with the OCD 

Index  and with the other negative affect scales. The two constructs, as expected, are highly 

correlated with the Anxiety index. There is a negative correlation between the OCD index and 

the Anxiety index. 
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Table 1 

Intercorrelations Between Negative Affect Variables and Grid Measures 
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N = 287 

DASS-D            
DASS-A .50***           
DASS-S .62*** .65***          

PI-WSUR .42*** .45*** .40**
*         

Self 
Intensity .05 .02 .04 .03        

Average 
Intensity .11 .01 .09 .08 .37**        

Self 
Element 
Extremity 

-.12* -.12* -.12* -.05 -.21*** -.05      

Average 
Element 
Extremity 

-.07 -.06 .02 .01 -.15* -.02 .52***     

Self OCD 
Index .06 .07 .11 .08 .40*** .05 -.52*** -.13*    

Average 
OCD Index .12* .12* .07 .13* .11 .20*** -.12 -.43*** .23***   

Self 
Anxiety 
Index 

-.20*** -.16** -.14* -.17** -.36** -.22** .46** .33*** -.21*** -.11  

Average 
Anxiety 
Index 

-.21*** -.18** -.08 -.19*** -.14* -.24*** .22*** .47*** .00 -.29*** .51*** 

*** p <=  .001 
**  p < .01 
*  p < .05 
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Table 2 

Structural Grid Measures by Group: Quartiles Algorithm 

 

Intensity Element 
Extremity OCD Index Anxiety Index 

 
 
 

Groups of 
Anxiety 

 
 
 

Self  Average  Self  Average Self  Average  Self  Average 

OCD M 1219.22 1354.45 1.72 1.56 .357 .364 .189 .179 
 SD 486.02 531.77 .35 .40 .076 .067 .023 .031 

Non-
OCD 

Anxious 
M 1213.43 1298.49 1.64 1.50 .360 .365 .189 .185 

 SD 575.79 683.42 .41 .41 .082 .056 .026 .030 
Non 

Anxious M 1170.19 1231.12 1.80 1.58 .345 .352 .200 .191 
 SD 486.79 495.12 .42 .35 .081 .067 .025 .029 

Total M 1200.99 1297.00 1.72 1.55 .354 .361 .193 .184 
  SD 510.70 566.46 .40 .39 .079 .064 .025 .031 
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Table 3 
 
Structural Grid Measures by Group: Cluster Analysis Algorithm 

 

Intensity Element 
Extremity OCD Index Anxiety Index 

 
 

Groups of 
Anxiety 

 
 
 

Self  Average  Self  Average Self  Average  Self  Average 

OCD M 1097.40 1383.31 1.69 1.51 .357 .379 .188 .171 
 SD 304.88 460.00 .38 .36 .071 .059 .027 .027 

Non-
OCD 

Anxious 
M 1296.30 1366.44 1.72 1.56 .366 .362 .193 .185 

 SD 528.63 557.60 .34 .36 .080 .061 .022 .028 
Non 

Anxious M 1145.17 1280.55 1.75 1.55 .344 .351 .200 .190 
 SD 526.56 571.18 .39 .38 .081 .067 .024 .027 

Total M 1185.05 1317.34 1.73 1.55 .352 .357 .197 .187 
  SD 511.84 556.15 .38 .37 .080 .065 .024 .028 
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Table 4 
 
Intercorrelations Between Negative Affect Variables and Structural Self Grid Indices for 

OCD Group 

   OCD N = 72      

  DASS-A DASS-S OCD OCD Index 
NonOCD 
 Index 

 
 Intensity Extremity 

         
OCD 0.18 -0.08      

OCD Index 0.14 0.14 0.08     

NonOCD Anxiety Index -0.02 -0.08 0.02 -0.30*    

Intensity 0.01 0.06 -0.15 0.36** -0.40**   

Extremity -0.10 -0.11 0.02 -0.46** 0.51** -.08  

         
** Correlation is significant at the 0.01 level (2-tailed).    

* Correlation is significant at the 0.05 level (2-tailed).    
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Table 5 
 
Intercorrelations Between Negative Affect Variables and Structural Self Grid Indices for 

Non OCD Anxiety Group 

 
 
   Non OCD Anxious N = 53  
  DASS-A DASS-S OCD OCD Index NonOCD         Intensity   Extremity 
      Index 
OCD 0.14 0.05      

OCD Index 0.05 0.12 -0.09     

NonOCD Anxiety Index -0.04 0.22 -0.20 -0.25    

Intensity -0.17 -0.04 0.19 0.35* -0.27   

Extremity -0.18 0.04 -0.04 -0.55* 0.53** -0.16  

       
*Correlation is significant at the 0.05 level     
**Correlation is significant at the 0.01 level  
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Table 6 
 
Intercorrelations Between Negative Affect Variables and Structural Self Grid Indices for 

Non Anxiety Group 

   Non Anxious N = 64  

  DASS-A DASS-S OCD 
OCD 
 Index 

NonOCD 
 Index           Intensity    Extremity

       
OCD 0.03 0.12      
OCD Index  -0.14 0.04 0.30*     
NonOCD Anxiety Index  -0.12 0.03 0 -0.23    
Intensity 0.02 -0.02 0.02 0.40** -0.34**   
Extremity 0.00 -0.12 -0.31* -0.59** 0.52** -0.35**  
       
*Correlation is significant at the 0.05 level     
**Correlation is significant at the 0.01 level     
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Table 7 
 
Correlation Table of Individual Items of Self Grid as they Related to Negative Affect 

Measures 

 
 

Items OCD 
Padua DASS-D DASS-A DASS-S OCD Index Anxiety 

Index 
Guilt(a) 0.08 0.05 0.06 0.12* 0.85** -0.21** 
Fear(b) 0.09 0.07 0.13* 0.15** 0.68** 0.09 

Disgust 0.08 0.07 0.08 0.10 0.83** -0.30** 
Responsible 0.09 0.04 0.09 0.15* 0.51** -0.06 
Must Control 

Thought 0.05 0.00 0.05 0.07 0.86** -0.19** 

TAF 0.11* 0.06 0.17** 0.13* 0.36** -0.25** 
Difficulty 
Accepting 0.12* 0.06 0.10 0.12* 0.88** -0.30** 

Psychotophobia -0.18** -0.13* -0.20** -0.14* -0.29** 0.77** 
Social 

Disapproval -0.15** -0.17** -0.19** -0.22** -0.67** 0.62** 

Importance -0.18** -0.16** -0.15* -0.19** -0.32** 0.41** 
**  Correlation is significant at the 0.01 level (1-tailed). 
*  Correlation is significant at the 0.05 level (1-tailed). 
(a)  Unshaded items were used to construct OCD Index 
(b)  Shaded items were used to construct Anxiety Index 
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CHAPTER 4 

DISCUSSION 

The present study explored the metacognitive appraisal process implicated in obsessive-

compulsive disorder. Subjects in three symptom groups (OCD, non-OCD anxiety, non-anxiety), 

classified by two different methods, were asked to rate elements (i.e., intrusive thoughts) through 

constructs related to OCD and to general anxiety (e.g., fear, guilt, disgust, thought-action fusion, 

etc.). They were assessed through a semiidiographic version of the Kelly Repertory grid. Both 

constructs and elements were supplied. Although few hypotheses were supported, exploratory 

analyses point to the role of social evaluation as an intricate part of obsessional and anxiety 

neuroses.  

Evaluation of Hypotheses 

The hypotheses were evaluated using independent variable groups created via quartiles 

and through cluster analysis. The use of two distinct methods of classifying these groups for 

analysis offered some significant advantages. First of all, quartile-created groups generated 

groups similar in size and statistically distinct from each other. Alternatively, the cluster analysis 

generated groups that differed more on the uniqueness (and not just severity) of anxiety 

symptoms without having to eliminate subjects. The findings from this study are strengthened by 

the fact that both sets of analyses supported (or failed to corroborate) the same basic results. 

