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[bookmark: _Toc169009814]Phone screening script

Student investigator to call during the middle and end of each week to screen potential participants who have expressed interest in participating via email.

[bookmark: _Toc169009816]Phone Script

Hi there, am I speaking to [participant first name]?

This is [student investigator] calling from the OCD Lab at Swinburne University. I am calling to conduct the phone screen for the mixed reality study. Do you have 5 to 10 minutes for me to do this and give you some information about the study?

[No]  Arrange to call back another time and document this in the Screening spreadsheet

[Yes]  What is the study looking at? Specific details about the study (length, activities, reimbursement).

This study consists of a single 3-hour session. In the beginning, we will conduct an interview to confirm a current diagnosis of OCD and the presence of contamination-concerns. You will then complete some questionnaires. At the end of this session, you will receive a $30 Woolworths gift voucher for your time.

Now I will just ask you some questions to determine your eligibility:

DIAMOND
· In the past month, have you often experienced thoughts, urges, doubts, or images that you don't want to have? Some examples are thoughts that you are contaminated, thoughts that you might hurt someone or make a terrible mistake, or being very uncomfortable if things aren't arranged in a certain way.
· Can you describe these thoughts?
· In the past month, have you done any repetitive behaviours in response to obsessive thoughts, or according to very specific rules? Some examples are hand washing or cleaning, ordering or arranging, checking things, or repeating behaviours over and over.
· Can you describe these behaviours?
· In the past month, are there any mental acts that you have done over and over in response to obsessive thoughts, or according to very specific rules? Some examples are words or pictures that you have to bring to mind over and over, counting, or replacing a bad thought with a more positive image.
· Can you describe these mental acts?
· If you added up all of the time per day you spent having these thoughts and performing these behaviours or mental acts over the past month, would it add up to at least an hour each day?

Exclusion criteria
· Do you have a past or present diagnosis of schizophrenia-related disorders? 
· Do you have a past or present diagnosis of bipolar disorder?
· Do you have a current diagnosis of substance use disorder?
· Do you have a cardiac pacemaker or other implanted medical devices?
· Do you have any serious pre-existing health conditions such as heart conditions, traumatic brain injury, neck or spinal injury?
· Do you have a history of a history of epilepsy or seizures or other epilepsy-like symptoms?
· Do you have impaired stereo-depth perception such as stereopsis, amblyopia, suppression and strabismus?
· Do you have uncorrected astigmatism or other uncorrected binocular vision abnormalities?
· Are you pregnant?
· Do you currently have any thoughts, plans, or intentions of suicide or self-harm?

[If not eligible]  I’m sorry. You don’t appear to be eligible for this study. However, would you like us to add you to our registry so that we can contact you for other studies conducted in our lab?

[No]  No worries. Thank you so much for your interest in this study – have a great day.

[Yes]  That’s wonderful. We will contact you when there is a study that you might be eligible for. Thank you so much for your interest in this study – have a great day.

[If eligible]  It seems like you might be eligible to participate in this study. So, we’d like to invite you to come to the Clinical Trials Research Centre at Swinburne University’s Hawthorn campus. Is there a date or time that works for you. Great, I will send you an email with details of the appointment. Do you have any questions for me? Thank you so much for your time today and we look forward to seeing you soon.


[bookmark: _Toc169009817]Study confirmation email

Subject: Appointment for Study with OCD Lab at Swinburne University 

Hi [Participant name],

Your appointment at the Clinical Trials Research Centre has been confirmed at [time] on [day of week], [month] [date], [year].

The Clinical Trials Research Centre is located on Level 3 of the Advanced Technologies Centre building at Swinburne University’s Hawthorn campus. The address for the building is 427-451 Burwood Rd, Hawthorn VIC 3122.

As discussed, this session will take approximately 3 hours. We have attached a map of the campus and available parking in the area. Please note that most parking areas have a limit of 2 hours. Here is a list of some of the available parking in order of closest to the study:
· Swinburne carpark on Serpells Lane (ticketed, 3-hour limit)
· Hawthorn Town Hall carpark on Kent St (free, 2-hour limit; ticketed, 8-hour limit)
· Along William St (free, 2-hour limit)
· Swinburne carpark on Wakefield St (ticketed, all day)
· Along Park St (free and ticketed, 2-hour limit)

If you have further questions or need to change or cancel your appointment, please email us at ocdlab@swin.edu.au.

Kind regards,

OCD Lab

[bookmark: _Toc169009818]Mixed reality exposure and response prevention program (MERP)
The MERP experience was designed by Liminal VR. It will be deployed on the Meta Quest 3, a mixed reality headset that superimposes computer-generated imagery on a real-world view. Within the program, participants will be exposed to and asked to interact with virtual contaminants projected onto a real table which are intended to trigger their C-OCD concerns. Participants will use their own hands to manipulate the virtual objects. There are three experiences in the exposure – abstract, realistic, and hyper-realistic. The abstract and hyper-realistic experiences will respectively use a half-eaten burger or a half-eaten mouldy burger as the contaminant, while the realistic experience will have a mouldy burger sealed in a plastic box as the contaminant. The order of experiences will be randomised for each participant.

After putting on the headset, at the start of each experience, participants will see virtual objects projected onto the table. This includes a virtual partition dividing the table into halves – on the left will be the contaminant with a blue block placed on top of it and a grey block on the table next to it; the right side will have four differently coloured blocks. Participants will be instructed to place their phone on the bottom right corner of the table. They will then be guided to look at the contaminant and to move the grey block to the right side of the table. Then, they will be prompted to move the blue block to the right side of the table and build a tower with all the blocks. Finally, they will be prompted to interact with their phone on the table by unlocking it and finding a photo that makes them feel neutral. Then the experience will end. The table will be cleaned prior to starting the ambiguous experience.

