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Abstract
Previous studies suggest that a ruminative thinking style (RTS) is positively associated
with the severity of obsessive-compulsive symptoms and might be involved in the
maintenance of obsessive-compulsive disorder (OCD). We sought to replicate this
association in a sample of individuals with OCD, controlling for depressive and anxiety
symptom severity, and to extend previous studies by including an interview measure of
obsessive-compulsive symptom severity. A sample of 140 individuals diagnosed with
OCD participated in a cross-sectional observational study. Participants completed
questionnaire measures of an RTS as well as obsessive-compulsive, depressive, and
anxiety symptom severity. Obsessive-compulsive symptom severity was additionally
assessed with an interview. When statistically controlling for depressive and anxiety
symptom severity, an RTS continued to predict the questionnaire, but not the interview
measure of obsessive-compulsive symptom severity. We discuss possible explanations
for these mixed findings, emphasizing the unique aspects of each measure, and
consider implications for further research on OCD.

Keywords Rumination (cognitive process) . Obsessive-compulsive disorder .

Depression (emotion) . Anxiety . Patients

Introduction

Obsessive-compulsive disorder (OCD) is a severely impairing mental disorder with a
lifetime prevalence of approximately 1–3% (American Psychiatric Association, 2013;
Fontenelle et al., 2006; Guzick et al., 2017; Lieb et al., 2019). It is characterized by
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recurrent intrusive and unwanted thoughts (obsessions) that are typically followed by
mental acts or observable behaviors (compulsions) aimed at reducing the distress or
perceived danger associated with these obsessions (American Psychiatric Association,
2013). Previous studies suggest that a ruminative thinking style (RTS) is positively
associated with obsessive-compulsive (OC) symptom severity (e.g., Dar & Iqbal, 2015;
Wahl et al., 2011). An RTS has been defined as “a mode of responding to distress that
involves repetitively and passively focusing on symptoms of distress and on the
possible causes and consequences of these symptoms” (Nolen-Hoeksema et al.,
2008, p. 400). This concept originated from the literature on depression and the
associations between an RTS and symptoms of depression, and many other mental
disorders have been investigated extensively (for overviews, see Ehring & Watkins,
2008; Nolen-Hoeksema et al., 2008).

Multiple studies have supported positive associations of an RTS with OC symptom
severity. Between-group comparisons have shown a stronger self-reported RTS in
individuals diagnosed with OCD compared to those diagnosed with a generalized
anxiety disorder (Dar & Iqbal, 2015; however, note that Armstrong et al., 2011 did
not find such differences) and those without any diagnosis of an Axis I disorder from
the Diagnostic and Statistical Manual of Mental Disorders (4th ed.; DSM-IV; Amer-
ican Psychiatric Association, 1994; Armstrong et al., 2011; Koch & Exner, 2015).
Furthermore, an RTS has been positively associated with OC symptom severity in
students and the general population (Grisham & Williams, 2009; Jungmann et al.,
2016; Shaw et al., 2017; Wahl et al., 2011) as well as in heterogeneous clinical samples
of individuals diagnosed with a variety of mental disorders (e.g., anxiety disorders,
depressive disorders, and OCD; Dar & Iqbal, 2015; Raines et al., 2017). Recently, Wei
et al. (2020) demonstrated this association in a treatment-receiving sample of adoles-
cents and young adults diagnosed with OCD, although these results should be
interpreted with caution due to the study’s use of an unvalidated two-item measure
of an RTS. Two recent experimental studies have shown an RTS to maintain the urge to
neutralize unwanted intrusive thoughts (a subclinical analog to the urge to perform
compulsions in response to unwanted intrusions; Kollárik et al., 2020; Wahl et al.,
2019). These experimental studies suggest that an RTS might not only be associated
with OC symptom severity but might also contribute to its maintenance. Although this
literature provides strong support for a positive association of an RTS and OC symptom
severity, no study has so far investigated this association in a sample consisting
exclusively of individuals with a diagnosis of OCD using a well-established RTS
measure. Replicating these results in such a sample would further strengthen the
evidence for this association.