The first four hypotheses were designed to assess the formal repertory grid indices (like 

intensity and element extremity) along the derived OCD and Anxiety Indices. In terms of 

validity, grid variables should be able to discriminate independent variables (e.g., Bannister et 
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al., 1971; Hewstone, Hooper, & Miller, 1981; Krauthauser, Bassler, & Potratz, 1994). It appears 

that only the average person OCD Index was helpful in discriminating between the three 

symptom groups. Intensity, extremity, and Anxiety Index scores were not helpful in this regard, 

although the first two variables yielded valuable information that will be discussed later.  

Therefore, the first hypothesis was not supported. It predicted significant differences in 

intensity scores between the two anxiety groups (with the OCD group scoring the highest). 

Results showed that participants in all three groups scored relatively the same on intensity 

scores.  In addition, the self-rated OCD Index failed to discriminate adequately between the OCD 

group and the non-OCD anxiety group (in fact, no differences were noted between any of the 

three groups). Therefore, the second hypothesis was not supported either. However, when 

subjects were grouped via the cluster analysis algorithm, the average person OCD Index was 

useful in discriminating the OCD group from the non-anxiety group, but not from the non-OCD 

anxiety group. 

The lack of differences in the degree of element tightness suggests that when individuals 

appraise their intrusions catastrophically, they might all (not just those with OCD) engage in 

thought control strategies. These thought control strategies are evident by the higher element 

extremity scores on the self-grid which will be discussed in hypothesis #6. Thought control 

strategies (like thought suppression) are adaptive, universal strategies designed for survival and 

social interaction processes (Wegner, Erber, &  Zanakos, 1993). Research has found that normal 

populations use thought suppression strategies and that intrusive thoughts appear to be a 

universal experience (e.g., Freeston et al., 1991; Rachman, 1998; Salkovskis, 1985). However, 

when participants were asked to appraise the intrusions of the average person, individuals with 

higher levels of OCD (cluster algorithm approach) and other anxiety symptoms attempted to 
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strongly control their thought processes. This is consistent with the literature that people with 

OCD use more worry thought control strategies and self-blame strategies for their intrusions than 

normals (Abramowitz, Whiteside, Kalsy, & Tolin, 2003; Amir, Cashman, & Foa, 1997). It is also 

an extension of Kelly’s (1955) theory that obsessionals construe their world very tightly, but 

perhaps even more so under social scrutiny. Rachman (1997, 1998) has explained that 

individuals with OCD, because of the disturbing nature of intrusions, often jump to negative 

conclusions about their personhood and character, and both carry important social implications.  

The third and fourth hypotheses examined the validity of the Anxiety Index. It 

demonstrated significant differences between the OCD and non-OCD anxiety groups (as stated 

in the second hypothesis) and between the OCD and non-anxiety (as stated in the third 

hypothesis). However, these difference were in the unpredicted direction; therefore, the 

hypotheses were unsupported. Not only did the index fail to discriminate between independent 

groups, but it failed to correlate well with standard assessment measures, which call the validity 

of the index into question (Adams-Webber, 1989). It was negatively, modestly, and significantly 

correlated with Lovibond and Lovibond’s (1995) Depression Anxiety Stress subscales and Burns 

et al.’s (1996) OCD Padua Inventory – Washington State University Revision (PI-WSUR) scale. 

The failure to demonstrate the concurrent validity of the Anxiety Index may have resulted from 

poor content validity, (i.e., it was not broad enough to assess all of the components of the 

construct to be measured.) It is possible that participants may have construed the thoughts too 

tightly along poles associated with social anxiety, and were not prompted to think of general 

neuroticism 

According to the Diagnostic and Statistical Manual of Mental Disorders, 4th edition Text 

Revision, criteria for social anxiety disorder include recognized excessive fears that an individual 
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may act in a humiliating or embarrassing way under perceived social scrutiny (American 

Psychiatric Association, 2000). These criteria are related to the three constructs measured by the 

index: fear, social approval, and psychotophobia. The Anxiety Index may have tapped into 

thought control strategies designed to compensate for a social identity that may be perceived as 

vulnerable (Abramowitz, Dorfan, & Tolin, in press; Trower, Gilbert, & Sherling, 1990). The 

function of these strategies would be to create a positive impression for others, because it is 

difficult for the participants to admit that they have such disturbing thoughts. The index, 

therefore, seems to be a measure of  “faking good,” or positive impression strategies, which 

would look like very low levels of anxiety. This would explain why the index correlates 

negatively with standardized measures of negative affect (Table 1).  

 The fourth hypothesis further examined the validity of the OCD Index. The hypothesis 

was not supported. It predicted that participants in the OCD group would have a higher OCD 

Index than participants in the non-anxiety group. Again, the self-rated OCD Index failed to 

demonstrate differences between the two groups, but the average person OCD Index via the 

cluster analysis algorithm showed significant differences in the hypothesized direction. Again, 

individuals with or without OCD may be prompted to engage in thought control strategies, but 

people with high levels of OCD under social scrutiny (prompted by ratings from the average 

grid) appear to use excessive strategies (Abramowitz, Whiteside, Kalsy, & Tolin, 2003; Amir, 

Cashman, & Foa, 1997). 

The fifth, sixth, seventh, and eighth hypotheses examined the self and average person 

grid differences in relationship to the construction of intrusive thoughts. The fifth hypothesis was 

not supported because it predicted that all participants would score higher on intensity on the 

self-rated grid than the average person grid, and that an interaction would occur whereby the 
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OCD participants would demonstrate the highest discrepancy. When assessed across individual 

groups, only the OCD group (when classified by quartiles) rated the average grid more tightly 

than the self-rated grid, although the other groups demonstrated nonsignificant differences in the 

right direction. Average ratings represent a manifestation of the predicted rigidity. In the self 

grid, it is possible that OCD participants were trying to demonstrate that they are not as rigid in 

their own thinking. Repertory grids, unlike standard assessments, operate as interventions in 

which they demand that the participant organize and present responses in a new way (K. Sewell, 

personal communication, September 3, 2002). Participants may have engaged in a metacognitive 

strategy designed to show that (in contrast to the average person) they are not rigid in their 

thinking style.  

According to part of the sixth hypothesis, participant did have higher element extremity 

scores on the self-rated grid than on the average person grid. Although participants may be trying 

to give a slightly more positive picture in their thinking style, they can only manipulate the 

presentation of their construct system to some degree. The extremeness of the ratings, suggestive 

of the rigid pathology of the rater (Feixas et al., 1992; Hamilton, 1968), demonstrated that 

intrusive thoughts highlight some dysfunction in the construal of their own construct systems. 

More than likely, participants are using thought control strategies like suppression or 

rationalization. This failure in mental control is becoming apparent in this dysfunction, and may 

lead to a rebound effect of the undesired thought (Wegner, Erber, and Zanakos, 1993). These 

grid differences seem to point to the very process that is involved in the maintenance of 

obsessions: participants eventually lose control of their suppressing strategies and the undesired 

thought rebounds into an obsession. 
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 The seventh and eight hypotheses also failed to obtain support. The former stated that 

participants in the OCD group would show the greatest disparity on OCD Index scores between 

the two grids (self versus average). The latter stated that participants in the non-OCD anxiety and 

OCD groups would show a greater Anxiety Index score disparity between the grid types (with 

the self-rated grid having the higher Anxiety Index) than would the non-anxiety comparison 

group. With regards to the latter hypothesis, the three constructs designed to assess general 

anxiety (fear, psychotophobia, and social approval) failed to uncover differences between the 

two grids; these results may be due to the poor validity concerns and positive impression 

management strategies as discussed above (hypotheses #3 and #4). 

Because the former hypothesis was not corroborated, this may suggest that OCD 

individuals, just as their non-OCD counterparts, construe intrusive thoughts rigidly regardless of 

the attributed source (self versus average). However, this rep grid presentation is inconsistent 

with the finding that OCD subjects (and non-OCD subjects) appraise their own thoughts in more 

extreme manners than they appraise thoughts of others. More than likely, the OCD individuals 

(just as those with social anxiety) are using thought control strategies to compensate for a social 

identity that may be perceived as vulnerable as well (Abramowitz, Dorfan, & Tolin, in press; 

Trower, Gilbert, & Sherling, 1990). They are invested in showing that their intrusive thoughts 

are just as “normal” as those of the average person, and yet they are clearly disturbed by them.  

