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OCD is estimated to impact 1.2% of theUnited States population
annually, and 2.3% of individuals in the United States at some
point in their lifetime (Ruscio et al., 2010). However, as noted by
Badour et al. (2012), the prevalence rate of OCD is considerably
higher among those with Post Traumatic Stress Disorder
(PTSD). In the National Comorbidity Survey Replication, those
with a current diagnosis of PTSD were 3.62 times more likely to
have OCD, whereas those with a current OCD diagnosis were
not at greater risk of having PTSD leading some to speculate
whether symptoms of PTSD serve as precipitating factors of
OCD (Brown et al., 2001). Estimates of comorbidity vary based
on the principal diagnosis considered and onwhether considering
current or lifetime (current and past) diagnoses. Reports range
from 19% (lifetime comorbid PTSD and OCD; Ruscio et al.,
2010) to 31% (current principal PTSD and lifetime diagnosis
of OCD; Brown et al., 2001), 23% with current principal
PTSD with co-occurring OCD (Brown et al., 2001). Those di-
agnosed with OCD often (54%) endorse experiencing one or
more traumatic life events (Cromer et al., 2007). Indeed, accord-
ing to Dykshoorn (2014), between 30 to 82% of those diagnosed
with OCD have a trauma history.

Experiences of traumatic life events have been documented
in the literature as associated with greater Yale-Brown
Obsessive Compulsive Scale severity scores overall in a sam-
ple of adults seeking treatment for OCD (Cromer et al., 2007).

While recent findings by Ojserkis et al. (2017) suggest those
with a primary diagnosis of OCD tend to have more severe
and impairing obsessive-compulsive (OC) symptoms longitu-
dinally if they have a lifetime comorbid PTSD diagnosis,
evaluation of its impact on treatment outcome and long term
recovery is still in the early phases. While early case reports
have documented the difficulties in treating comorbid OCD
and PTSD (e.g., Gershuny et al., 2003; Riggs, 2000), these
findings have not been universal (e.g., Shavitt et al., 2010).
Notably, Gershuny et al. (2008) found 82% of those with
primary OCD who were identified as “treatment resistant”
reported a history of trauma. Further, the presence of comor-
bid PTSD was found to impede OCD treatment response in
intensive/residential settings for those with treatment refracto-
ry OCD (Gershuny et al., 2002). Taken together, these find-
ings suggest significant and concerning treatment barriers
may exist when treating co-occurring OCD and PTSD.

Understanding the temporal sequence of symptom onset
might be one key aspect of understanding the overlap of
OCD and PTSD. A systematic investigation of the presence
of OCD symptoms in adults with combat-related PTSD found
that more than half of the sample (59%) developed symptoms
of OCD following traumatic exposure (Nacasch et al., 2011).
Evaluation of this overlap using the National Comorbidity
Survey Replication (Ruscio et al., 2010) found that 39.4% of
individuals reported OCD symptoms preceding development
of PTSD. In 39.9% of cases, OCD developed a year or more
after PTSD. Interestingly, the remaining cases (20.7%) report-
ed onset of both symptom sets within the same year. A sub-
sequent study found that patients who develop OCD follow-
ing the onset of PTSD symptoms (or who develop OCD &
PTSD at the same time) typically have a later age of OCD
onset, along with higher rates of OC symptoms, as well as a
more severe clinical presentation than patients who developed
OCD prior to PTSD onset (Fontenelle et al., 2012). This in-
creased level of severity is concerning, as it is tethered to
considerably greater suicidality and variability in other
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comorbid disorders, including anxiety, mood, impulse con-
trol, and somatoform disorders (Fontenelle et al., 2012).

Another important aspect of the OCD/PTSD overlap
highlighted by the treatment case series literature is the potential
for a functional connection between OCD and PTSD symptom
sets. More specifically, OCD has been observed to function as a
(maladaptive) coping mechanism in some instances, reducing
contact with trauma-related thoughts/images (e.g., Gershuny
et al., 2003; Van Kirk et al., 2018). Similar phenomena have
been described with other comorbidities such as OCD and bor-
derline personality disorder, where a functional connection be-
tween symptom sets results in comorbid symptoms maintaining
each other (seeGrayson, 2010 for a description ofmergedOCD).
OCD/PTSD comorbidity may occur when OCD rituals not only
neutralize obsessional fears, but also help avoid intrusive trauma-
related recollections or when the OCD feared consequences
overlap with a past traumatic event. For example, an individual
who developed PTSD and OCD following a traumatic car acci-
dent might drive 42 (a “lucky” number) miles per hour on the
highway, both neutralizing fears of being unlucky again (OCD),
which might elicit feeling a sense of control (OCD/PTSD), and
allow them to avoid triggering memories of the car accident
(PTSD). When this dynamic comorbidity is observed between
OCD and PTSD symptoms, case studies have suggested de-
creases in OCD symptoms during treatment may result in a spike
in PTSD symptoms and vice versa (e.g., Gershuny et al., 2003;
Van Kirk et al., 2018).