Several cognitive mechanisms that might explain a possible functional relationship
between an RTS and obsessive thoughts and compulsions have been proposed. For
instance, an RTS may facilitate dysfunctional interpretations of intrusive thoughts
(Raines et al., 2017; Wahl et al., 2019) that are seen as central to the development
and maintenance of OC symptoms in current models of OCD (e.g., Rachman, 1998).
However, the high comorbidity of OCD with depression and anxiety disorders (Baer
et al., 2017; Lieb et al., 2019) suggests an alternative explanation for the relationship
between an RTS and the severity of OC symptoms: It may be due to both constructs’
associations with depressive and anxiety symptom severity. This explanation is sup-
ported by both depressive and anxiety symptom severity showing medium to large

576 International Journal of Cognitive Therapy (2021) 14:575–591



positive associations with OC symptom severity (e.g., Abramowitz & Deacon, 2006;
Clark et al., 2005; Goodman et al., 1989a; Tellawi et al., 2016) as well as with an RTS
(e.g., Merino et al., 2014; Merino et al., 2016; Nolen-Hoeksema, 2000; Rogers et al.,
2019; Treynor et al., 2003; Yang et al., 2014).

If the association between an RTS and OC symptom severity can be accounted for
by depressive and anxiety symptom severity, then the association should disappear
when these confounders are statistically controlled for. So far, only a few studies have
statistically controlled for these variables. Wahl et al. (2011) and Raines et al. (2017)
conducted studies on samples of students and individuals diagnosed with various
mental disorders, respectively. In these studies, an RTS was positively associated
with the severity of some, but not all, OC symptoms when controlling for depressive
symptom severity or negative affect. Only two studies have reported associations
between an RTS and OC symptom severity while controlling for both depressive and
anxiety symptom severity at the same time. Grisham and Williams (2009) demonstrat-
ed a moderate positive relationship of an RTS with OC symptom severity when
controlling for depressive and anxiety symptom severity in a student sample. Shaw
et al. (2017) conducted an online study with a sample of individuals who had mostly
(83%) not reported previous diagnoses of mental disorders. In their study, only one of
the OC symptom subscales, responsibility for harm, showed a small positive associa-
tion with an RTS after controlling for depressive and anxiety symptom severity. The
associations of an RTS with the other three subscales (contamination, symmetry, and
unacceptable thoughts) as well as total OC symptom severity were not significant after
controlling for these possible confounders. To summarize, although there is conflicting
evidence, previous studies have demonstrated associations of an RTS with some, but
not all, aspects of OC symptom severity when controlling for depressive and anxiety
symptom severity. However, none of the previous studies investigated these associa-
tions in a sample of individuals diagnosed with OCD. If they can be replicated with
individuals diagnosed with OCD, this may help inform cognitive-behavioral models
and optimal treatment of OCD. For example, an RTS may emerge as an additional
maladaptive response to OC symptoms that maintains these symptoms in the long term
(as suggested by Kollárik et al., 2020; Wahl et al., 2019, in press). If this is the case,
therapists and individuals with OCD could work collaboratively on identifying an RTS
as a potentially maladaptive response to OC symptoms as part of the case conceptu-
alization in cognitive-behavioral therapy, and this assumption would be tested in later
behavioral experiments. Moreover, if an RTS maintains OC symptoms, then eventually
cognitive-behavioral therapy could be supplemented by specific interventions that
target an RTS, for example, an adapted version of rumination-focused cognitive-
behavioral therapy (RFCBT; Watkins, 2016), mindfulness-based cognitive therapy
(Külz et al., 2019), or interpretive bias modification (Hirsch et al., 2020).

Additionally, none of the previous studies used the Yale-Brown Obsessive-Com-
pulsive Scale (Y-BOCS; Goodman et al., 1989b). The Y-BOCS is an interview
measure of OC symptom severity that is generally considered the gold standard (e.g.,
Grabill et al., 2008). Compared to the Obsessive-Compulsive Inventory—Revised
(OCI-R; Foa et al., 2002; used by Grisham & Williams, 2009), which focuses on the
distress associated with OC symptoms, the Y-BOCS also measures additional aspects
of OC symptom severity, such as interference from or control over OC symptoms
(Abramowitz & Deacon, 2006). Furthermore, when an RTS is assessed with a self-
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report questionnaire, using an interview measure of OC symptom severity has the
additional advantage of reducing the possibility that associations with an RTS are due
to common method variance (e.g., Podsakoff et al., 2003).