The positive impression style of the OCD individuals may be a manifestation of a thought 

control strategy. According to Wegner et al.’s (1993) ironic processing theory, attempts to 

control thoughts will backfire. When thought control strategies are activated (like thought 

suppression), a watchdog system searches for signs of failure in mental control. Signs of failure 

in thought control are evident in high OCD individuals (cluster analysis algorithm), given that 
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they scored higher on the OCD Index than the nonanxious individuals on the average grid. The 

implication of such findings is that OCD individuals use excessive thought control strategies in 

comparison to those used by normals. The use of excessive thought control among OCD 

individuals is consistent with findings from the literature (Abramowitz, Whiteside, Kalsy, & 

Tolin, 2003; Amir, Cashman, & Foa, 1997). 

Interpretation of Item Patterns of the OCD Index in relation to the Padua 

After examining the pattern of item correlations (ten constructs) in the self grid, there appear 

to be three overlapping constellations reflected by the OCD index: metacognitive beliefs, 

affectively charged constructs, and thought control strategies (see Table 7).  In the first 

constellation, two specific dysfunctional beliefs are positively and modestly related to the OCD 

measure (TAF, thought is unacceptable). Individuals with such beliefs equate their “bad” 

thoughts with performing a bad action, and therefore consider these thoughts unacceptable. 

These beliefs have been theorized to initiate and maintain obsessions (e.g., Rachman, 1997; 

1998) and are consistent with the general findings of the present study.  

The second constellation includes affectively charged states co-occurring with the 

metacognitive distortions. These affective states (i.e., guilt, fear, sense of responsibility, disgust) 

are all correlated with a measure of general stress and anxiety (DASS-S; there is a nonsignificant 

trend for disgust). They appear to capture general neuroticism, not just OCD. These seven 

constructs may be good candidates for creating a general neurotic index for future research. This 

neurotic constellation, which made up the majority of the OCD index, may help explain why the 

index failed to distinguish between OCD and nonOCD Anxiety groups. 

The third constellation reflects constructs related to thought control strategies. Previous 

literature has indicated that individuals use a variety of thought control methods to reduce 
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intrusive thoughts (e.g., reappraisal, distraction, worry, punishment) and that they switch 

strategies quite often (Abramowitz, Whiteside, Kalsy, & Tolin, 2003; Amir, Cashman, & Foa, 

1997).  In a grid, slot-rattling between constructs may represent an instability in the use of 

control strategies in a construct system. According to Kelly (1955), individuals who slot rattle 

move from one extreme of a bipolar construct to another. This instability could represent an 

ambitent coping style designed by the individual to reduce intrusive thoughts. At times, one or 

more of these strategies (e.g., punishment) may fail or actually succeed in suppressing the 

thoughts. Therefore, these strategies are poor predictors of anxious responses to the intrusions. 

For example, at one time an individual may use a punishment strategy until perhaps Wegner et 

al.’s (1993) “watch dog” is unleashed, and then the individual may reverse strategies and use 

distraction. Perhaps this very process is captured by the lack of significant correlations between 

constructs related to a punishment strategy (sense of responsibility, importance, which are both 

subsumed under “must control thought”) and most measures of negative affect. It also may 

explain the lack of significant correlations between affectively charged states (i.e., guilt, fear, 

sense of responsibility, disgust) and the OCD measure. As strategies change, emotional 

responses to each strategy will vary accordingly, depending on the success of the strategy and the 

state of the “watchdog” system. 

Interpretation of the Item Patterns of the Anxiety Index in relation to DASS 

The findings related to the constructs used to create the Anxiety index appear to confirm a 

basic conclusion of the present study: subjects are engaging in a positive impression 

management (PIM) style. Both psychotophobia and social disapproval are negatively correlated 

with the negative affect measures and with the OCD index (interestingly enough, the OCD index 

is positively correlated with the nonspecific “fear” construct of the Anxiety index). More than 
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likely, the two constructs are priming a suppression effect and may reflect the very process of 

mental control. These thought strategies are used universally for survival and social interaction 

processes (Freeston et al., 1991; Rachman, 1997, 1998; Wegner et al., 1993). These two 

constructs in particular carry social implications, which prime subjects again to use thought 

control to create a positive impression. This may explain why the OCD index is negatively 

correlated with the Anxiety index in general. The constructs discussed previously in the third 

constellation might serve as a better Anxiety index, because they tend to consistently predict 

neurotic themes.  

Summary of Findings from both Sets of Analyses: Grid Measures 

Both sets of analyses revealed similar findings: the first using the quartile algorithm (QA) 

and the second the cluster analysis algorithm (CA). First of all, both analyses supported part of 

hypothesis #6: participants in general (and incidentally by group) had higher element extremity 

scores on the self-rated grid than on the average person grid. They both demonstrated that 

participants (in general) scored lower on intensity on the self-rated grid than the average person 

grid. They both showed that participants in the anxiety groups scored significantly lower on the 

self-rated Anxiety Index than participants in the non-anxiety group (most likely due to thought 

control strategies in social anxiety; Abramowitz, Dorfan, & Tolin, in press). The self-rated OCD 

Index failed to distinguish between the OCD group and the non-OCD anxiety groups via both 

sets of analyses.  

However, two noteworthy differences emerged from the analyses. The QA showed that 

OCD subjects alone scored lower on intensity on the self-rated grid versus the average person 

grid. The CA found no differences between the intensity levels of the OCD and non-OCD 

subjects across grids. Only the CA found differences in the OCD Index between the OCD group 



76  

and the nonanxious group. The very reason two algorithms were used in the present study is 

because there is a tricky balance to reach when one creates an OCD group and a non-OCD group 

that differ in the uniqueness and/or severity of anxiety symptoms. Possible reasons for this are 

the presence or absence of comorbid anxiety disorders in the groups; for example, individuals 

with posttraumatic stress disorder may have been included in either the OCD or non-OCD group, 

depending on their level of distress. Therefore, interpretations from the present study that 

contrast OCD and their non-OCD anxiety counterparts should be done carefully. The main 

findings of the present study point to differences between nonanxious and anxious individuals 

(particularly those with a propensity toward obsessional thought content).  

Evaluation of Research Questions 

The first research question addressed differences in intensity and extremity scores related 

to OCD and anxiety-related constructs between two OC symptom types: high washers/checkers 

versus low washers/checkers. Participants scoring in the upper and lower quartiles of both the 

washing and checking subscales of the PI-WSUR were classified into two corresponding groups. 

No differences were observed on intensity or extremity scores. OCD subjects who had the more 

common washing and checking compulsions demonstrated the same level of tightness, rigidity, 

and relative degree of personal significance than those who did not. OCD individuals with less 

common compulsions may be just as prone to engage in the same metacognitive distortions 

mentioned by Rachman (1997, 1998) and Salkovskis  (1985, 2000) than those with washing and 

checking rituals.  They may engage in more idiosyncratic compulsions than their counterparts. 

 The second question asked what role gender played in the investigation of OCD. The 

present study examined gender differences on the three subscales of the DASS (Depression 

Anxiety Stress Scale; Lovibond & Lovibond, 1995) and Burns’ (1995) OCD Padua Inventory – 
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Washington State University Revision (PI-WSUR) scale. Females scored significantly higher on 

the measure of general stress (DASS-S) but only nonsignificant trends in the same direction were 

noted for panic (DASS-A) and OCD (Padua Inventory – Washington State University Revision, 

or PI-WSUR). Most of the literature has demonstrated that the onset of OCD occurs later in 

women than in men, ages 23-26 versus 20-21 (e.g., Burke et al., 1990; Castle et al., 1995; Lensi 

et al., 1996; Noshirvani et al., 1991).  In the present study, the mean age of women and men was 

21 and 22 years respectively. The absence of an age confound suggests that a subset of women 

have been suffering from prodromal or premorbid symptoms of OCD, which currently manifest 

themselves as high levels of general anxiety. Fitzgibbons and Raush (2001) noted that a similar 

obsessional-worry cycle found in OCD is often present in generalized anxiety disorder, in which 

avoidance behaviors strengthen obsessional worry by providing anxiolytic relief. This subset of 

highly anxious women may explain why females on average scored higher than men on general 

anxiety.  