The student investigator will monitor participant adherence to the MERP experience, which will be accomplished by mirroring what the participant sees through their headset onto the student investigator’s phone using the Meta Quest application.

[bookmark: _Toc169009819]Visual Analogue Scale
A visual analogue scale will be used to measure participants’ state levels of anxiety and disgust before, during, and after each experience. The scale ranges from 0 (no anxiety/disgust) to 100 (extreme anxiety/disgust).

[bookmark: _Toc169009820]Filler task
There will be a 5-minute break between each experience where participants will be asked to engage in a neutral filler task (spot the difference puzzles) while still wearing the headset.

[bookmark: _Toc169009821]Feedback questions
Immersion & Presence:
. Did the mixed-reality objects feel convincing and realistic to you? What made them feel more or less believable?
Emotional Response:
. Did the mixed reality session trigger your fears or worries about contamination in a way that's similar to your usual feelings? How did it differ?
Comfort & Safety:
. Did you feel safe and comfortable during the session? Was there anything that made you uneasy or too anxious?
Usability:
. Was it easy to navigate and interact with the virtual objects, or was anything confusing or too difficult to do?
Content Relevance:
. Did the mixed reality scenarios accurately reflect your real-life concerns about contamination? What could make it more relevant?
Progress Assessment:
. Did you notice any change in your level of anxiety from the beginning to the end of the session?
General Acceptability:
. Would you recommend this mixed reality session to others who share similar contamination concerns? Why or why not?
Comparison with In-vivo exposure:
. Do you believe this mixed reality exposure session could work alongside or improve in-person exposure therapy for contamination fears?
Areas for Improvement:
. What specific changes or improvements would make this mixed reality exposure session better?
Overall Satisfaction:
. On a scale of 1 to 10, how would you rate your satisfaction with this mixed reality exposure session?

[bookmark: _Toc169009822]Demographics survey

What is your age?

________________________________________________________________



Biological sex
Male  (1) 
Female  (2) 
Intersex  (3) 
Other  (4) 


Display This Question:
If Biological sex = Other

Biological sex - other, please specify
________________________________________________________________



Gender
Male  (1) 
Female  (2) 
Transgender male  (3) 
Transgender female  (4) 
Non-binary  (5) 
Two-spirited  (6) 
Other  (7) 
Prefer not to say  (8) 


Display This Question:
If Gender = Other

Gender - other, please specify
________________________________________________________________



How would you describe your ethnicity?
Caucasian (white)  (1) 
Chinese  (2) 
South Asian (e.g., East Indian, Pakistani, Punjabi, Sri Lankan)  (3) 
Black (e.g., African, Haitian, Jamaican, Somali)  (4) 
Native/Aboriginal/Indigenous (i.e., First nations, Metis, Inuit)  (5) 
Arab/West Asian (e.g., Armenian, Egyptian, Iranian, Lebanese, Moroccan)  (6) 
Filipino  (7) 
South East Asian (e.g., Cambodian, Indonesian, Laotian, Vietnamese)  (8) 
Latin-American  (9) 
Japanese  (10) 
Korean  (11) 
Other  (12) 


Display This Question:
If How would you describe your ethnicity? = Other

Ethnicity - other, please specify
________________________________________________________________



What is your first language?
English  (1) 
French  (2) 
Chinese (including Mandarin and Cantonese)  (3) 
Japanese  (4) 
Korean  (5) 
Malay  (6) 
Italian  (7) 
German  (8) 
Polish  (9) 
Ukrainian  (10) 
Spanish  (11) 
Portuguese  (12) 
Punjabi  (13) 
Bengali  (14) 
Tegulu  (15) 
Urdu  (16) 
Arabic  (17) 
Hindi  (18) 
Persian  (19) 
Dutch  (20) 
Tagalog (Filipino)  (21) 
Greek  (22) 
Vietnamese  (23) 
Cree  (24) 
Inuktitut (Inuit)  (25) 
Other  (26) 


Display This Question:
If What is your first language? = Other

First language - other, please specify
________________________________________________________________



What language is spoken most often in your home?
English  (1) 
French  (2) 
Chinese (including Mandarin and Cantonese)  (3) 
Japanese  (4) 
Korean  (5) 
Malay  (6) 
Italian  (7) 
German  (8) 
Polish  (9) 
Ukrainian  (10) 
Spanish  (11) 
Portuguese  (12) 
Punjabi  (13) 
Bengali  (14) 
Tegulu  (15) 
Urdu  (16) 
Arabic  (17) 
Hindi  (18) 
Persian  (19) 
Dutch  (20) 
Tagalog (Filipino)  (21) 
Greek  (22) 
Vietnamese  (23) 
Cree  (24) 
Inuktitut (Inuit)  (25) 
Other  (26) 


Display This Question:
If What language is spoken most often in your home? = Other

Home language - other, please specify
________________________________________________________________



What is the highest degree or level of school you have completed?
Primary school  (1) 
Highschool  (2) 
College/TAFE diploma  (3) 
Undergraduate degree  (4) 
Postgraduate degree  (5) 



What is your current employment status?
Full-time  (1) 
Part-time  (2) 
Unemployed  (3) 
Student  (4) 
Home maker  (5) 
Other  (6) 


Display This Question:
If What is your current employment status? = Other

Employment - other, please specify
________________________________________________________________



What is your marital status?
Single (never married)  (1) 
Married, or in a domestic partnership  (2) 
Widowed  (3) 
Divorced  (4) 
Separated  (5) 



How many children do you have?
0  (1) 
1  (2) 
2  (3) 
3  (4) 
4  (5) 
5+  (6) 



What is your current annual household income?
Less than $10,000  (1) 
$10,000 to $30,000  (2) 
$30,000 to $50,000  (3) 
$50,000 to $70,000  (4) 
$70,000 to $90,000  (5) 
More than $90,000  (6) 
I do not wish to answer  (7) 