This study aimed to investigate the association of an RTS with OC symptom
severity with and without controlling for depressive and anxiety symptom severity in
a sample of individuals with OCD. We extended previous studies by using an interview
measure (Y-BOCS) in addition to a questionnaire (OCI-R) to assess OC symptom
severity. First, we hypothesized that an RTS would be positively associated with both
(1a) a questionnaire and (1b) an interview measure of OC symptom severity. Second,
we hypothesized that an RTS would remain positively associated with (2a) the
questionnaire and (2b) the interview measure of OC symptom severity after depressive
and anxiety symptom severity were accounted for. Additionally, we used exploratory
analyses to investigate the associations of an RTS with the subscales of both OC
symptom severity measures, with and without controlling for depressive and anxiety
symptom severity.

Materials and Methods

Participants and Procedure

All participants were recruited and tested in six inpatient and outpatient clinics in
Germany as part of the three studies investigating psychological mechanisms in OCD.
Therefore, three slightly different subsamples were aggregated in this study. In total,
data from N = 140 individuals diagnosed with OCD were included. Criteria for all
diagnoses in this study were based on the DSM-IV (American Psychiatric Association,
1994). Exclusion criteria for all participants were current substance abuse or depen-
dence, current psychotic symptoms, or current suicidal intent. Additionally, in Sub-
sample 1, but not the other subsamples, individuals with diagnoses of major depressive
disorder or generalized anxiety disorder within the past 12 months were excluded from
study participation.

All participants were tested within the first 2 weeks of treatment. Subsamples 1 and
2 completed identical measures of all variables. Subsample 3 also completed these
measures, but no interview measure of OC symptom severity was administered.
Experienced clinicians or trained graduate students assessed the participants’ OCD
and comorbid diagnoses using the Structured Clinical Interview for DSM-IV Axis I
Disorders (SCID-I; Wittchen et al., 1997). During the same session, they measured OC
symptom severity using the Y-BOCS (Goodman et al., 1989b). Furthermore, each
participant completed the questionnaires detailed in the Materials section during the
same session. All participants gave their written informed consent. The participants’
demographic and clinical characteristics are presented in Table 1. The three Subsam-
ples did not differ with regard to age, F(2, 134) = 0.33, p = .72, or gender, χ2(2) = 0.86,
p = .65. Because of the different exclusion criteria for Subsample 1 compared to the
other two subsamples, we analyzed current comorbidities of anxiety and major
depressive disorders. The subsamples did not differ regarding their levels of current
anxiety disorder comorbidities, χ2(2) = 4.28, p = .12, but they differed with regard to
their concurrent comorbidities with major depressive disorder, χ2(2) = 24.20, p < .001.
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Regarding RTS, depressive, anxiety, and OC symptom severity, we tested for
differences between the subsamples using analyses of variance and Gabriel’s post
hoc tests or, where their assumptions were violated, Kruskal-Wallis and Games-
Howell tests. The subsamples did not differ with regard to the questionnaire
measures of OC symptom severity or anxiety symptom severity. However, they
showed different levels to which they adopted an RTS and different levels of
depressive symptom severity, and they differed in the interview measure of OC
symptom severity.

Materials

RTS Assessment

To assess the participants’ RTS, we employed the Ruminative Response Scale (RRS;
Nolen-Hoeksema & Morrow, 1991; German version by Huffziger & Kühner, 2012).
The RRS is a questionnaire measuring typical ruminative responses to dysphoric mood
with three subscales (Treynor et al., 2003). We used only the brooding subscale
(Treynor et al., 2003) as a measure of an RTS that is not confounded with the
assessment of depressive symptoms. The brooding subscale consists of five items
and has shown adequate psychometric properties in both its English and German
versions (Huffziger & Kühner, 2012; Treynor et al., 2003). In our study, the internal
consistency of the brooding subscale was acceptable, with Cronbach’s α = .73.

Assessment of OC Symptom Severity

We assessed OC symptom severity in two ways. First, we employed the Obsessive-
Compulsive Inventory—Revised (OCI-R; Foa et al., 2002; German version by Gönner
et al., 2008), an 18-item questionnaire measuring OC symptom severity during the past
month. OC symptom severity is operationalized by the distress caused by OC symp-
toms (Foa et al., 2002). The questionnaire comprises six subscales: washing, checking,
ordering, obsessing, hoarding, and neutralizing. The OCI-R has high reliability and
good convergent validity (Foa et al., 2002; Gönner et al., 2008). Although the strength
of its associations with measures of depressive symptom severity varies, its discrimi-
nant validity is generally acceptable (Abramowitz & Deacon, 2006; Foa et al., 2002;
Gönner et al., 2008). In the present study, the OCI-R total score had high internal
consistency, with Cronbach’s α = .82.