The third question asked if the derived indices produced significant differences between 

individuals scoring in the upper and lower half of the OCD symptom group. This question is 

designed to further examine the validity of two grid indices (i.e., OCD Index and Anxiety Index). 

The OCD Index discriminated between participants belonging to High and Low OCD symptom 

groups classified by the PI-WSUR via quartiles. The Index also was modestly and significantly 

correlated with the PI-WSUR (r = .13, p < .05). This modest correlation is consistent with the 

literature in that a highly responsible cognitive set predicts obsessive-compulsive symptoms 

(e.g., Freeston, 1992; Rheaume et al., 1993; Mancini, D’Olimpio, & D’Ercole, 2002). However, 

the Anxiety Index failed to produce differences between the groups, again suggestive of its 

questionable validity. 
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 The last research question asked whether significant findings attributable to the OCD 

group were due to true symptom uniqueness or simply a higher degree of anxiety symptoms in 

general. The only finding that demonstrated differences in the groups was the average person 

OCD Index. When general anxiety was partialled out, the near significant main effect of Group 

on average person OCD Index became weaker; however the covariate itself was not signficant. 

Therefore, it suggests that the metacognitive strategy implicated by the average person OCD 

Index are used by individuals who have a general neurosis and an obsessional neurosis. This 

index, as will be discussed in the limitations and future research section, may prove to be a good 

index of both. 

Clinical Applications 

The primary finding of the present study is that an evaluative social component plays a 

dominant role in both obsessional and neurotic anxiety disorders. It appears that it is through 

social cognitive biases that metacognitive strategies are used to maintain anxiety. These findings 

are consistent with a biopsychosocial model of OCD and anxiety disorders in general in which 

social aspects have strong links to organic and psychogenic factors. Of primary concern is a 

distorted cognitive set in which anxious individuals may perceive themselves to be very different 

from an imagined other or average person. The shame of having an anxiety disorder may have a 

direct impact on how anxious individuals construe their unwanted thoughts. 

This self-preoccupation of anxious individuals, along with the need to compare 

themselves to others, is consistent with what the literature has uncovered about individuals with 

anxiety disorders. First of all, such individuals experience a marked level of intrusiveness about 

their anxiety disorder across many areas of their life such as health, work, finances, family 

relations, social support, and self- expression, higher than individuals with bipolar disorder and 
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rheumatoid arthritis (Anthony et al., 1998). In addition, they are highly sensitive to somatic cues 

associated with their anxiety and are so highly focused on these cues they disturb themselves 

even further (Cox, Borger, & Enns, 1999; Ellis, 1994; Frankl, 1973). Lastly, anxious individuals 

have noted their preoccupation with their abnormalities in idiographic measures like a narrative 

(e.g., O’Neill, 1999). 

This hyper-reflection, or excessive self-focus, may be a part of what Ellis (1994) referred 

to as a secondary disturbance. It is the proclivity to add more emotional distress to a primary 

malady. This secondary disturbance may explain why highly anxious individuals engage in 

maladaptive thinking. Specifically, it is likely that they demand that they should not or must not 

have an anxious disposition, perhaps comparing themselves to what they think is normal, and 

criticize themselves for their perceived inferiority. They exhibit classic characteristics of what 

Horney (1937) called the neurotic personality of our time, typified by rationalization, denial, and 

an excessive need for approval. The fact that participants tried to paint themselves in a positive 

light, while clearly experiencing a breakdown in the construction of their own construct system, 

points to these defensive strategies.  

Therefore, behavioral experiments and the use of the Socratic dialogue can be used to 

help clients develop more adaptive beliefs about social scrutiny related to having an anxiety 

disorder (Beck & Emery, 1985). Ellis (1994a) has recommended shame-attacking exercises 

designed to inoculate clients to social scrutiny. The client is told to engage in potentially 

shameful, but non-harmful activities in public and to ask for feedback from others, which proves 

to be innocuous. This could be used to help clients confront their fear that others will disapprove 

of them because of their anxiety. In addition, therapists may wish to help clients develop a 

philosophy of unconditional self-acceptance (Ellis, 1994). Clients can be taught to stop 
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evaluating their self-worth based on unsatisfactory behavior (e.g., making themselves anxious) or 

the opinions of other people, and instead focus on improving behaviors rather than deprecating 

their personhood.  

Finally, interventions targeted to normalize the anxiety or attribute it to an external factor 

also may prove useful. This may explain why part of the success to Schwartz’s (1996) approach 

to treatment for OCD involves teaching alternate constructions to patients to account for their 

symptoms (e.g., I have this obsession simply because I have OCD). Any alternate construction of 

the disorder that is less ego-daming may help the patient (e.g., everyone experiences anxiety at 

one time or another; I have anxiety but I am not my anxiety). This is consistent with Frankl’s 

(1973) successful use of dereflection as a means to stop focusing on the self, and also with 

Kelly’s (1955) clinical insights that the creation of more adaptive alternate constructions can 

facilitate therapeutic progress.  

Study Limitations and Future Research 

The first limitation of study to be addressed is the heterogeneity of the OCD group. 

Although both sets of analyses created three distinct groups, no attempt was made to exclude 

subjects with other disorders that included intrusive thoughts or sensations (e.g., posttraumatic 

stress disorder or panic disorder) from the OCD group. Fifty-three participants reported that they 

were currently experiencing distress associated with a trauma that occurred in their past, and five 

reported suffering from more than one trauma at the time. Such psychiatric overlap may have 

masked potentially important cognitive distinctions between the three groups.  In fact, some 

researchers have now proposed that individuals with posttraumatic stress disorder use similar 

metacognitive strategies to those used by OCD individuals to reduce their intrusive thoughts as 
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well (Steil & Ehlers, 2000).  Future study on metacognition, therefore, will need more 

homogenous clinical groups.  

Secondly, the generalizability of the study is limited because the “OCD group” was not 

clinically diagnosed with OCD. Both methods of classifying participants yielded OCD groups 

with clinically significant symptoms via the PI-WSUR in comparison to the Burns et al. (1996) 

study. However, the comparison sample from the Burns et al. (1996) study was based on only 15 

OCD patients. Future research may want to use the original, lengthier Padua measure by Sanavio 

(1988) that has been cross-validated with numerous clinical and non-clinical samples. 

Additionally, structured interviews like the Anxiety Disorders Interview Schedule-Revised have 

proven useful in the clinical diagnosis of anxiety disorders (Dinardo & Barlow, 1988). 

Sensitivity to the delayed onset of OCD in women also needs to be taken into consideration 

when creating an OCD group.  

Also, order effects may have affected the response set of the participants. Subjects may 

have suffered from fatigue effects when completing the second grid. Next, the repertory grid 

indices need to be adjusted and improved given some of the validity problems noted. Although 

the OCD Index appears to be the most valid of these used here, it was not specific enough to 

discriminate OCD from other non-OCD anxiety. This may be due to the fact that the OCD Index 

is in reality a general anxiety index that is sensitive to worries and obsessions. The seven core 

constructs, although identified in OCD, may be part of a neurotic cluster found in many anxiety 

disorders. A true OCD Index may need to focus on more specific core constructs like 

responsibility and personal importance. Some theorists like Salkovskis (1985) believe that 

inflated responsibility is the primary cognitive distortion implicated in the OCD. In additional the 
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role of personal importance, which may contain a social evaluative component, also may prove 

useful to use in a future OCD index (Rachman, 1997). 

Finally, a future study may want to take the idiographic methods even further by using 

supplied elements and elicited, not supplied, constructs. The sample would consist of clinically 

diagnosed OCD individuals and non-OCD anxiety counterparts. The OCD sample will need to 

meet some minimum exclusion criteria, such as the absence of co-morbid posttraumatic stress 

disorder and panic disorder. Given that religion, sex, and harm are the common themes of 

obsessions (Rachman 1997, 1998), these three domains should be included as supplied elements. 