	Page Break
	





Have you ever participated in any virtual reality or mixed reality experiences?
Yes  (1) 
No  (2) 



Have you ever received Exposure and Response Prevention for your OCD?
Yes  (1) 
No  (2) 
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The DIAMOND is a semi-structured clinician-administered interview designed to assess the diagnostic criteria for a range of DSM­5 disorders. Below is the module for Obsessive-Compulsive and Related Disorders.[image: A questionnaire with a questionnaire
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[bookmark: _Toc169009824]Yale-Brown Obsessive Compulsive Scale (Y-BOCS; Goodman et al., 1989)
The Y‐BOCS is a semi‐structured clinician-administered interview that is divided into two parts: a symptom checklist and 19 additional items identifying the severity of symptoms.
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[bookmark: _Toc169009825]Vancouver Obsessional Compulsive Inventory II – Mental Contamination Subscale (Radomsky et al., under review)
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[bookmark: _Toc169009826]Obsessive-Compulsive Inventory – 12 (OCI-12; Abramovitch et al., 2021)
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[bookmark: _Toc169009827]Disgust Propensity and Sensitivity Scale – Revised (DPSS-R; van Overveld et al., 2006)
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[bookmark: _Toc169009828]Depression Anxiety and Stress Scales – 21 (DASS-21; Lovibond & Lovibond, 1995) 
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[bookmark: _Toc169009829]Acceptance and Action Questionnaire for Obsessive Compulsive Disorder (AAQ-OC; Jacoby et al., 2018)
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[bookmark: _Toc169009830]Treatment Acceptability/Adherence Scale (TAAS; Milosevic et al., 2015)
The TAAS assesses the acceptability of a given intervention. Participants will be asked to complete the TAAS based on descriptions of MERP and ERP.

[image: A close-up of a questionnaire

Description automatically generated]


[image: A close-up of a questionnaire

Description automatically generated]


[bookmark: _Toc169009831]Description of MERP
Mixed reality-based Exposure and Response Prevention (MERP) is a type of psychological intervention for people diagnosed with obsessive-compulsive disorder (OCD). In MERP, patients will wear a headset that projects virtual stimuli into the real-world environment. Within the program, individuals will be exposed to and asked to interact with virtual contaminants projected onto a real table which are intended to trigger their OCD symptoms. Patients will use their own hands to manipulate the virtual objects. The exposures are done in a controlled and safe environment with the guidance of a trained clinician. 

There are three experiences in the exposure. Two of the experiences will have a half-eaten burger on a plate with a contaminant (sauce or mould), while the other experience will have a whole burger with a contaminant (mould) in a takeaway box. During the experience, patients will be asked to interact with the burger, some blocks, and their phone.

[bookmark: _Toc169009832]Description of ERP
Exposure and Response Prevention (ERP) is a type of psychological intervention for people diagnosed with obsessive-compulsive disorder (OCD). In ERP, individuals are exposed to situations or objects that trigger their obsessive thoughts and/or compulsive behaviours. Exposures are typically graded according to their difficulty (exposure hierarchy) and the patient works their way up through this hierarchy. The exposures are done in a controlled and safe environment with the guidance of a trained clinician.

During exposure, the patient is encouraged to resist the urge to perform their usual compulsive behaviours. Instead of giving in to the compulsion, they practice facing their fears and anxieties without acting on them. Over time, this helps them to reduce their anxiety and realise that their fears are not as powerful as they initially thought.

For example, if the patient has a fear of contamination and feels compelled to wash their hands excessively, ERP might involve touching something they consider dirty and resisting the urge to wash their hands immediately afterward or at all. Through repeated exposure and preventing the usual response, the patient learns that they can tolerate the discomfort and anxiety without needing to perform their compulsive behaviour.


[bookmark: _Toc169009833]Modified Temple Presence Inventory (TPI; Lombard et al., 2009)
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@ Do these behaviors or mental acts include...

0 Washing or cleaning yourself or things? T Trying to have "good" thoughts or images?

0 Checking and rechecking things? 0 Seeking reassurance from others, or reassuring

0 Arranging or lining up things? yourself over and over?

DSaying or thinking certain words, phrases, prayers, Ll Insisting others engage in ritualized behavior?
or numbers? T Trying to do or think things in a *just right" way?

O Counting? T Touching or tapping things in a certain way?

DRepeating an action over and over? T Other behaviors or mental acts?,

@ Do you feel like you have to do these behaviors or mental acts, like it's very hard to stop or resist them?

4. Does the person have repetitive behaviors or mental acts that he/she feels | Yes | No
compelled to perform in response to obsessive thoughts, or according to rigid Skip to item 6
rules? and circle "No""

@ Do these behaviors or mental acts make you feel less uncomfortable? Do you fear something will
happen if you don't perform these behaviors?

5. Do the behaviors function to prevent or reduce anxiety or to prevent a feared | Yes | No
event, yet are not realistically preventative or are clearly excessive? Skip to item 6
and circle "No"

6._Are compulsions present ("Yes" to items 4 and 5)? Yes [No

7. Are obsessions (item 3) and/or compulsions (item 6) present? Yes [No
Skip to item 10
and circle "No"

@ 1f you added up all of the time per day you spent having these thoughts and performing these behaviors
or mental acts over the past month, would it add up to at least an hour each day:

@ In the past month, how much does this problem bother or distress you?
= How often do you feel distressed?.
= When you feel distressed, how long does it last?
< How intense is the distress when you experience it?

¥ In the past month, does this problem get in the way of your ability to function, like at school or work, in

your social life, in your family, or in your ability to do things that are important to you? How?
= Do you avoid any activities or situations because of these thoughts?
= Do the thoughts interfere with your ability to focus on necessary tasks?