An additional aspect underlying the OCD/PTSD co-
morbidity is the experience of mental contamination, pre-
viously referred to in the literature as mental pollution
(Rachman, 1994). Mental contamination appears often in
both the trauma and OCD literatures indicating it may be
a link between trauma-related disorders and OCD.
Decades ago, Rachman (1994) explained the concept of
mental pollution, suggesting individuals experience an in-
ternal sense of uncleanliness following direct or indirect
contact with something that is considered “polluted.” In
more recent literature, this term has been refined and is
now often referred to as mental contamination, which fur-
thers the earlier definition by suggesting the internal un-
clean sensation is brought on by human sources of viola-
tion, abuse, or adversity (Rachman et al., 2012). Due to
the suspicion that mental contamination is human caused,
and not thought to be caused by unclean inanimate ob-
jects, researchers have begun investigating the presence of
mental contamination in both OCD and PTSD following
exposure to adverse experiences. For example, one exper-
iment with female college students sought to measure
mental contamination by introducing imaginary scenarios
of unwanted sexual experiences and then asking the fe-
male students to rate feelings of mental pollution.
Findings suggested that even in the case of imagined un-
wanted sexual contact, participants reported significantly

higher rates of feeling unclean, dirty on the outside, and
dirty on the inside relative to participants in the compar-
ison condition who were given an imaginary consensual
situation (Fairbrother et al., 2005, replicated by Elliott &
Radomsky, 2013 and replicated in males by Rachman
et al., 2012).Taken together, these findings indicate that
mental contamination may be an underlying factor in
cases of comorbid PTSD and OCD following trauma—
particularly if the traumatic event was human caused, as
was the case in these experiments. Moving forward, re-
search should consider assessing and targeting interven-
tions toward mental contamination in treatment seeking
individuals presenting with OCD and PTSD.

Understanding the overlap and differentiation of present OCD
and PTSD symptoms can improve treatment. One gold standard
treatment for PTSD is Cognitive Processing Therapy (CPT)
which involves the cognitive restructuring of negative automatic
thoughts (Blankenship, 2017). While cognitive restructuring can
be extremely helpful in treating trauma, it can have deleterious
effects on OCD symptoms (Pinciotti et al., 2020) if the cognitive
strategies are inappropriately applied to obsessions.
Simultaneously, Exposure and Response Prevention (ERP) is
the gold standard for OCD, and involves exposure to triggering
stimuli. Exposing people to traumatic triggers before teaching
appropriate trauma coping skills can severely interfere with
OCD treatment (Pinciotti et al., 2020), perhaps making treatment
feel unsafe. Similarly, while cognitive approaches, such as
Cognitive Processing Therapy (CPT; Resick et al., 2016) for
PTSD and cognitive therapy for OCD (e.g., Wilhelm &
Steketee, 2006) have been found effective, it is important to note
there are important distinctions between which cognitive therapy
skills are utilized between the two disorders. Thus, it is impera-
tive that clinicians and clients have a common understanding of
what symptoms are attributed to OCD, PTSD, and which over-
lap, to properly inform treatment implementation.

The current paper presents a novel clinical tool designed by
the authors to help clinicians better understand the onset and
presentation of OCD and PTSD symptoms. Further, adminis-
tration can help clinicians and patients understand and address
any overlap of OCD and PTSD symptoms. We theorize treat-
ment and research implications and future directions.

The OCD Trauma Timeline Interview (OTTI)

The OCD Trauma Timeline Interview (OTTI; Appendix 1) is
a clinical tool developed by the authors to help clinicians and
clients better understand OCD and PTSD symptom origins,
overlaps, and identify potential functional connectivity.
Understanding symptom origin, overlap, and functional con-
nectivity can then inform treatment order and implementation
strategies. Administering the OTTI may also help clients feel
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more understood as they navigate exploring an often complex
symptom overlap with their clinician.

Diagnostic Assessment

The OTTI should only be performed if the client and clinician
agree that OCD and PTSD are both present. OCD and PTSD
can be assessed using the validated diagnostic assessment pre-
ferred by the clinician. Future research on the OTTI will ex-
plore expanding its use to all trauma-exposed individuals.