However, the elicited constructs may reveal information about the appraisals unique to OCD 

individuals, given that little differences were noted across the OCD and non-OCD anxiety 

disorders in the present study. The formal rep grid measures like intensity and extremity should 

be used, along with an improved anxiety/OCD index, following the recommendations above.  

One hypothesis of the study would be that OCD individuals would have tighter elicited 

(not supplied) constructs than both the non-OCD anxious individuals and nonanxious. However, 

rep grid indices on the average person grid (in contrast to the self grid) will once again reflect 

tight constructions, given that social scrutiny primes thought control strategies. The use of the 

two grids, self versus average, could be followed by an open-ended question such as, “Who did 

you imagine this average person to be?” The answers to this question may provide important 

clues about the specific social domains that are likely to prompt metacognitive strategies.  

Summary and Conclusions 

Although the present study failed to corroborate many of the hypotheses, it highlighted 

the link between metacognitive and social evaluation strategies used by anxious individuals. The 

OCD Index, which appears to be a general predictor of neuroticism (which is sensitive to worries 
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and obsessions), discriminated between the anxious and nonanxious participant but only through 

differences obtained between from the self versus average person grid. The self-rated OCD Index 

also predicted symptomatology whereas the average person OCD Index was correlated with the 

PI-WSUR and the DASS-A. The Anxiety Index discriminated the anxious from the nonanxious, 

but in the opposite direction. Most likely, it suffered from poor construct or content validity. The 

other two rep grid variables, intensity and extremity, were illuminative in demonstrating how 

intrusive thoughts can predict dysfunction in the construal of one’s own construct systems, but 

were not helpful in discriminating the groups.  

This study also demonstrated that semiidiographic methods like the repertory grid can be 

useful tools in the study of disorders like OCD that have relied on traditional, investigator-biased 

nomothetic methods (O’Neill, 1999). Not only can they gather information that is less sensitive 

to group means, but they can operate as interventions in themselves that force the participants to 

organize their information in a new way. In a semiidiographic approach, the instrument is 

sensitive to quantitative data and to the very meaning-making process employed. This process, as 

evidenced by the present study, can highlight cognitive strategies that may be difficult to identify 

via traditional quantitative assessment methods. 



84  

 

APPENDIX A 

OBSSESIVE COMPULSIVE REPERTORY GRID 
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APPENDIX A: OCD REPERTORY GRIDS 

Imagine that you have the following thoughts “pop out of nowhere” during the course of the day. 
Please rate each thought on each of the ten dimensions. Remember, you are rating the thought 
not the behavior. Please do not take too long on each item. 
To rate an item, circle the corresponding number. For example, if you were rating your friend on 
the dimension “nice” vs. “mean,” you might rate this person as a “1.” 
 

Nice 1 2 3 4 5 6 Mean 
 
If you were rating an enemy, you might rate this person as a “6,” while an acquaintance might 
get a “3” or a “4”. Use the same rating strategy for the following items. 
 
1. You are enjoying the company of your best friend and his/her significant other at a get 
together. Suddenly out of nowhere you have the thought of having an affair with the significant 
other.  
 

Not at all guilty  1 2 3 4 5 6 Having this thought would make me feel very guilty 
Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 

Not at all disgusting 1 2 3 4 5 6 Having this thought would make me feel totally disgusting 
Having this thought is my fault 1 2 3 4 5 6 Not at all my fault 

I can allow myself to have this thought 1 2 3 4 5 6 I must make the thought go away 
Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 

Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  
No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 

Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 
Means nothing about my character 1 2 3 4 5 6 Having this thought means a lot about my character  

 
2. You are walking underneath a bridge and find a wallet with a lot of money in it. Suddenly out 
of nowhere you have a thought of taking the money, dropping the wallet, and spending it on 
yourself. 
  

Not at all guilty  1 2 3 4 5 6 Having this thought would make me feel very guilty 
Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 

Not at all disgusting 1 2 3 4 5 6 Having this thought would make me feel totally disgusting 
Having this thought is my fault 1 2 3 4 5 6 Not at all my fault 

I can allow myself to have this thought 1 2 3 4 5 6 I must make the thought go away 
Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 

Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  
No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 

Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 
Means nothing about my character 1 2 3 4 5 6 Having this thought means a lot about my character  

Remember, you are rating the thought, not the behavior. 
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3. Your neighbor has a loud barking dog. Suddenly out of nowhere, you have the thought that 
you should start going out at 3 in the morning and making the dog bark until the neighbor wakes 
up like everyone else in the neighborhood. 
 

Not at all guilty  1 2 3 4 5 6 Having this thought would make me feel very guilty 
Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 

Not at all disgusting 1 2 3 4 5 6 Having this thought would make me feel totally disgusting 
Having this thought is my fault 1 2 3 4 5 6 Not at all my fault 

I can allow myself to have this thought 1 2 3 4 5 6 I must make the thought go away 
Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 

Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  
No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 

Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 
Means nothing about my character 1 2 3 4 5 6 Having this thought means a lot about my character  

 
4. You are alone at church or at a place of worship. Suddenly out of nowhere you have a thought 
of cursing and blaspheming God. 
 

Not at all guilty  1 2 3 4 5 6 Having this thought would make me feel very guilty 
Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 

Not at all disgusting 1 2 3 4 5 6 Having this thought would make me feel totally disgusting 
Having this thought is my fault 1 2 3 4 5 6 Not at all my fault 

I can allow myself to have this thought 1 2 3 4 5 6 I must make the thought go away 
Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 

Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  
No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 

Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 
Means nothing about my character 1 2 3 4 5 6 Having this thought means a lot about my character  

 
5. You are meeting with your boss in his or her office. Suddenly out of nowhere you have the 
thought of having sex with this person right then and there.  
 

Not at all guilty  1 2 3 4 5 6 Having this thought would make me feel very guilty 
Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 

Not at all disgusting 1 2 3 4 5 6 Having this thought would make me feel totally disgusting 
Having this thought is my fault 1 2 3 4 5 6 Not at all my fault 

I can allow myself to have this thought 1 2 3 4 5 6 I must make the thought go away 
Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 

Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  
No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 

Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 
Means nothing about my character 1 2 3 4 5 6 Having this thought means a lot about my character  

Remember, you are rating the thought, not the behavior. 
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6. You are driving your car along your usual path home. Suddenly out of nowhere you have the 
thought that you may have run someone over. 
 

Not at all guilty  1 2 3 4 5 6 Having this thought would make me feel very guilty 
Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 

Not at all disgusting 1 2 3 4 5 6 Having this thought would make me feel totally disgusting 
Having this thought is my fault 1 2 3 4 5 6 Not at all my fault 

I can allow myself to have this thought 1 2 3 4 5 6 I must make the thought go away 
Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 

Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  
No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 

Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 
Means nothing about my character 1 2 3 4 5 6 Having this thought means a lot about my character  

 
7. You are praying, meditating, or sitting in contemplation. Suddenly out of nowhere you have a 
very unwholesome thought that runs counter to your spiritual values.  
 

Not at all guilty  1 2 3 4 5 6 Having this thought would make me feel very guilty 
Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 

Not at all disgusting 1 2 3 4 5 6 Having this thought would make me feel totally disgusting 
Having this thought is my fault 1 2 3 4 5 6 Not at all my fault 

I can allow myself to have this thought 1 2 3 4 5 6 I must make the thought go away 
Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 

Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  
No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 

Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 
Means nothing about my character 1 2 3 4 5 6 Having this thought means a lot about my character  

 
8. A department store is having a sidewalk sale. There is a jacket that you really like and no one 
is around. Suddenly out of nowhere you have the thought that you could just take it and walk 
away.  
 