O Problems at school O Problems with work or role functioning O Problems with social life

O Problems with family O Problems with home responsit ies O Problems with leisure activities

O Legal problems. O Financial problems. O Problems of health or safety

O Other functional impairment

DIAMOND v 1.5 © 2023 The Institute of Living/Hartford HealthCare Corporation 58
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8. Are the symptoms time consuming (e.g., more than 1 hour per day), Yes | No
distressing, or cause impairment in important areas of functioning? Skip to item 10
and circle "No"

@ About how old were you when you started having this problem?

@ Just before you started having this problem,
have a medical illness or injury?
= Has there been any reason to believe that this problem is caused by a medical problem, drugs, or

medications?
= Have you spoken to a medical clinician about these concerns?

id you have any medication changes, use any drugs, or

9. Are the obsessions and/or compulsions attributable to drug effects, a medical | No | ves
condition, or another mental disorder? (See Optional Information; If yes, Skip to item 10
complete applicable substance-induced or general medical condition module) and circle "No"

10. OBSESSIVE-COMPULSIVE DISORDER [vo ]

-Compulsive Disorder (circle number):

Current Severity of Obsessi

Distress impairment
T Normal | o No distress atallor full remission « No mpairment at all orfullremission
2. Borderline | » Between Normal and Mild, or « Between Normal and Mild, o subthreshold
subthreshold
3 mid « Fairy infrequent distress OR « Impairment i sight n 1 domain of functioning (e 8, taking
« Brief duration of distress OR onger to complete work tasks, occasional social avoidance) OR
« Distress s light « stil generally able to meet obligations
4. Moderate | » Between Mild and Marked « Between Mid and Marked
5 Marked | o Very frequent distress OR « Impairment i signficant in many domains of fnctioning (e
« Very long-asting distress OR work, social, amil fe) OR
« Distress i substantial « Some failure to meet role obligations (e.5., poor work
performance, missing days of work) OR
« Symptoms pose a minor risk of harm to self or others
6_Severe « Between Marked and Extreme « Between Marked and Extreme
7. Extreme |  Distress occurs constantly without | e Impairment is extreme in most or ll domains of functioning
relief OR (e:8., completely unable to work or engage in socal
« Distressis extremely intense or interactions) OR
unbearable « Patient is considered incapacitated OR
« Symptoms pose a severe risk of harm to sef or others OR
« Acutely psychotic OR
« In need of hospitlization or residential care

DIAMOND v 1.5 © 2023 The Ins
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‘Optional Information: Obsessive-Compulsive Disorder (OCD)

Possible rule-outs (check if likely):

DAnxiety disorders: In OCD, obsessions are usually.
not limited to real-life concerns, and can be bizarre.
‘When rituals are present in other anxiety disorders,
they tend to be limited to checking and
reassurance-seeking.

DDepression: Obsessions in OCD are not mood-
congruent, are perceived as intrusive, and are.
associated with compulsions.

DBody dysmorphic disorder (DD): In BDD the
‘obsessions and compulsions are limited to concerns
about appearance.

Drichotillomania (TTM) or skin picking disorder
(SPD): In TTM and SPD the compulsions are limited
to hair pulling or skin picking.

DHoarding disorder (HD): In HD, the obsessive
thoughts are related solely to difficulty discarding
or need to acquire objects, and compulsive
behaviors are related to discarding and acquiring.

Associated Features:

0 Eating disorders: In OCD the obsessions and
compulsions are not predominantly about concerns

body shape, size, or weight.

DTics and stereotyped movements: Tics and
stereotyped movements are typically not complex
and are not aimed at neutralizing obsessions or
preventing something bad from happening.

0 Psychotic disorders: OCD is not characterized by
hallucinations or formal thought disorder.

T impulse control or substance use disorders:
Compulsions do not result in pleasure or
gratification.

0 Obsessive-compulsive personality disorder (OCPD):
OCPD is not characterized by intrusive thoughts or
repetitive behaviors.

0 Autism spectrum disorder (ASD): Individuals with
ASD may exhibit fixed interests, but these are not
usually associated with fear or discomfort, and are
not perceived as intrusive. They may engage in

id or stereotyped behavior, but they do not
usually feel compelled to perform these behaviors
in response to obsessions.

DTypical dimensions of obsessions and compulsions (many patients have more than one)

0 Contamination obsessions and washing or
cleaning compulsions

0 Symmetry obsessions and repeating, ordering, or
counting compulsions

0 "Forbidden" thoughts and related compulsions
T Fears of harm to self or others and checking
compulsions

TStrong affective response when confronted with situations that trigger obsessions and compulsions

T Anxiety or panic
0 Feeling incomplete or "not just right"

O Disgust

T Avoidance of people, places, things, or activities that trigger obsessions and compulsions

Specifiers:

0Good or fair insight: The person thinks that the
obsessive beliefs are probably not true, or may or
may not be true and considers their behaviors to be.
unreasonable

T Poor insight: The person thinks that the obsessive
beliefs are probably true and thinks that their
behaviors are probably reasonable

T Absent insight/delusional beliefs: The person is
completely convinced that the obsessive beliefs are
true and does not consider their behaviors to be
excessive or unreasonable.

DTic-related: The person has a current o past tic
disorder (see p. 106).

DIAMOND v 1.5 © 2023 The Institute of

ing/Martford HealthCare Corporation 60
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'YALE-BROWN OBSESSIVE COMPULSIVE SCALE (Y-BOCS)
General Instructions

This rating scale is designed to rate the severity and type of symptoms in patients with obsessive compulsive
disorder (OCD). In general, the items depend on the patient's report; however, the final rating is based on the ciinical
judgement of the interviewer. Rate the characteristics of each item during the prior week up untl and including the time of
the interview. Scores should reflect the average (mean) occurrence of each item for the entire week.