Second, we used the Yale-Brown Obsessive-Compulsive Scale (Y-BOCS; Good-
man et al., 1989b; German version by Hand & Büttner-Westphal, 1991), which is a
semistructured interview assessing the severity of OC symptoms during the past week.
The Y-BOCS comprises two subscales—obsessions and compulsions—with five items
each. In this study, a total score of all 10 items was used to measure obsession and
compulsion severity in addition to the two subscales. The Y-BOCS has high reliability
(Goodman et al., 1989b; Jacobsen et al., 2003; Woody et al., 1995) and good
convergent validity (Abramowitz et al., 2010; Gönner et al., 2008). However, it can
be criticized for its high correlations with measures of depression (Clark et al., 2005;
Goodman et al., 1989a; Rees et al., 2014). In contrast to the operationalization in the
OCI-R, OC symptom severity is operationalized more globally in the Y-BOCS, which
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measures not only the distress associated with but also the interference from, resistance
against, control over, and time spent on obsessions and compulsions (Abramowitz &
Deacon, 2006).

Assessment of Depressive and Anxiety Symptom Severity

We assessed depressive symptom severity during the past week using the Beck
Depression Inventory (BDI; Beck et al., 1961; German version by Hautzinger et al.,
1995), which consists of 21 items. Its high reliability and validity have been shown in
numerous studies (Beck et al., 1988b; Hautzinger et al., 1995). In this study, the BDI
showed excellent internal consistency, with Cronbach’s α = .90.

Anxiety symptom severity during the past week was measured using the Beck
Anxiety Inventory (BAI; Beck et al., 1988a; German version by Margraf & Ehlers,
2007), a 21-item questionnaire. The BAI has high reliability and good validity (e.g.,
Beck et al., 1988a; Margraf & Ehlers, 2007). In the present study, its internal consis-
tency was excellent, with Cronbach’s α = .91.

Analyses

All analyses were conducted using IBM SPSS Statistics, Version 26.0, and a signifi-
cance level of α = 5%. We examined the distribution of the main variables using visual
inspection of histograms and Q-Q plots as well as tests of normality (Kolmogorov-
Smirnov and Shapiro-Wilk). Because the values for the questionnaire measures of OC,
depressive, and anxiety symptom severity were nonnormally distributed (see the online
supplement for the variables’ skew and kurtosis statistics), we applied a square-root
transformation to these three variables before regression analyses. After we applied
these transformations, the assumptions for all analyses were met. Because the three
subsamples differed with regard to RTS, depressive symptom severity, and the inter-
view measure of OC symptom severity, we controlled for subsamples in our analyses,
using dummy coding where applicable. We investigated Hypothesis 1a and b by
conducting linear regression analyses with an RTS predicting each measure of OC
symptom severity and controlling for subsamples. For Hypothesis 2a and b, we
extended the regression models to include the predictors depressive and anxiety
symptom severity. For comparison with previous studies, we report partial correlation
coefficients (prs) for the association between each predictor and the outcome in
addition to regression coefficients in the regression models. For the exploratory
analyses, we repeated the regression models from our Hypotheses 1 and 2 with the
subscales of each OC symptom severity measure (except for OCI-R hoarding, because
hoarding is classified as a separate disorder in the DSM-5; American Psychiatric
Association, 2013) as outcomes. Although we also controlled for subsamples in these
analyses, for brevity, we do not report statistics for these predictors in the exploratory
analyses. As additional information, we report zero-order correlations between the main
variables in the online supplement. We checked for univariate outliers using boxplots
and scatterplots and for multivariate outliers using Mahalanobis distance (cutoffs based
on Kline, 2016). Two multivariate outliers emerged and closer examination of the
participants showed discrepancies on the Y-BOCS, but otherwise the participants’
characteristics seemed to fit the target population. We excluded these two participants
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from all analyses using the Y-BOCS subscales and total scores, and when we repeated
the outlier analyses, no multivariate outliers emerged.