Not at all guilty  1 2 3 4 5 6 Having this thought would make me feel very guilty 
Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 

Not at all disgusting 1 2 3 4 5 6 Having this thought would make me feel totally disgusting 
Having this thought is my fault 1 2 3 4 5 6 Not at all my fault 

I can allow myself to have this thought 1 2 3 4 5 6 I must make the thought go away 
Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 

Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  
No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 

Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 
Means nothing about my character 1 2 3 4 5 6 Having this thought means a lot about my character  

Remember, you are rating the thought, not the behavior. 
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9. You are walking along an empty park and you meet a young child. Suddenly out of nowhere 
you have a thought of pushing the child down.  
 

Not at all guilty  1 2 3 4 5 6 Having this thought would make me feel very guilty 
Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 

Not at all disgusting 1 2 3 4 5 6 Having this thought would make me feel totally disgusting 
Having this thought is my fault 1 2 3 4 5 6 Not at all my fault 

I can allow myself to have this thought 1 2 3 4 5 6 I must make the thought go away 
Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 

Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  
No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 

Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 
Means nothing about my character 1 2 3 4 5 6 Having this thought means a lot about my character  

 
10. You are in line at the ice-cream shop. After telling the clerk what flavor you wanted, you 
suddenly worry that he or she heard you wrong and you'll be stuck with a flavor you don't like.  
 

Not at all guilty  1 2 3 4 5 6 Having this thought would make me feel very guilty 
Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 

Not at all disgusting 1 2 3 4 5 6 Having this thought would make me feel totally disgusting 
Having this thought is my fault 1 2 3 4 5 6 Not at all my fault 

I can allow myself to have this thought 1 2 3 4 5 6 I must make the thought go away 
Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 

Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  
No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 

Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 
Means nothing about my character 1 2 3 4 5 6 Having this thought means a lot about my character  
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Now you will answer the same set of items as you believe the “average” person might respond. 
You may want to think about how you are alike or different from the average person. It’s fine if 
you consider yourself to be like the “average” person, but please do not use the identical rating 
strategy that you used before. Remember, once again, with each item you are not rating the 
behavior, just the thought. 
 
1. This person is enjoying the company of his/her best friend and significant other at a get 
together. Suddenly out of nowhere this person has the thought of having an affair with the 
significant other. 
 
The Average Person would rate: 

Not at all guilty  1 2 3 4 5 6 Having this thought would make this person feel very 
guilty 

Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 
Not at all disgusting 1 2 3 4 5 6 Having this thought would make this person feel totally 

disgusting 
Having this thought is this person’s fault 1 2 3 4 5 6 Not at all this person’s fault 
The person can allow himself/herself to 

have this thought 1 2 3 4 5 6 This person must make the thought go away 

Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 
Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  

No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 
Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 

Means nothing about this person’s 
character 1 2 3 4 5 6 Having this thought means a lot about this person’s 

character  
 
 
2. This person is walking underneath a bridge and finds a wallet with a lot of money in it. 
Suddenly out of nowhere this person has a thought of taking the money, dropping the wallet, and 
spending it on himself/herself. 
 
 The Average Person would rate: 

Not at all guilty  1 2 3 4 5 6 Having this thought would make this person feel very 
guilty 

Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 
Not at all disgusting 1 2 3 4 5 6 Having this thought would make this person feel totally 

disgusting 
Having this thought is this person’s fault 1 2 3 4 5 6 Not at all this person’s fault 
The person can allow himself/herself to 

have this thought 1 2 3 4 5 6 This person must make the thought go away 

Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 
Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  

No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 
Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 

Means nothing about this person’s 
character 1 2 3 4 5 6 Having this thought means a lot about this person’s 

character  
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Remember, you are rating the thought, not the behavior. 
 
 
3. This person’s neighbor has a loud barking dog. Suddenly out of nowhere, the person has the 
thought that he or she should start going out at 3 in the morning and making the dog bark until 
the neighbor wakes up like everyone else in the neighborhood. 
 
The Average Person would rate: 

Not at all guilty  1 2 3 4 5 6 Having this thought would make this person feel very 
guilty 

Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 
Not at all disgusting 1 2 3 4 5 6 Having this thought would make this person feel totally 

disgusting 
Having this thought is this person’s fault 1 2 3 4 5 6 Not at all this person’s fault 
The person can allow himself/herself to 

have this thought 1 2 3 4 5 6 This person must make the thought go away 

Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 
Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  

No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 
Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 

Means nothing about this person’s 
character 1 2 3 4 5 6 Having this thought means a lot about this person’s 

character  
 
 
4. This person is alone at church or at a place of worship. Suddenly out of nowhere this person 
has a thought of cursing and blaspheming God. 
 
The Average Person would rate: 

Not at all guilty  1 2 3 4 5 6 Having this thought would make this person feel very 
guilty 

Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 
Not at all disgusting 1 2 3 4 5 6 Having this thought would make this person feel totally 

disgusting 
Having this thought is this person’s fault 1 2 3 4 5 6 Not at all this person’s fault 
The person can allow himself/herself to 

have this thought 1 2 3 4 5 6 This person must make the thought go away 

Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 
Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  

No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 
Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 

Means nothing about this person’s 
character 1 2 3 4 5 6 Having this thought means a lot about this person’s 

character  
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Remember, you are rating the thought, not the behavior. 
 
 
5. This person is meeting with the boss in his or her office. Suddenly out of nowhere this person 
has the thought of having sex with the boss right then and there.  
 
The Average Person would rate: 

Not at all guilty  1 2 3 4 5 6 Having this thought would make this person feel very 
guilty 

Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 
Not at all disgusting 1 2 3 4 5 6 Having this thought would make this person feel totally 

disgusting 
Having this thought is this person’s fault 1 2 3 4 5 6 Not at all this person’s fault 
The person can allow himself/herself to 

have this thought 1 2 3 4 5 6 This person must make the thought go away 

Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 
Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  

No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 
Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 

Means nothing about this person’s 
character 1 2 3 4 5 6 Having this thought means a lot about this person’s 

character  
 
 
6. This person is driving his/her car along the usual path home. Suddenly out of nowhere this 
person has the thought that he/she may have run someone over. 
 
The Average Person would rate: 

Not at all guilty  1 2 3 4 5 6 Having this thought would make this person feel very 
guilty 

Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 
Not at all disgusting 1 2 3 4 5 6 Having this thought would make this person feel totally 

disgusting 
Having this thought is this person’s fault 1 2 3 4 5 6 Not at all this person’s fault 
The person can allow himself/herself to 

have this thought 1 2 3 4 5 6 This person must make the thought go away 

Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 
Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  

No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 
Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 

Means nothing about this person’s 
character 1 2 3 4 5 6 Having this thought means a lot about this person’s 

character  
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Remember, you are rating the thought, not the behavior. 
 
7. This person is praying, meditating, or sitting in contemplation. Suddenly out of nowhere this 
person has a very unwholesome thought that counters his/her spiritual values.  
 
The Average Person would rate: 

Not at all guilty  1 2 3 4 5 6 Having this thought would make this person feel very 
guilty 

Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 
Not at all disgusting 1 2 3 4 5 6 Having this thought would make this person feel totally 

disgusting 
Having this thought is this person’s fault 1 2 3 4 5 6 Not at all this person’s fault 
The person can allow himself/herself to 

have this thought 1 2 3 4 5 6 This person must make the thought go away 

Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 
Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  

No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 
Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 

Means nothing about this person’s 
character 1 2 3 4 5 6 Having this thought means a lot about this person’s 

character  
 
 
8. A department store is having a sidewalk sale. There is a jacket that this person really likes and 
no one is around. Suddenly out of nowhere this person has the thought that he/she could just take 
it and walk away.  
 
The Average Person would rate: 

Not at all guilty  1 2 3 4 5 6 Having this thought would make this person feel very 
guilty 

Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 
Not at all disgusting 1 2 3 4 5 6 Having this thought would make this person feel totally 

disgusting 
Having this thought is this person’s fault 1 2 3 4 5 6 Not at all this person’s fault 
The person can allow himself/herself to 

have this thought 1 2 3 4 5 6 This person must make the thought go away 

Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 
Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  

No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 
Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 

Means nothing about this person’s 
character 1 2 3 4 5 6 Having this thought means a lot about this person’s 

character  
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Remember, you are rating the thought, not the behavior. 
 
9. This person is walking along an empty park and meets a young child. Suddenly out of 
nowhere he/she has a thought of pushing the child down.  
 