Well validated assessments that offer both OCD and PTSD
assessments include the MINI International Neuropsychiatric
Interview (MINI; Sheehan et al., 1998), SCID-5-Clinical
Trials Version (SCID-5-CT, First et al., 2015), and the
Diagnostic Interview for Anxiety, Mood, and OCD and
Related Neuropsychiatric Disorders (DIAMOND; Tolin
et al., 2018). Clinicians can assess OCD in more detail using
the Yale-Brown Obsessive-Compulsive Scale (Y-BOCS;
Goodman, 1989a, Goodman, 1989b), and the Dimensional
Obsessive-Compulsive Scale (DOCS; Abramowitz et al.,
2010). The YBOCS provides a severity rating (0–40) for
OCD symptoms, while the checklist helps clinicians assess
the particular domains in which pt. is experiencing obsessions
and is engaging in rituals. Clinicians can assess PTSD symp-
toms using the Post Traumatic Stress Disorder Checklist for
DSM-5, (PCL-5; Blevins et al., 2015). The PCL-5 is a 20-item
self-report measure that can be utilized to screen for PTSD
and/or monitor symptoms across treatment, following diagno-
sis with a more comprehensive assessment tool (noted above).

Preparing for OTTI Administration

Anecdotally, we have found the OTTI to be most beneficial when
utilized with clients that have received psychoeducation for both
OCD and PTSD. Following diagnostic assessment and any addi-
tional symptommeasures, clinicians can provide psychoeducation
on the symptoms of OCD and PTSD. Special attention to the
overlaps, such as the urge to reduce anxiety/increase perception
of safety, and the reinforcing factor of avoidance/rituals may be
especially helpful in preparing for the OTTI. The OTTI includes
an optional script for brief psychoeducation on OCD and PTSD.
Therapists should provide psychoeducation in line with their ther-
apeutic orientation and treatment modality.

OTTI Administration

The interview can be performed by the primary clinician, another
clinician, or a trained research assistant. In cases of severe PTSD
or trust difficulties, we recommend the interview be completed
by the client’s clinician. The interview typically takes 30–60min
to administer. Extra time should be allotted within or across
interview sessions to address any traumatic memories or dysreg-
ulation triggered by the interview. In these cases we recommend

engaging the client in grounding skills and refocusing on current
symptoms as opposed to processing past events.

OTTI Example To display how we would administer the OTTI
and fill out Table 1, we will use a fictitious case. Imagine
“Simon”, a 40 year old cisgender Black male presenting to treat-
ment inquiring about an increase in symptoms in the onset of
COVID-19 pandemic. Simon reports excessive cleaning,
checking CDC guidelines and statistics, heightened anxiety and
avoiding any exposure to the world outside of his home. He
reports that the above symptoms adversely impacted his family
system, as his worry leads to excessive monitoring of his partner
and children including preventing them from leaving the home,
promoting excessive hygiene behaviors (ex: handwashing, wip-
ing groceries down, etc.) and preoccupation with their physical
health.

Perhaps Simon discloses a traumatic experience of the
death of his father five years prior in an automobile accident.
Simon reports typical PTSD symptoms related to this experi-
ence including intrusive memories, avoidance of stimuli relat-
ed to father, avoidance of emotions related to father’s death,
guilt, difficulty concentrating, difficulty sleeping and trauma
cognitions. His trauma related cognitions may cluster primar-
ily in thoughts that he should have done more to prevent his
father’s accident. He might harbor significant responsibility
for his father’s death leading to feelings of guilt and shame.

Timing of Onset

With regard to symptom onset, imagine Simon reports that he
had always experienced subthreshold anxiety, never
amounting to significant impact on his functioning. In the
context of his father’s passing he noticed an increase in base-
line anxious symptoms in conjunction with PTSD symptoms
noted above. It is easy to imagine that at the onset of the
COVID-19 pandemic Simon might notice intrusive thoughts,
excessive cleanliness and a preoccupation with the physical
safety of his family members. This example emphasizes
PTSD symptoms as occurring initially following a traumatic
experience, with OCD symptoms following five years later in
the context of a concrete trigger–the COVID-19 pandemic.

Potential Overlap of OCD/PTSD

Exploring the Simon example, a potential link between Simon’s
OCD and PTSD symptoms could be; the prevention of contam-
ination from COVID-19 and cognitions related to responsibility
and blame in the context of his father’s death. The fear of con-
tamination of self or family members triggered trauma-related
feelings of responsibility and shame, leading the client to engage
in rituals to avoid the painful feelings. Perhaps Simon names a
trauma cognition “I am completely responsible for my father’s
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death,” which leads to an examination of the way this is
impacting his current OCD symptoms.