Results

The RTS showed positive associations with both the questionnaire and the interview
measure of OC symptom severity when only subsamples were controlled for (see
Model 1 in Table 2). When we additionally controlled for depressive and anxiety
symptom severity (see Model 2 in Table 2), the RTS continued to predict the
questionnaire-based measure of OC symptom severity. However, the association be-
tween the RTS and the interview measure of OC symptom severity was not retained
after depressive and anxiety symptom severity were controlled for.

Tables 3 and 4 present exploratory analyses for the associations of the RTS with
OCI-R and Y-BOCS subscales. Regarding the OCI-R subscales, exploratory analyses
showed that the highest association with an RTS, controlling for depressive and anxiety
symptom severity, emerged for ordering (Model 2 in Table 3). The next highest effect
size, controlling for depressive and anxiety symptom severity, emerged for OCI-R
mental neutralizing. Model 2 for OCI-R obsessing showed a similar effect size to OCI-
R mental neutralizing but did not quite reach significance. Regarding the Y-BOCS
subscales, exploratory analyses demonstrated that neither the obsessions nor the com-
pulsions subscale remained associated with an RTS when depressive and anxiety
symptom severity were controlled for (Model 2 in Table 4).

Discussion

The present study investigated the association between an RTS and OC symptom
severity, controlling for depressive and anxiety symptom severity, in individuals
diagnosed with OCD. Before depressive and anxiety symptom severity were controlled
for, the RTS were positively associated with two different measures of OC symptom
severity (OCI-R and Y-BOCS, Foa et al., 2002; Goodman et al., 1989b). These
findings replicate those reported in previous studies (Dar & Iqbal, 2015; Grisham &
Williams, 2009; Jungmann et al., 2016; Raines et al., 2017; Shaw et al., 2017; Wahl
et al., 2011; Wei et al., 2020) in a sample consisting exclusively of individuals
diagnosed with OCD. The effect sizes in our study tended to be lower than those
reported by previous studies using similar measures (for the questionnaire measure: pr
= .45, cf. r = .58 in Grisham & Williams, 2009; for the interview measure: β = .28, cf.
β = .55 in Wei et al., 2020). Our results provide further evidence on the association
between an RTS and OC symptoms in the population that is most relevant for potential
conceptual and clinical implications.

When statistically controlling for depressive and anxiety symptom severity, the RTS
remained positively associated with the questionnaire-based measure of OC symptom
severity, supporting Hypothesis 2a. The results for this measure replicate those of
previous studies on students and individuals diagnosed with various mental disorders
(Grisham & Williams, 2009; Raines et al., 2017; Wahl et al., 2011) in individuals
diagnosed with OCD. The effect size in our study (pr = .25) is in between those of
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previous studies using similar covariates (pr = .34, Grisham & Williams, 2009; pr =
.12, Shaw et al., 2017). Exploratory analyses show that the RTS was associated with
the ordering and mental neutralizing subscales, but not the other subscales of the
questionnaire measure of OC symptom severity when controlling for depressive and
anxiety symptom severity. The RTS did not retain an association with the interview
measure of OC symptom severity when controlling for depressive and anxiety symp-
tom severity, and thus Hypothesis 2b was not supported. Similarly, exploratory
analyses show that when depressive and anxiety symptom severity were controlled
for, the RTS was not associated with either subscale of the interview measure of OC
symptom severity.

If future studies can replicate the results for Hypothesis 2a, this would be consistent
with the idea that an RTS and OC symptom severity are related independent of both

Table 3 Exploratory analyses of the RTS and depressive and anxiety symptom severity predicting the OC
symptom severity questionnaire measure subscales, controlling for subsamples