“This rating scale is intended for use as a semi-structured interview. The interviewer should assess the items in
the listed order and use the questions provided. However, the interviewer is free to ask additional questions for purposes
of clarification. If the patient volunteers information at any time during the interview, that information will be considered
Ratings should be based primariy on reports and observations gained during the interview. If you judge that the
information being provided is grossly inaccurate, then the reliabiliy of the patient is in doubt and should be noted
accordingly at the end of the interview (item 19)

Additional information supplied by others (e.g., spouse or parent) may be included in  determination of the
ratings only i it is judged that (1) such information is essential to adequately assessing symptom severityand (2)
consistent week-to-week reporting can be ensured by having the same informant(s) present for each rating session.

Before proceeding with the questions, define "obsessions" and "compuisions” for the patient as follows:

"OBSESSIONS are unwelcome and distressing ideas, thoughts, images or impulses that repeatedly enter your
mind. They may seem to occur against your will They may be repugnant to you, you may recognize them as senseless,
and they may not fit your personalty.”

“COMPULSIONS, on the other hand, are behaviors or acts that you feel driven to perform although you may
recognize them as senseless or excessive. At times, you may try to resist doing them but this may prove difficut. You
may experience anxiety that does not diminish unti the behavior is completed.”

“Let me give you some examples of obsessions and compusions.”

“An example of an obsession is: the recurrent thought or impuise to do serious physical harm to your children
even though you never would."

“An example of a compulsion is: the need to repeatedly check appliances, water faucets, and the lock on the

front door before you can leave the house. While most compulsions are observable behaviors, some are unobservable

mental acts, such as silent checking or having to recite nonsense phrases to yourself each time you have a bad thought ™
"Do you have any questions about what these words mean?" [If not, proceed ]

On repeated testing it s not always necessary to re-read these definitions and examples as long as it can be
established that the patient understands them. It may be sufficient to remind the patient that obsessions are the thoughts
or concems and compulsions are the things you feel driven to do, including covert mental acts.

Have the patient enumerate current obsessions and compulsions in order to generate a st of target symptoms.
Use the Y-BOCS Symptom Checklist as an aid for identifying current symptoms. It s also useful to identify and be aware
of past symptoms since they may re-appear during subsequent ratings. Once the current types of obsessions and
compuisions are identified, organize and st them on the Target Symptoms form according to clinically convenient
distinctions (e.g., divide target compulsions into checking and washing). Describe salient features of the symptoms so
that they can be more easily tracked (e.q., in addition to listing checking, specify what the patient checks for). Be sure to
indicate which are the most prominent symptoms; i e., those that will be the major focus of assessment. Note, however,
that the final score for each item should reflect a composite rating of all of the patient's obsessions or compulsions.

‘The rater must ascertain whether reported behaviors are bona fide symptoms of OCD and not symptoms of
another disorder, such as Simple Phobia or  Paraphilia. The differential diagnosis between certain complex motor tics
and certain compuisions (e g. involving touching) may be difficult or impossible. In such cases, itis particularly important
to provide explicit descriptions of the target symptoms and to be cansistent in subsequent ratings. Separate assessment
of ic severity with a tc rating instrument may be necessary in such cases. Some of the items listed on the Y-BOCS
‘Symptom Checklist, such s trichotillomania, are currently classified in DSMHI-R as symptoms of an Impuise Control
Disorder. It should be noted that the sutabilty of the Y-BOCS for use in disorders other than DSM-JIl-R-defined OCD has
yetto be established_ However, when using the Y-BOCS to rate severity of symptoms not strictly classified under OCD
{e.g. trichotilomania) in a patient who otherwise mets criteria for OCD. it has been our practice to administer the Y~
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BOCS twice: once for conventional obsessive-compulsive symptoms, and a second time for putative OCD-related
phenomena. In this fashion separate Y-BOCS scores are generated for severity of OCD and severity of other symptoms.
in which the relationship to OCD is stll unsettied

On repeated testing, review and, if necessary, revise target obsessions prior to rating item 1. Do likewise for
compulsions prior to rating item 6.

All 19 items are rated, but only items 1-10 (excluding items 1b and 6b) are used to determine the total score. The
total Y-BOCS score is the sum of items 1-10 (excluding 1b and 6b), whereas the obsession and compulsion subtotals are
the sums of tems 1-5 (excluding 1b) and 6-10 (excluding Bb), respectively.

Because at the time of tis writing (9/89) there are limited data regarding the psychometric properties of items 1b,
6b, and 11-16, these items should be considered investigational. Until adequate studies of the reliabilty. validity, and
sensitivity to change of these tems are conducted, we must caution against placing much weight on resuls derived from
these item scores. These important caveats aside, we believe that tems 1b (obsession-free interval), 6b (compulsion-free
interval), and 12 (avoidance) may provide information that has bearing on the severity of obsessive-compulsive

symptoms. ltem 11 (insight) may also furnish useful clinical information. We are least secure about the usefulness of
items 13-16.

tems 17 (global severity) and 18 (global improvement) have been adapted from the Clinical Global Impression
Scale (Guy W, 1976) to provide measures of overall functional impairment associated with, but not restricted to, the
presence of obsessive-compulsive symptoms. Disability produced by secondary depressive symptoms would also be
considered when rating these items. Item 19, which estimates the reliabiliy of the information reported by the patient,
may assist in the interpretation of scores on other Y-BOCS items in some cases of OCD.
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Name Date

Y-BOCS SYMPTOM CHECKLIST (9/89)

Check all that apply, but clearly mark the principal symptoms with a P~
(Rater must ascertain whether reported behaviors are bona fide symptoms of OCD, and not symptoms of
another disorder such as Simple Phobia or Hypochondriasis. Items marked **” may or may not be OCD
phenomena )

Current  Past

AGGRESSIVE OBSESSIONS
Fear might harm seff

Fear might harm others

Violent or horrificimages

Fear of blurting out obscenities or insults.