The theme of Simon “feeling completely responsible” for
his father’s death likely would cause the future-oriented ob-
sessive thoughts related to the safety of those around him. For
example, thoughts such as “If I don’t washmy hands 5 times, I
will contract COVID and pass it to my family member,” could
emerge. A theme of responsibility for the safety of others
might not only amplified the Simon’s compulsive urge to take
control of his environment in response to obsessional fears,
but also prevent the re-occurrence of the trauma-related feared
consequence, specifically the death of a loved one (e.g. “I
can’t let that happen again” and “I can’t be responsible for
the loss of another family member”). In this way, thoughts
regarding responsibility, blame and control could serve as
both solidified and impactful trauma-related cognitions and
mechanisms for engaging with OCD-related thoughts and be-
haviors regarding contamination.

Perhaps Simon also reported that emotions arising in the con-
text of obsessive thoughts related to COVID-19 contamination felt
reminiscent of the day his father died, including visceral experi-
ences of dread, sadness and anxiety. This would emphasize a
potential primary motivator for coping through avoidance, as
Simon could be constantly aiming to avoid sitting with his nega-
tive emotions.

Using this example, Simon’s preoccupation with his
family member’s safety and current OCD-related behav-
iors can be conceptualized as 1) an OCD process in that
rituals aim to prevent the occurrence of the feared
consequence– anxiety related to feeling contaminated
and potential harm coming to a family member and 2) a
trauma process in that the behaviors are a way to avoid re-
experiencing– including memories and the associated ag-
onizing pain and guilt that he felt prior when he lost his
father. We have outlined the above process using the
Simon example in Table 1.

Treatment Implications

The OTTI administration and table can help clinicians and
clients determine the best approach for treatment. Some cli-
ents benefit from focusing on one disorder first (e.g. OCD or
PTSD) before treating the other. Others benefit most from an
integra ted/concurrent approach, comple t ing the
psychoeducation phase for both OCD and PTSD, followed
by in session and between session work targeting both simul-
taneously. Order effects should be decided on a case by case
basis. Future research is needed to determine best practices for
co-occurring OCD and PTSD. Specifically, patients would
benefit from learning how to distinguish between trauma-
related thoughts (often past-focused) and intrusive thoughts
(often future-focused).

Trauma Specific Treatment

Cognitive Processing Therapy (CPT) helps clients identify
trauma-related core beliefs, or “stuck points,” and engage in
cognitive restructuring to reshape these beliefs (Resick et al.,
2016). CPT can help clients challenge stuck points related to
their traumatic experiences. Socratic questioning, context
building and emotional processing of thoughts such as, “I
am responsible for keeping everybody safe” or “It is my fault
that my father died” can be utilized to challenge these stuck
points with the aim of reducing guilt and self-blame, and can
ultimately result in alternative and reality based thoughts re-
lated to traumatic events. Once the client is practiced at chal-
lenging trauma-related stuck points, they can apply this skill
when they notice stuck points arising in the future or in the
context of their OCD treatment.

Identifying and challenging trauma-related stuck points can
allow for increased readiness to engage in the ERPs necessary
to address OCD-related symptoms. For example, Simon’s rig-
idly held belief that he was responsible for the death of his

Table 1 OCT Trauma Timeline
Interview (OTTI) symptom chart Obsessions/Thoughts

that overlap between
PTSD/OCD

Rituals or Avoidance
Behavior

Which more accurately
describes the feeling
you achieve by
completing the ritual?

a. A greater sense of safety

b. A greater sense of
certainty around future
outcomes

If you resist the [Identified
Ritual/Behavior] do you
experience intrusive
thoughts or images of:

a. Past stressful events

b. Potential future scenarios
(e.g., “what if” scenarios)?

If I don’t wipe the car
door handle down the
kids will get
COVID-19 and die

-Excessively wipe
surfaces

-Wash own hands
multiple times

- Monitor kids multiple
hand washing

B. At least my kids are
safe now

B. What if the kids get sick
and die

I am responsible for
keeping everybody
safe

Avoids
memories/pictures/-
stories of/about father

A. I don’t have to relive
painful memories

A. Images of father dying

Note. Full OTTI can be found in Appendix 1
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father served as a barrier to completing ERPs which require
engaging in behaviors that trigger fears of being responsible
for others’ safety. Thus initial targeting of trauma-related be-
liefs could improve willingness and efficacy of subsequent
treatment of OCD symptoms by giving the client the tools to
effectively manage the emergence of trauma-related stuck
points that may function as treatment interfering behaviors.