Variable Model 1 Model 2

B SE B β pr p B SE B β pr p

Predicting OCI-R washinga

RRS brooding 0.03 0.02 0.09 .09 .298 −0.01 0.03 −0.05 −.04 .638

BDIa 0.16 0.09 0.20 .16 .085

BAIa 0.01 0.08 0.01 .01 .914

Predicting OCI-R checking

RRS brooding 0.32 0.10 0.26 .25 .003 0.21 0.13 0.17 .15 .111

BDIa 0.08 0.42 0.02 .02 .843

BAIa 0.38 0.34 0.13 .10 .264

Predicting OCI-R orderinga

RRS brooding 0.08 0.02 0.40 .38 < .001 0.06 0.02 0.27 .25 .006

BDIa 0.001 0.07 0.001 .001 .990

BAIa 0.15 0.05 0.29 .25 .006

Predicting OCI-R obsessingb

RRS brooding 0.08 0.02 0.34 .32 < .001 0.04 0.02 0.18 .18 .053

BDIa −0.06 0.07 −0.09 −.08 .368

BAIa 0.28 0.06 0.49 .42 < .001

Predicting OCI-R mental neutralizinga

RRS brooding 0.07 0.02 0.27 .26 .002 0.05 0.03 0.21 .18 .048

BDIa −0.03 0.08 −0.05 −.04 .679

BAIa 0.12 0.07 0.20 .16 .072

Note: n = 140 for Model 1 (regression model including subsamples and RRS brooding) and n = 124 for Model
2 (regression model including subsamples, RRS brooding, BDI, and BAI), with one participant’s values
missing for both models using the ordering subscale. BAI, Beck Anxiety Inventory; BDI, Beck Depression
Inventory; OC, obsessive-compulsive; OCI-R, Obsessive-Compulsive Inventory—Revised; pr, partial corre-
lation coefficient; RRS brooding, brooding subscale of the Ruminative Response Scale; RTS, ruminative
thinking style.
a Values were square-root transformed prior to analysis.
b Values were reverse score square-root transformed prior to analysis.
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variables’ associations with depressive and anxiety severity. The relation between an
RTS and OC symptom severity could be explained by an RTS facilitating dysfunc-
tional appraisals of intrusive thoughts (Raines et al., 2017; Wahl et al., 2019). For
instance, thinking about one’s obsessions with an RTS (e.g., “why do I, of all people,
experience these impulses to stab someone?”) may facilitate misinterpretations of these
obsessions as disclosing some hidden personal characteristic (e.g., “These impulses
must mean that I am a dangerous person”). Such dysfunctional interpretations are a
presumed key factor in the development and maintenance of OC symptoms (Rachman,
1998). Alternatively, ruminating on intrusive thoughts might increase the accessibility
of these thoughts and thus lead individuals to experience intrusive thoughts more
frequently (Grisham & Williams, 2009). Further studies with experimental or prospec-
tive designs could allow a closer examination of the underlying mechanisms of how an
RTS may affect OC symptoms and vice versa. Ultimately, current cognitive-behavioral
models of OCD (e.g., Salkovskis, 1985) may need to be extended by including the role
of an RTS in the maintenance of OCD.

Depending on future studies, it might be advisable to include supplemental interventions
that directly target an RTS in OCD treatment. Our preliminary exploratory analyses suggest
that such interventions may be especially warranted for individuals predominantly
experiencing ordering and mental neutralizing symptoms, but further replications are
needed. Specific supplemental interventions could include adapted versions of RFCBT that
aim, among other things, to interrupt the habitual use of an RTS (Watkins, 2016);
mindfulness-based cognitive therapy that increases a nonjudgmental, accepting attitude
toward OC symptoms (Külz et al., 2019); or interpretative bias modification that aims to
modify the interpretation of potentially ambiguous situations that can be common starting
points for excessive ruminative thinking patterns (Hirsch et al., 2020). For example, some of
the components of RFCBT could be applied to an RTS in individuals diagnosed with OCD

Table 4 Exploratory analyses of the RTS and depressive and anxiety symptom severity predicting the OC
symptom severity interview measure subscales, controlling for subsamples

Variable Model 1 Model 2

B SE B β pr p B SE B β pr p

Predicting Y-BOCS obsessions

RRS brooding 0.32 0.11 0.31 .29 .005 0.15 0.12 0.15 .13 .217

BDIa 0.22 0.37 0.08 .06 .566

BAIa 0.51 0.29 0.22 .19 .086

Predicting Y-BOCS compulsions

RRS brooding 0.21 0.11 0.19 .19 .074 0.09 0.13 0.09 .08 .477

BDIa 0.55 0.39 0.19 .15 .166

BAIa −0.08 0.31 -0.03 −.03 .787

Note: n = 93 for Model 1 (regression model including subsamples and RRS brooding) and n = 89 for Model 2
(regression model including subsamples, RRS brooding, BDI, and BAI). BAI, Beck Anxiety Inventory; BDI,
Beck Depression Inventory; OC, obsessive-compulsive; pr, partial correlation coefficient; RRS brooding,
brooding subscale of the Ruminative Response Scale; RTS, ruminative thinking style; Y-BOCS, Yale-Brown
Obsessive-Compulsive Scale.
a Values were square-root transformed prior to analysis.
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without any or with only small changes. Using functional analysis and self-monitoring,
individuals with OCD could learn to identify situations that result in a strong tendency to
adopt an RTS. However, other components of RFCBT might have to be tailored to
individuals with OCD: While individuals diagnosed with depression might subsequently
work on finding alternative, more helpful behaviors or thoughts to replace an RTS, in
individuals with OCD, exposure to the original obsessions would have to be considered as a
further, potentially more adaptive alternative.