The Average Person would rate: 

Not at all guilty  1 2 3 4 5 6 Having this thought would make this person feel very 
guilty 

Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 
Not at all disgusting 1 2 3 4 5 6 Having this thought would make this person feel totally 

disgusting 
Having this thought is this person’s fault 1 2 3 4 5 6 Not at all this person’s fault 
The person can allow himself/herself to 

have this thought 1 2 3 4 5 6 This person must make the thought go away 

Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 
Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  

No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 
Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 

Means nothing about this person’s 
character 1 2 3 4 5 6 Having this thought means a lot about this person’s 

character  
 
 
10. This person is in line at the ice-cream shop. After telling the clerk what flavor he/she wanted, 
the person suddenly worries that the clerk heard the person wrong and the person will be stuck 
with a flavor he/she doesn't like.  
 
The Average Person would rate: 

Not at all guilty  1 2 3 4 5 6 Having this thought would make this person feel very 
guilty 

Having this thought would be frightening  1 2 3 4 5 6 Not at all frightening 
Not at all disgusting 1 2 3 4 5 6 Having this thought would make this person feel totally 

disgusting 
Having this thought is this person’s fault 1 2 3 4 5 6 Not at all this person’s fault 
The person can allow himself/herself to 

have this thought 1 2 3 4 5 6 This person must make the thought go away 

Thought will certainly lead to action 1 2 3 4 5 6 Just a harmless thought 
Having this thought is acceptable 1 2 3 4 5 6 Having this thought is evil  

No relevance to mental illness 1 2 3 4 5 6 Having this thought is a sure sign of mental illness 
Not embarrassing 1 2 3 4 5 6 Having this thought is very embarrassing 

Means nothing about this person’s 
character 1 2 3 4 5 6 Having this thought means a lot about this person’s 

character  
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APPENDIX B 

DEPRESSION ANXIETY STRESS SCALE (DASS) 
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APPENDIX B: DEPRESSION ANXIETY STRESS SCALE (DASS)  

Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much the 

statement applied to you over the past week. There are no right or wrong answers. Do not spend 

too much time  

on any statement. 

The rating scale is as follows: 

0 Did not apply to me at all 

1 Applied to me to some degree, or some of the time 

2 Applied to me to a considerable degree, or a good part of time 

3 Applied to me very much, or most of the time 

1. I found myself getting upset by quite trivial things. 0 1 2 3 

2. I was aware of dryness of my mouth. 0 1 2 3 

3.  I couldn't seem to experience any positive feeling at all. 0 1 2 3 

4.  I experienced breathing difficulty (e.g., excessively rapid 0 1 2 3 

 breathing, breathlessness in the absence of physical exertion). 

5. I just couldn't seem to get going. 0 1 2 3 

6. I tended to over-react to situations. 0 1 2 3 

7.     I had a feeling of shakiness (e.g., legs going to give way). 0 1 2 3 

8. I found it difficult to relax. 0 1 2 3 

9. I found myself in situations that made me so anxious I was most 0 1 2 3 

 relieved when they ended. 

10. I felt that I had nothing to look forward to. 0 1 2 3 
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11. I found myself getting upset rather easily. 0 1 2 3 

12. I felt that I was using a lot of nervous energy. 0 1 2 3 

13. I felt sad and depressed. 0 1 2 3 

14. I found myself getting impatient when I was delayed in any way 0 1 2 3 

 (e.g., lifts, traffic lights, being kept waiting). 

15. I had a feeling of faintness. 0 1 2 3 

16. I felt that I had lost interest in just about everything. 0 1 2 3 

17. I felt I wasn't worth much as a person. 0 1 2 3 

18. I felt that I was rather touchy. 0 1 2 3 

19. I perspired noticeably (e.g., hands sweaty) in the absence of high 0 1 2 3 

 temperatures or physical exertion. 

20. I felt scared without any good reason. 0 1 2 3 

21. I felt that life wasn’t worthwhile. 0 1 2 3 

22. I found it hard to wind down. 0 1 2 3 

23. I had difficulty in swallowing. 0 1 2 3 

24. I couldn't seem to get any enjoyment out of the things I did. 0 1 2 3 

25. I was aware of the action of my heart in the absence of physical 0 1 2 3 

 exertion (e.g., sense of heart rate increase, heart missing a beat). 

26. I felt down-hearted and blue. 0 1 2 3 

27. I found that I was very irritable. 0 1 2 3 

28. I felt I was close to panic. 0 1 2 3 

29. I found it hard to calm down after something upset me. 0 1 2 3 

30. I feared that I would be "thrown" by some trivial but 0 1 2 3 
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 unfamiliar task. 

31. I was unable to become enthusiastic about anything. 0 1 2 3 

32. I found it difficult to tolerate interruptions to what I was doing. 0 1 2 3 

33. I was in a state of nervous tension. 0 1 2 3 

34. I felt I was pretty worthless. 0 1 2 3 

35. I was intolerant of anything that kept me from getting on with 0 1 2 3 

 what I was doing. 

36. I felt terrified. 0 1 2 3 

37. I could see nothing in the future to be hopeful about. 0 1 2 3 

38. I felt that life was meaningless. 0 1 2 3 

39. I found myself getting agitated. 0 1 2 3 

40. I was worried about situations in which I might panic and make 0 1 2 3 

 a fool of myself. 

41. I experienced trembling (e.g., in the hands). 0 1 2 3_ 

42. I found it difficult to work up the initiative to do things. 0 1 2 3 



 

 98

APPENDIX C 

SCENARIO RANKING PROFILE – INITIAL POOL  
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APPENDIX C: SCENARIO RANKING PROFILE – INITIAL POOL   

The following represent thoughts that allegedly “pop out of no where” in the minds of 

many people. Please rank order how well you think each example represents its general category 

(1 = best … 1+ = worse). Take into account content, writing style, and salience.  

Religious/Spiritual – Moral (e.g., 1, 2, or 3) 

___  You are alone at church or at a place of worship. Suddenly out of nowhere you have 

a thought of cursing and blaspheming God. 

___  You are praying, meditating, or sitting in contemplation. Suddenly out of nowhere 

you have a very unwholesome or evil thought. 

___ You are reading a novel. Suddenly out of nowhere you have a thought that God and 

all of your spiritual beliefs are made up lies. 

___ You are spending an afternoon at the bookstore looking at the many different book 

titles. Suddenly out of nowhere you have a thought that your spiritual beliefs are ridiculous. 

Nonreligious – Moral (e.g., 1, 2, 3, 4, 5, 6, 7) 

___ You are at work alone, arranging files in the storage closet and notice a computer 

monitor that has been abandoned underneath a pile of rubble. Suddenly out of nowhere you have 

a thought of taking the monitor home and using it for yourself. 

___  You are walking underneath a bridge and find a wallet with over $5000 in it. 

Suddenly out of nowhere you have a thought of taking the money, dropping the wallet, and 

spending it on yourself.  
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___ A department store is having a sidewalk sale. There is a jacket that you really like 

and no one is around. Suddenly out of nowhere you have the thought that you could just take it 

and walk away. 

___ You are in a grocery store and you see a tray of cookies in the bakery. Suddenly out 

of nowhere you have the thought that you could take a couple and eat them while you are 

shopping and not have to pay for them. 

___ You are in a long line to buy books. There is a customer in a wheelchair in front of 

you who is having trouble maneuvering through the line. Suddenly, out of nowhere you have the 

thought that you should wheel her out of the way because she is taking too long. 

___ You are on your way to the airport for a nice week-long vacation. Suddenly out of 

nowhere you have the thought of bringing a box cutter on the plane. 

___ You are writing a letter to your mother-in-law. Suddenly out of nowhere you have 

the thought of putting white powder in the envelope and sending the envelope anonymously to 

her.  

___ You are driving by on the freeway and you see a stalled car on the side of the road, 

and make out the figure of someone in the passenger seat. Suddenly out of nowhere you have the 

thought that this person may have been severely injured and you ignored them. 