Alternatively, a Prolonged Exposure (PE) framework could
be utilized to help the client practice bringing trauma memo-
ries to mind and experiencing corresponding emotions (Foa
et al., 2019). Over time, PE can help clients process emotions
related to traumatic experiences and learn that trauma-related
memories and cues are not inherently dangerous. The PE
framework also emphasizes exposure to feared stimuli in the
client’s environment. In this way, a PE framework can overlay
ERP treatment for OCD, as mechanisms of triggering emo-
tions intentionally, sitting with them, and reducing avoidance,
are key components across both treatments (Foa et al., 2019).

OCD Specific Treatment

Cognitive behavioral therapy (CBT) approaches for OCD
have demonstrated robust empirical support, including in
meta-analysis (Eddy et al., 2004). The core component of
CBT approaches, Exposure and Response Prevention (ERP)
asks clients to approach situations, objects, or thoughts that
are typically avoided because they trigger intrusive thoughts
and distress (e.g. exposure). Importantly, these triggers must
be approached while the client tolerates the experience of
distress and uncertainty without engaging in compulsive, rit-
ualized behaviors to reduce the distress (e.g. ritual preven-
tion). Through repeated exposure and processes such as fear
habituation and/or inhibitory learning, over time the client
learns safety in situations previously perceived as dangerous
or threatening. The client also learns that he can tolerate un-
comfortable emotions (Foa et al., 2012; Craske et al., 2014).

Using the Simon example, exposures could involve contact
with contaminants by touching door handles and other objects
or surfaces that Simon perceives as unclean. Response pre-
vention could involve Simon resisting the urge to excessively
wash his hands, wipe off surfaces or monitor his children’s
hand washing.

Similarly, the Simon example illustrates potential overlap
of inflated responsibility in the context of OCD and PTSD
related cognitions (Salkovskis, 1985). In these contexts, clini-
cians may utilize cognitive interventions including behavioral
experiments, practicing the delay tactic and/or cognitive strat-
egies including responsibility pies and contracts to target in-
trusive thoughts related to responsibility and checking behav-
iors (Radomsky et al., 2010).

When there is an overlap between OCD and PTSD symp-
toms, clinicians must be mindful that ERPs may not only
trigger OCD-related fears of future consequences but could

also evoke trauma-related memories of the past. In such cir-
cumstances, it is important to be deliberate in the goals of the
ERP and for both the client and the therapist to be mindful of
the thoughts being targeted (Riggs, 2000) and plan for appro-
priate use of the trauma vs. OCD treatment strategies. As such,
the OTTI is a particularly helpful tool to acknowledge and
plan for exposures that are likely to trigger intrusive fears,
traumatic memories or a combination of the two.

Recommendations for Clinicians

The OTTI may provide an initial framework/foundation for
developing more standardized assessments of this OCD/
PTSD comorbidity and assisting with treatment formulation.
Despite the high percentage of co-occurring OCD and PTSD,
we have limited clinical resources specifically developed to
navigate treatment for such cases and identify emergence
treatment barriers. When both are present, OCD rituals and
avoidance behaviors can be hard to differentiate from PTSD
safety behaviors and avoidance. In addition, the comorbidity
may present in a static (i.e. independent) or dynamic (i.e.
interconnected) fashion (Rachman, 1991), potentially
influencing symptom presentation and treatment response. In
order to increase our understanding of these different presen-
tations and to provide a framework for treatment planning, a
more tailored framework for evaluating this comorbidity is
needed (in both clinical and research domains).

Following Rachman’s (1991) recommendations around
determining comorbidity presentation and identifying poten-
tial functional connections between OCD/PTSD symptoms to
inform treatment approach (Fletcher et al., 2020), this inter-
view sought to provide a framework to evaluate these connec-
tions, individual perceptions of how OCD and PTSD symp-
toms may relate to one another, and how behavioral responses
may be similar or distinct. The interview can also offer insight
into barriers to engaging with ERP. We believe that the inter-
view is best ut i l ized af ter complet ion of ini t ia l
psychoeducation around OCD and PTSD symptoms, so the
client can work alongside the clinician to identify distinct
OCD and PTSD symptoms, and the overlap. The interview
findings can lead into an informed discussion of treatment
order (e.g., trauma treatment followed by OCD treatment,
the reverse, or engaging in both treatments in parallel). The
findings can also help the therapist connect the client’s expe-
rience to previous research on the order effects of OCD and
PTSD development, and anticipate potential treatment
barriers.