Fear of doing something else embarrassing *

Fear will act on unwanted impulses (e.g. to stab friend)

Fear will steal things

Fear will ham others because not careful enough (e.g. hitiun MVA)

Fear will be responsible for something else terrible happening (e.g. ire, burglary)
Other_

CONTAMINATION OBSESSIONS
‘Goncems or disgust with bodily waste or secretions (e.g. urine, feces, saliva)

Concem with dirt or germs

Excessive concem with environmental contaminants (e.g. asbestos, radiation, toxic waste)
Excessive concem with household items (e.g. cleansers, solvents, )

Excessive concem with animals (e g. insects)

Bothered by sticky substances o residues

Concemed will get il because of contaminant

Concemed will get others il by spreading contaminant (Aggressive)

No concer with consequences of contamination other than how it might feel

Other_

SEXUAL OBSESSIONS
Forbidden or perverse sexual thoughts, images, or impuises
Content involves children or incest
Content involves homosexuality *

Sexual behavior toward others (Aggressive)"
Other_

HOARDING/SAVING OBSESSIONS
[distinguish from hobbies and concern with objects of monetary or sentimental value]

RELIGIOUS OBSESSIONS (Scrupulosity)
‘Concemed with sacrilege and blasphemy’
Excess concemn with rightiwrong, morality
Other_

OBSESSION WITH NEED FOR SYMMETRY OR EXACTNESS
‘Accompanied by magical thinking (e.g.. concerned that mother will have accident unless
things are in the right place)

Not accompanied by magical thinking

MISCELLANEOUS OBSESSIONS
Need to know or remember
Fear of saying certain things
Fear of not saying just the right thing
Fear of losing things.
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Intrusive (non-violent) images
Intrusive nonsense sounds, words, or music
Bothered by certain sounds/noises *
Luckylunlucky numbers

Colors with special significance
Superstitious fears

Other.

SOMATIC OBSESSIONS
‘Concem with llness or disease *

Excessive concem with body part or aspect of appearance (e.g. dysmorphophobia) *
Other_

CLEANINGWASHING COMPULSIONS
Excessive o ritualized handwashing

Excessive or ritualized showering, bathing, toothbrushing, grooming, or toiet routine.
Involves cleaning of household items or other inanimate objects

Other measures to prevent or remove contact with contaminants

Other

CHECKING COMPULSIONS
‘Checking locks, stove, appliances, etc
Checking that did notwill not harm thers
Checking that did nothwil not harm self
Checking that nothing terrible did/will happen
Checking that did not make mistake
Checking tied to somatic obsessions
Other

REPEATING RITUALS
Re-reading or re-witing

Need to repeat routine activiies(e.g. inlout door, up/down from chair)
Other_

COUNTING COMPULSIONS

ORDERING/ARRANGING COMPULSIONS

HOARDING/COLLECTING COMPULSIONS
[distinguish from hobbies and concern with objects of monetary or sentimental value
(e.g.carefully reads junkmail, piles up old newspapers, sorts through garbage, collects
useless objects)]

MISCELLANEOUS COMPULSIONS
Mental rituals (other than checking/counting)

Excessive listmaking

Need totell, ask, or confess

Need to touch, tap, or rub *

Rituals involving blinking or staring *

Measures (not checking) to prevent

harm to self __ harm to others ; terrble consequences._
Ritualized eafing behaviors *

Superstitious behaviors

Trichotilomania *

Other self-damaging or self-mutiating behaviors *

Other_
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Name Date.

TARGET SYMPTOM LIST
OBSESSIONS:

1

COMPULSIONS:

1

AVOIDANCE:

1
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'YALE-BROWN OBSESSIVE COMPULSIVE SCALE (Y-BOCS)

"l am now going to ask several questions about your obsessive thoughts.” [Make specific reference to the patient's
target obsessions ]

1. TIME OCCUPIED BY OBSESSIVE THOUGHTS
Q" How much of your ime is occupied by obsessive thoughts? [When obsessions occur as brief, intermittent

intrusions, it may be difficutto assess time occupied by them in terms of total hours. In such cases,
estimate time by determining how frequently they occur. Consider both the number of imes the intrusions
occur and how many hours of the day are affected. Ask] How frequently do the obsessive thoughts occur?
[Be sure to exclude ruminations and preoccupations which, uniike obsessions, are ego-syntonic and rational
(but exaggerated) ]

None

Mild, less than 1 hriday or occasional intrusion.

Moderate, 1 to 3 hrs/day or frequent intrusion.

Severe, greater than 3 and up to 8 hrs/day or very frequent intrusion

Extreme, greater than 8 hrs/day or near constant intrusion.

rwnoo

1b.  OBSESSION-FREE INTERVAL (ot included in total score)
Q- Onthe average, what is the longest number of consecutive waking hours per day that you are completely

free of obsessive thoughts? [If necessary, ask] Whatis the longest block of time in which obsessive
thoughts are absent?

0= Nosymptoms.

Long symptom-free interval, more than 8 consecutive hours/day symptom-free.

Moderately long symptom-free interval, more than 3 and up to 8 consecutive hours/day symptom-

free.

Short symptom-free interval, from 1 to 3 consecutive hours/day symptom-free.

Extremely short symptom-free interval, less than 1 consecutive houriday symptom-free.

2. INTERFERENCE DUE TO OBSESSIVE THOUGHTS
Q- How much do your obsessive thoughts interfere with your social or work (or role) functioning? s there

anything that you don't do because of them? [If curently not working determine how much performance
‘would be affected if patient were employed ]

None

Mild, slight nterference with social or occupational activities, but overall performance not impaired

Moderate, definite interference with social or occupational performance, but still manageable.