Sexuality (e.g., 1-8) 

___ You are walking in the mall on a Sunday afternoon and see someone attractive. 

Suddenly out of nowhere you have the thought of having sex with this person in public. 

___ You are meeting with your boss in his room. Suddenly out of nowhere you have the 

thought of having sex with this person in the room. 
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___ You are enjoying the company of your best friend and his/her spouse at a get 

together. Suddenly out of nowhere you have the thought of committing adultery with the spouse. 

___ You have just exited the building where you work and are walking towards your car. 

Suddenly out of nowhere you have the thought that someone will sexually victimize you. 

___ You are enjoying a day at the beach with your significant other. Suddenly out of 

nowhere you have the thought that your significant other is having sex with your best friend and 

they are laughing at you. 

___ You have been dating someone for the past month and a half and enjoy spending 

time with this person.  Suddenly out of nowhere you have the thought that maybe you are not 

really physically attracted to this person.  

___ You are walking along a crowded passage. Suddenly out of nowhere you have the 

thought that you are naked. 

___ You have invited a friend of the opposite sex over to watch a video with you. As you 

are watching the movie, suddenly out of nowhere you have the thought of performing a forceful, 

painful, sexual act on him/her. 

Violence/Harm (1-11) 

___ You are walking by a hospital that you normally pass once a week as you run your 

errands. Suddenly out of nowhere you have the thought that you may become seriously ill.  

___ You are driving your car along your usual path home. Suddenly out of nowhere you 

have the thought that you may have run someone over. 

___ You see an acquaintance. Suddenly out of nowhere you have a thought of uttering a 

string of profanities at this person. 
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___ You walk on the street and meet an unfamiliar person. Suddenly out of nowhere you 

have the thought of making an obscene gesture towards the person. 

___ You are with a good friend. Suddenly out of nowhere you have a thought that your 

friend is deceiving you and is really “using you” in this relationship.  

___ You are sitting at home and your loved one is late. Suddenly out of nowhere you 

have a thought that this person has been involved in a gruesome accident. 

___ You are walking along an empty park and you meet a young child. Suddenly out of 

nowhere you have a thought of pushing the child down. 

___ You are taking care of your neighbor’s toddler. You are preparing a meal for her in 

your kitchen, and happen to notice a sharp knife on the kitchen table. Suddenly out of nowhere 

you have a thought of stabbing the child. 

___ You are spending time with someone you care about greatly. Suddenly out of 

nowhere you have the thought that this person would die violently this afternoon. 

___ You are greeted by a very rude employee at the convenience store. Suddenly out of 

nowhere you have a thought that God should punish him or her with a slow, painful death. 

___ Your neighbor has a loud barking dog. After a few nights of barking, you suddenly 

have the thought that you should feed the dog poisoned meat to make it shut up. 

 Here are some questions that may make good candidates for “control” scenarios. They 

are thoughts that are designed to distract subjects from the true purpose of the study. They should 

be less connected with moral, religious, sexual, or social judgments than the previous questions. 

(1-9) 

___ You are about to go to a movie that you have been anticipating all week. Suddenly, 

out of nowhere, you have the thought that maybe the movie won't be good after all. 
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___ You are on a flight to California and they are beginning to serve the in-flight meal. 

Suddenly, out of nowhere, you worry that the flight attendant will run out of the sandwiches and 

you'll be stuck with pretzels.  

___ While taking a shower you notice that the water seemed to get hotter for no reason. 

Suddenly, out of nowhere, you have the thought that it might keep getting hotter and perhaps 

burn you.  

___ In the grocery store, the lady in front of you has handfuls of coupons that she is 

trying to use. Suddenly, out of nowhere, you have the thought that people who use coupons are 

cheap-skates and that there is something wrong with them.  

___ While watching the news you see that someone has tried to burn down a building. 

Suddenly, out of nowhere, you have the thought that it was probably juvenile delinquents having 

a good time.  

___ While using the internet you suddenly have the thought that the whole world will 

soon be electronic and people won't communicate like they used to.  

___ In the mall you see someone dressed head to toe in material made to look like the 

American flag. Suddenly out of nowhere, you have the thought that that person is a real jerk and 

doesn't know how to show genuine respect.  

___ You are in line at the ice-cream shop. After telling the clerk what flavor you wanted, 

you suddenly worry that she heard you wrong and you'll be stuck with a flavor you don't like.  

___ Your neighbor has a loud barking dog. Suddenly out of nowhere, you have the 

thought that you should start going out at 3 in the morning and making the dog bark until the 

neighbor wakes up like everyone else in the neighborhood. 
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APPENDIX D 

ELEMENTS OF APPRAISALS RELATED TO OCD AND ANXIOUS THOUGHTS 
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APPENDIX D: ELEMENTS OF APPRAISALS RELATED TO OCD AND ANXIOUS 

THOUGHTS   

E1) You are enjoying the company of your best friend and his/her significant other at a get 

together. Suddenly out of nowhere you have the thought of having an affair with the significant 

other.  (sex) 

E2) You are walking underneath a bridge and find a wallet with a lot of money in it. Suddenly 

out of nowhere you have a thought of taking the money, dropping the wallet, and spending it on 

yourself. (moral – nonreligious) 

E3) Your neighbor has a loud barking dog. Suddenly out of nowhere, you have the thought that 

you should start going out at 3 in the morning and making the dog bark until the neighbor wakes 

up like everyone else in the neighborhood. (neutral) 

E4) You are alone at church or at a place of worship. Suddenly out of nowhere you have a 

thought of cursing and blaspheming God.  (moral – religious) 

E5) You are meeting with your boss in his or her office. Suddenly out of nowhere you have the 

thought of having sex with this person right then and there.  (sex) 

E6) You are driving your car along your usual path home. Suddenly out of nowhere you have the 

thought that you may have run someone over. (harm) 

E7) You are praying, meditating, or sitting in contemplation. Suddenly out of  nowhere you have 

a very unwholesome thought that runs counter to your spiritual values. (moral – religious) 

E8) A department store is having a sidewalk sale. There is a jacket that you really like and no 

one is around. Suddenly out of nowhere you have the thought that you could just take it and walk 

away. (moral – nonreligious) 



 

 106

E9) You are walking along an empty park and you meet a young child. Suddenly out of nowhere 

you have a thought of pushing the child down. (harm) 

E10) You are in line at the ice-cream shop. After telling the clerk what flavor you wanted, you 

suddenly worry that he or she heard you wrong and you'll be stuck with a flavor you don't like. 

(neutral)  
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APPENDIX E 

REPERTORY GRID CONSTRUCTS 
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APPENDIX E: REPERTORY GRID CONSTRUCTS  

C1) Not at all guilty vs. Having this thought would make me feel very guilty (guilt) 

C2) Having this thought would be frightening vs. Not at all frightening (fear) 

C3) Not at all disgusting vs. Totally disgusting (disgust)  

C4) Having this thought is my fault vs. Not my fault (responsibility)  

C5) I can allow myself to have this thought vs. I must make the thought  

go away  (control)  

C6) Thought will certainly lead to action vs. Just a harmless thought (thought-action fusion)  

C7) Acceptable vs. Evil (acceptability)  

C8) No relevance to mental illness vs. Having this thought is a sure sign of mental illness 

(psychotophobia - fear of going crazy)  

C9) Not embarassing vs. Having this thought is very embarrassing  (social approval)  

C10) Means nothing about my character vs. Having this thought means a lot about my 

character (importance) 
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APPENDIX F 

DEMOGRAPHICS 
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APPENDIX F: DEMOGRAPHICS  

Demographic Information 
 
 1. What is your age? 

 2. What is your gender? 

  (M)ale  (F)emale 
 3. What is your religious preference? Please be very specific. 

   

 4. What is your predominant ethnicity: 

  (A)frican American    (As)ian American 
  (C)aucasian American (N)ative American 

  (H)ispanic American   (O)ther: _____________________________ 

 5. What is your education level? 

  (F)reshman  (So)phomore  (J)unior  (S)enior   (O)ther: ________________ 

 6. Have you ever been treated for any psychological problems? (Y/N) 

  
Please specify: ________________________________________________ 
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