Each aspect of OCD and PTSD symptoms should be care-
fully explored. For example, it is key to carefully distinguish
between PTSD related hypervigilance and safety behaviors
and OCD rituals. In some cases, hypervigilance and safety
behaviors (e.g., sitting with one’s back to the restaurant wall,

Curr Psychol



frequently scanning the room) are easy to distinguish from
OCD rituals (e.g., adding ‘1’ to any odd number encountered
in the world to make it even). However, sometimes these
behaviors can look strikingly similar (e.g., checking children’s
locations on their phones to assess for likelihood of contami-
nation, asking children to wash thoroughly upon returning
home). The OTTI can help explore these behaviors by
assessing if these behaviors are aimed at gaining certainty
versus achieving a feeling of safety and avoidance of re-
experiencing symptoms, or if they function to achieve all
three.

The OTTI could potentially be extended beyond clients
with PTSD, to also include those with trauma exposure with-
out PTSD. To date, we only utilized the OTTI with clients
who met criteria for PTSD (excluding those with trauma ex-
posure without PTSD). The definition of trauma in the context
of conceptualization and diagnosis has been of consistent de-
bate in the field of trauma focused treatment, ranging across a
dimension from a specific, isolated traumatic experiences, of-
ten referred to as ‘single incident trauma’ to complex and
frequently occurring trauma experiences, referred to as ‘com-
plex trauma’ (Courtois, 2004; Herman, 1992). In the scope of
the current interview, the choice was made to include the
DSM-IV Criterion A definition of trauma and the Life
Events Checklist (Gray et al., 2004) to cast a relatively wide
net in assessing the impact of a variety of traumatic experi-
ences. However, as the above assessments are typically uti-
lized to assess single-incident trauma, future iterations of the
interview may benefit from the inclusion of measures specif-
ically aimed at assessment of chronic and long-lasting trau-
matic experiences, including complex or developmental trau-
ma disorder (van der Kolk, 2005). Additionally, it will be
important to understand the potential links between trauma-
exposure, in the absence of meeting full criteria for PTSD and
development, co-occurrence or maintenance of OCD
symptoms.

Our work should be considered in light of a few potential
limitations. To date, we have only used the OTTI in clinical
settings. The OTTI might not be helpful when clients are new
to treatment, before completing OCD and PTSD
psychoeducation (as they might not be able to differentiate
between OCD and PTSD symptoms), or might have minimal
insight into ritualistic and avoidance behaviors and associated
thoughts and feelings. The OTTI could be counterproductive
if clients are experiencing severe obsessions of “needing to
know” or “saying just the right thing” as it may cause the
OTTI to be burdensome and hard to navigate. However, cli-
ents with these experiences could likely be coached to give
their “best answer” later in treatment, and the interview could
potentially be used as an exposure.

Our work has a number of important future directions.
First, we will pursue a pilot study to systematically collect
and evaluate data from the OTTI, its psychometric properties,

and its relationship to treatment outcome. Next, we will at-
tempt to broaden the scope of the interview to include clients
who are trauma exposed, who do not meet criteria for PTSD.
Overall, the literature on the overlap between OCD and PTSD
is still limited. The field would benefit from studies exploring
symptom overlap, temporal precedence, functional connect-
edness of symptoms, as well as identifying specific factors
that increase treatment resistance in co-occurring PTSD and
OCD (e.g., is treatment resistance in residential settings due to
symptom overlap, ineffective treatment of PTSD in these pri-
marily OCD targeted settings, or both).

Appendix 1

OCD Trauma Timeline Interview (OTTI)

Lauren P. Wadsworth, PhD; Nathaniel Van Kirk, PhD;
Madeline August, PhD

Contact for questions/use: drwadsworth@gviproc.org

Part A

1. Today I will be asking you questions about your mental
health symptoms, with a specific focus on your experi-
ence of OCD and traumatic experiences. [If in therapy]
We will be recording today’s interview so that your ther-
apist can better understand the information that we discuss
and so that we may refine this interview for future patient
care. Some of the questions in this interviewmay bring up
intense feelings or reactions. Please let me know at any
time if you would like to pause or stop the interview.

a. (Optional Psychoeducation) “When learning to under-
stand your OCD symptoms, it’s important to have a
good grasp of the core elements that make up OCD –
obsessions and compulsions. While the term “obses-
sion” can be used in a variety of ways, we characterize
obsessions as thoughts, images, or urges that are expe-
rienced as unwanted and intrusive, ultimately causing
significant distress. Obsessions can cause a wide range
of distressing emotions, including anxiety, disgust, in-
completeness, guilt, and not just right experiences
(NJRE).