Severe, causes substantial impaimment in social or occupational performance.

Extreme, incapacitating.

rwnoo

3. DISTRESS ASSOCIATED WITH OBSESSIVE THOUGHTS
Q" How much distress do your obsessive thoughts cause you?

[In most cases, distress is equated with anxiety: however, patients may report that their obsessions are
“disturbing” but deny "anxiety " Only rate anxiety that seems triggered by obsessions, not generalized
anxiety or anxiety associated with other conditions ]
None

Mild, not too disturbing

Moderate, disturbing, but still manageable

Severe, very disturbing

Extreme, near constant and disabling distress

4. RESISTANGE AGAINST OBSESSIONS
Q" How much of an effort do you make to resist the obsessive thoughts? How often do you try to disregard or
tum your attention away from these thoughts as they enter your mind? [Only rate effort made to resist, not
success or failure in actually controlling the obsessions. How much the patient resists the obsessions may
or may not correlate with hisfher abilty to control them. Note that this item does not directly measure the
severity of the intrusive thoughts; rather it ates a manifestation of health, i.e.,the effort the patient makes to
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counteract the obsessions by means other than avoidance or the performance of compuisions. Thus, the
more the patient tres to resist, the less impaired is this aspect of his/her functioning. There are "active" and
"passive” forms of resistance. Patients in behavioral therapy may be encouraged to counteract their
obsessive symptoms by not struggling against them (e.g., just let the thoughts come”; passive opposition) or
by intentionally bringing on the disturbing thoughts. For the purposes of this item, consider use of these
behavioral techniques as forms of resistance. If the obsessions are minimal, the patient may not feel the
need to resist them. In such cases, a rating of "0" should be given ]

Makes an effort to always resist, or symptoms so minimal doesn't need to actively resist
= Tries to resist most of the time
Makes some effort to resist
Yields to all obsessions without attempting to control them, but does 50 with some reluctance
Completely and willngly yields to all absessions

swnoo

5 DEGREE OF CONTROL OVER OBSESSIVE THOUGHTS
Q" How much control do you have over your obsessive thoughts? How successful are you in stopping or

diverting your obsessive thinking? Can you dismiss them? [In contrast to the preceding item on resistance,
the abilty of the patient to control his obsessions is more closely related to the severity of the intrusive.
thoughts]
‘Complete control

Much control, usually able to stop or divert obsessions with some effort and concentration.

Moderate control, sometimes able to stop or divert obsessions.

Litte control, rarely successfulin stopping or dismissing obsessions, can only divert attention with

difficul

= Nocomrol, experienced as completely involuntary, rarely able to even momentarily alter obsessive

thinking.

0
1
2
3
4

"The next several questions are about your compuisive behaviors.” [Make specific reference to the patient's target
compulsions ]

6. TIME SPENT PERFORMING COMPULSIVE BEHAVIORS
Q" How much tme do you spend performing compuisive behaviors? [When rituals involving activities of daily
living are chiefly present, ask] How much longer than most people does it take to complete routine activties
because of your rituals? [When compulsions occur as brief, intermittent behaviors, it may difficult to assess
time spent performing them in terms of total hours. In such cases, estimate time by determining how
frequently they are performed. Consider both the number of times compulsions are performed and how
many hours of the day are affected. Count separate occurrences of compulsive behaviors, not number of
repetitions: e.g., a patient who goes into the bathroom 20 different times a day to wash his hands 5 times
very quickly, performs compulsions 20 times a day, not 5 or 5 x 20 = 100. Ask] How frequently do you
perform compuisions? [In most cases compulsions are observable behaviors (e.g., hand washing), but some
compulsions are covert (e g.,silent checking)]
None
Mild (spends less than 1 hriday performing compulsions), or occasional performance of
compulsive behaviors.
2= Moderate (spends from 1o 3 hrslday performing compuisions), or frequent performance of
compulsive behaviors.
3= Severe (spends more than 3 and up to 8 hrsiday performing compulsions), or very frequent
performance of compulsive behaviors.
4= Extreme (spends more than 8 hrs/day performing compuisions), or near constant performance of
compulsive behaviors (too numerous to count).

6b.  COMPULSION-FREE INTERVAL (not included in total score)
Q' On the average, what is the longest number of consecutive waking hours per day that you are completely
free of compuisive behavior? [If necessary, ask] Whatis the longest block of time in which compulsions are
absent?
0= Nosymptoms.
1= Long symptom-free interval, more than 8 consecutive hours/day symptom-free.
Moderately long symptom-free interval, more than 3 and up to 8 consecutive hours/day symptom-
free.
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3= Short symptom-free interval, from 1 to 3 consecutive hours/day symptom-free
4= Extremely short symptom-free interval, less than 1 consecutive houriday symptom-free.

7. INTERFERENCE DUE TO COMPULSIVE BEHAVIORS
QHow much do your compuisive behaviors interfere with your social or work (or role) functioning? s there
anything that you donit do because of the compuisions? [If currently not working determine how much
performance would be affected if patient were employed ]
= None
Mild, slight nterference with social or occupational activities, but overall performance not impaired
Moderate, definite interference with social or occupational performance, but still manageable:
Severe, causes substantial impaimment in social or occupational performance
Extreme, incapacitating

8 DISTRESS ASSOCIATED WITH COMPULSIVE BEHAVIOR
Q How would you feel f prevented from performing your compulsion(s)? [Pause] How anxious would you
become? [Rate degree of distress patient would experience if performance of the compulsion were suddenly
interrupted without reassurance offered. In most, but not all cases, performing compulsions reduces anxiety.
If, in the judgement of the interviewer, anxiety is actually reduced by preventing compulsions in the manner
described above, then ask'] How anxious do you get while performing compulsions until you are satisfied

they are completed?
0= None
1= Mid only slightly anxious if compulsions prevented, or only slight anxiety during performance of
compuisions

2= Moderate, reports that anxiety would mount but remain manageable if compulsions prevented, or
that anxiety increases but remains manageable during performance of compulsions

3= Severe, prominent and very disturbing increase in anxiety if compulsions interrupted, or prominent
and very disturbing increase in anxiety during performance of compulsions

4= Extreme, incapacitating anxiety from any intervention aimed at modifying activiy, or incapacitating
‘anxiety develops during performance of compulsions.