However, if future studies replicate our results for Hypothesis 2b and fail to demonstrate
associations between an RTS and OC symptom severity when controlling for depressive
and anxiety symptom severity, it seems likely that the high comorbidity of depression and/or
anxiety disorders with OCD (Baer et al., 2017; Lieb et al., 2019) is the main reason that an
RTS and OC symptom severity are associated. This high comorbidity reflects the positive
associations of OC symptom severity with both depressive and anxiety symptom severity
(e.g., Clark et al., 2005; Tellawi et al., 2016). At the same time, the latter two constructs are
also positively associatedwith an RTS (e.g.,Merino et al., 2016; Treynor et al., 2003). Thus,
depressive and anxiety symptom severity could potentially act as confounders that lead to
the association between an RTS and OC symptom severity.

The different findings for the two measures of OC symptom severity might be explained
in various ways. First, they might be due to the questionnaire (OCI-R) assessing different
aspects of OC symptom severity than the interview (Y-BOCS). The OCI-R assesses only
the distress associated with symptoms of OCD,whereas theY-BOCSmeasuresmore global
OC symptom severity including the time spent on, interference from, distress of, resistance
against, and control over OC symptoms (Abramowitz & Deacon, 2006). Consistent with
this idea, previous studies show associations between the OCI-R andY-BOCS (e.g., r = .41,
Abramowitz & Deacon, 2006; r = .45, Deacon&Abramowitz, 2005; r = .43, Gönner et al.,
2008) that stay below what might be considered good convergent validity in this context
(McGuire et al., 2017). It is possible that an RTS is particularly associated with the distress
caused by some OC symptoms but no other aspects such as how time-consuming OC
symptoms are. This may also explain why after controlling for depressive and anxiety
symptom severity, Grisham andWilliams (2009) reported an association of an RTSwith the
OCI-R while Shaw et al. (2017) did not find an RTS to be related to the overall score of the
Dimensional Obsessive-Compulsive Scale (DOCS; Abramowitz et al., 2010). Similar to the
Y-BOCS, the DOCS assesses OC symptom severity more globally. Alternatively, the
variance of the OCI-R explained by the RTS could have been at least partly caused by
common method variance (e.g., Podsakoff et al., 2003) because these variables were both
measured using questionnaires, whereas the Y-BOCS is an interview measure. Future
studies should investigate whether these associations are retained when OC symptom
severity is assessed using different measures. For instance, comparing the association of
an RTS with scores on the DOCS to associations of an RTS with scores on the OCI-R and
Y-BOCS may illuminate possible reasons for the differing results in our study further.

Limitations of the present study include the fact that our sample for analyzing the
association of an RTS with the interview measure of OC symptom severity was relatively
small, which may have limited our power to detect small to medium associations.
Furthermore, on average, participants in our study had lower comorbidities (Baer et al.,
2017; Quarantini et al., 2011; Torres et al., 2006) and lower scores on the measure of
depressive symptom severity (cf. Clayton et al., 1999; MacDonald et al., 1999) than have
previously been reported for other OCD samples. This means that our study’s results may
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not be transferable to those of other samples of individuals diagnosed with OCD. Future
studies should investigate whether our results can be replicated with different and larger
samples of individuals diagnosed with OCD.

To conclude, our study revealed that in individuals diagnosed with OCD, an RTS was
associated with a questionnaire-based but not an interview-based measure of OC symptom
severity after controlling for depressive and anxiety symptom severity. Further studies
should investigate more closely the nature of the relationship of an RTS with the distress
associated with OC symptoms and also target the diverging results of the questionnaire and
the interview measure of OC symptom severity. Ultimately, psychological treatments of
OCD may be supplemented by interventions that specifically target an RTS, as RFCBT
(Watkins, 2016) does in the context of major depressive disorder.
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