In response to the distress caused by obsessions, in-
dividuals with OCD engage in compulsions/rituals in an
attempt to prevent a feared consequence associated with
the obsessions or neutralize the thought or associated
distress. While compulsions can take nearly any form,
there are certain characteristics that help us differentiate
compulsions from functional behavior. First, compul-
sions are behaviors or thoughts/mental actions that are
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carried out in a repetitive and rigidmanner. Second, they
are excessive in nature. Most importantly, while com-
pulsions may be effective in providing temporary relief
from distress, they ultimately reinforce the OCD cycle
and the obsessional thought as something to be feared.

While OCD symptoms are heterogenous, four major
dimensions of OCD have been found: 1) contamination
fears with washing style compulsions, 2) harm obses-
sions, 3) obsessions around sex, religion, and violence
and mental compulsions, and 4) order, symmetry, and
not just right experiences. Regardless of the type of
symptoms, central to the OCD cycle is a fear of uncer-
tainty. As a result compulsions are completed in an at-
tempt to gain feelings of 100% certainty. However, it is
important to understand that the experience of unwanted
thoughts is a common human experience and the con-
tent of thoughts does not differ between thosewith OCD
and those without. It’s the interpretation of those
thoughts as meaningful that results in distress.

When we talk about PTSD, we are referring to a
group of symptoms that develop following experiencing
a trauma. The DSM 5 defines a trauma as being directly
exposed to, witnessing, or having learned about a trau-
matic experience happening to a family member or
friend, or repeatedly exposed to details of events of an
experience that involves actual or threatened death, seri-
ous injury, or sexual violence. Following exposure to a
traumatic event, individuals with PTSDmay experience
a variety of symptoms that span re-experiencing/intru-
sion, avoidance, alterations to thoughts and general
mood, and arousal symptoms.

Re-experiencing symptoms can takemany forms, but
typically include experiencing intrusive and distressing
thoughts, images, or dreams associatedwith the traumat-
ic experience. Additionally, an individual may experi-
ence increased feelings of distress (both psychological
and physiological) to cues or reminders associated with
the event. For some individuals they may even feel as if
they are back in the situation again or like the event is
occurring again.

As a result of the distress experienced following
from these intrusive recollections, individuals with
PTSD attempt to avoid cues that may remind them
of these events or trigger associated distress. This
can take the form of either attempts to avoid mem-
ories, thoughts, or feelings that have become associ-
ated with the event or memories of the event, or
attempts to avoid any reminders of the event in their
daily life (such as people or places, or certain topics
and activities). The goal of this avoidance is to not
experience the distressing thoughts or memories as-
sociated with the trauma – however, similar to in
OCD, this avoidance serves to maintain the PTSD

symptoms and distress in the long term.
Individuals with PTSD also experience more gen-

eral changes to their mood and beliefs following
experiencing a trauma. They may notice an increase
in overall negative beliefs about the world or them-
selves that are persistent and become more extreme
and generalized following the trauma or even distor-
tions around their beliefs about why the trauma hap-
pened or their role in the event. For some individ-
uals they may struggle to remember certain aspects
of the trauma itself. These changes can also lead to
a more generalized negative feeling throughout their
day, feelings of detachment, reduced interest in ac-
tivities that they previously enjoyed and even diffi-
culty experiencing positive emotions such as happi-
ness or love.

Finally, individuals with PTSD typically report
significant changes in their feelings of arousal,
reporting that they may feel on edge, irritable, or
hypervigilant throughout their day. This may be ob-
served as being easily startled or having difficulty
concentrating or sleeping. In some cases, this may
also result in self-destructive behavior. Overall, this
may feel like pervasive feelings of being unsafe as
one is always on the lookout for danger or re-
minders of past traumatic events.

Differentiating OCD and PTSD can be difficult.
At first glance, the criteria share many overlapping
features (i.e. intrusive and unwanted thoughts, repet-
itive behaviors aimed at reducing distress). To tease
them apart, consider what the primary goal of your
behavior is. If your primary goal is to escape re-
experiencing symptoms or thoughts and memories
tied to a specific traumatic event (including flash-
backs), it is likely a PTSD symptom. If your goal
is to reduce feelings of uncertainty or to prevent
something bad from happening in the future (that
is not tied explicitly to a past traumatic event) it is
likely an OCD symptom.

You can also use the frequency of behaviors to
distinguish symptoms. In OCD, compulsions/rituals
are repeated and rigid in their implementation.
They tend to increase over time in complexity and/
or the extent they have to be repeated (in order to
achieve a sense of certainty). PTSD, on the other
hand, involves behaviors that attempt to increase
feelings of safety (vs. gain absolute certainty) and
avoid aspects of past events. While the avoidance
might increase over time (for example, avoiding
more and more people/places/things) it isn’t repeated
in the way that rituals are (over and over in a short
period of time) and has a less rigid focus on how
the behavior/act is completed.
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This table (hand to patient) can be used as a
guide to differentiate symptoms, but if you have
questions, feel free to ask at any time. Do you have
any questions before we begin?”

i. The below table can be used to enhance psychoeducation/
understanding of the differences between OCD and PTSD:

**Participant will go on to Part B if they have OCD, at least
one event they considered Traumatic, and some overlap of
their OCD and trauma symptoms**.

OCD PTSD

Thought Content Future focused…what ifs?; span more domains Focused on a memories of specific past event,
replaying/flashbacks

Repetitive
Behavior

More rigid set of rules; focused on the ‘how;” growing complexity;
not tied to specific experience

Preventing trauma from reoccurring; Feel safe/ in control

Avoidance Uncertainty, bad things happening in the future, feeling not right Past memories of trauma; triggers; painful emotions
associated with the traumatic event

Task Completion Doing it “perfect”
Resolving/fixing/evening out

Doing it “right” to maintain safety/control, escaping danger

Relationship to
Thoughts

Must be controlled, neutralized, figured out, prevented from coming
true

To be avoided

Underlying
Feature

Preventing possible feared consequences; intolerance of uncertainty Avoiding emotional pain & re-experiencing trauma

Adapted from Van Kirk, N. (2015, August). When fears become real: Post-traumatic OCD. In Van Kirk, N. (Chair), Solodyna, A., Grayson, J. &
Timpano, K. Understanding the Impact of Comorbid PTSD on the Conceptualization and Treatment of OCD. Symposium presented at the 22nd annual
International Obsessive Compulsive Disorder Foundation conference, Boston, MA

b. Thinking back, did your OCD symptoms start before or after your traumatic experiences? (If 

concurrently, select “after”)
i. ___Before

ii. ___After

iii. ___Simultaneous

1. If before, did you notice an increase in your symptoms following trauma?

c. Do you believe your OCD and trauma are linked in any way?

i. ___Yes

ii. ___No

1. If Yes, how do you think they are linked? (Long answer)

d. Do you think that the presence of [OCD or PTSD] made you more vulnerable to developing [OCD 

or PTSD]?

i. ___Yes

ii. ___No

1. If Yes, can you please describe that for me?

Curr Psychol



PART B

1. Administer LEC (via screen share) https://www.ptsd.va.
gov/professional/assessment/documents/LEC5_
Standard_Self-report.PDF

2. As mentioned above, I am interested in learning about
whether your OCD obsessions and rituals overlap with/
relate to your traumatic experiences you described above.
You indicated that you experienced [Trauma from LEC].
What obsessions/rituals do you have that relate to this
experience?

Obsessions/Thoughts that 

overlap between 

PTSD/OCD

Rituals or 

Avoidance Behavior

Which more accurately 

describes the feeling you 

achieve by completing the 

ritual?

a. A greater sense of safety 
b. A greater sense of 
certainty around future 
outcomes

If you resist the [Identified 

Ritual/Behavior] do you 

experience intrusive 

thoughts or images of:

a. Past stressful events 
b. Potential future 
scenarios (e.g. “what if” 
scenarios)?

3. What percentage do you think your OCD and Trauma symptoms overlap, content wise? For example, if 

your trauma was a house fire, do you obsess about your stove being on and check it frequently as a ritual? 

a. ____% (indicate % that trauma and rituals/obsessions overlap)

4. If your OCD disappeared tomorrow, how do you think that would shift your experience of your trauma 

symptoms? (long answer)

5. Do you feel your OCD behaviors serve as a coping mechanism for your trauma related 

memories/thoughts/experiences

a. ___Yes

i. Please describe (long answer)

b. ___No 

6. Following the identified traumatic event, did you develop any feelings of "mental contamination" or an 

internal feeling of being unclean, dirty, or contaminated in some way, despite not being actually physically 

dirty?

a. ___Yes

i. If Yes: Do you believe this feeling

1. ___ stems directly from your traumatic experience (i.e. is related to your PTSD 

symptoms)

2. ___ is associated with OCD fears/obsessional themes

3. ___ is both connected to the trauma experience and your OCD symptoms

b. ___ No

Did you find your onset of OCD symptoms traumatic?

c. ___Yes

i. Please describe (long answer)

d. ___No 
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