9. RESISTANCE AGAINST COMPULSIONS
Q" How much of an effort do you make to resist the compulsions? [Only rate effort made to resist, not success

orfailure in actually controling the compulsions. How much the patient resists the compulsions may or may
not correlate with his abilty to control them. Note that this item does not directly measure the severity of the
compulsions; rather it rates a manifestation of health, i, the effort the patient makes to counteract the
compulsions. Thus, the more the patient tres to resist, the less impaired s this aspect of his functioning. If
the compulsions are minimal, the patient may not feel fhe need to resist them. In such cases, a rating of "0"
should be given]

Makes an effort to always resist, or symptoms so minimal doesn't need to actively resist

Tries to resist most of the time

Makes some effort to resist

Yields to almost all compulsions without attempting to control them, but does so with some

reluctance

= Completely and willingly yields to all compulsions

0
1
2
3
4

10.  DEGREE OF CONTROL OVER COMPULSIVE BEHAVIOR
Q- How strong is the drive to perform the compulsive behavior? [Pause] How much control do you have over
the compuisions? [In contrast to the preceding item on resistance, the ability of the patient to control his
compulsions is more closely related o the severity of the compulsions ]
0= Complete control
1= Much control, experiences pressure to perform the behavior but usually able to exercise voluntary
control over it
Moderate control, strong pressure to perform behavior, can control it only with difficuty
Litte control, very strong drive to perform behavior, must be carried to completion, can only delay
with difficutty
No control, drive to perform behavior experienced as completely involuntary and overpowering,
rarely able to even momentarily delay activity

IS
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“The remaining questions are about both obsessions and compulsions. Some ask about related problems.” These are
investigational tems not included in total Y-BOCS score but may be useful in assessing these symptoms.

11, INSIGHT INTO OBSESSIONS AND COMPULSIONS
Q: Do you think your concerns or behaviors are reasonable? [Pause] What do you think would happen if you
did not perform the compulsion(s)? Are you convinced something would really happen? [Rate patients
insight into the senselessness or excessiveness of his obsession(s) based on beliefs expressed at the time
of the interview ]
Excellent insight, full rational
Good insight.Readily acknowledges absurdity or excessiveness of thoughts or behaviors but
does not seem completely convinced that there isn't something besides anxiety to be concerned
about ie., has lingering doubts).
= Fairinsight. Reluctantly admits thoughts or behavior seem unreasonable or excessive, but
wavers. May have some unrealistc fears, but no fixed convictions.
3= Poorinsight. Maintains that thoughts or behaviors are not unreasonable or excessive, but
acknowledges validity of contrary evidence (i.e., overvalued ideas present).
= Lacks insight. delusional. Definitely convinced that concerns and behavior are reasonable,
unresponsive to contrary evidence.

12 AVOIDANCE
Q Have you been avoiding doing anything, going any place, or being with anyone because of your obsessional
thoughts or out of concemn you wil perform compuisions? I yes, then ask] How much do you avoid? [Rate
degree to which patient deliberately tries to avoid things. Sometimes compuisions are designed to "avoid”
contact with something that the patient fears. For example, clothes washing rituals would be designated as
compulsions, not as avoidant behavior. I the patient stopped doing the laundry then this would constitute
avoidance ]
0= No deliberate avoidance
Mild, minimal avoidance
Moderate, some avoidance; clearly present
Severe, much avoidance; avoidance prominent
Extreme, very extensive avoidance; patient does almost everything he/she can to avoid triggering
symptoms

PN

13 DEGREE OF INDECISIVENESS
QDo you have trouble making decisions about lte things that other peaple might not think twice about (e..,

‘which clothes to put on in the morning; which brand of cereal to buy)? [Exclude difficuty making decisions
‘which reflect ruminative thinking. Ambivalence concerning rationally-based dificult choices should also be.
excluded ]

None

Mild, some trouble making decisions about minor things

Moderate, freely reports significant trouble making decisions that others would not think twice

about

= Severe, continual weighing of pros and cons about nonessentials

Extreme, unable to make any decisions. Disabling

0
1
2
3
2

4. QVERVALUED SENSE OF RESPONSIBILITY
QDo you feel very respansible for the consequences of your actions? Do you blame yourselffor the outcome
of events not completely in your control? [Distinguish from normal feelings of responsibily, feelings of
‘worthlessness, and pathological guilt. A guilt-ridden person experiences himself or his actions as bad or
evil
B None
Mild, only mentioned on questioning, slight sense of over-responsibilty
Moderate, ideas stated spontaneously, clearly present; patient experiences significant sense of
over-responsibilty for events outside hisiher reasonable control
3= Severe, ideas prominent and pervasive; deeply concemed heishe is responsible for events clearly
outside his control. Seff-blaming farfetched and nearly irational

1
2
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15,

16.

17,

18,

4= Extreme, delusional sense of responsibilty (e.g.,if an earthquake occurs 3,000 miles away patient
blames herseff because she didn't perform her compulsions)

PERVASIVE SLOWNESS/ DISTURBANCE OF INERTIA

QDo you have difficutty starting or finishing tasks? Do many routine activites take longer than they should?
[Distinguish from psychomotor retardation secondary to depression. Rate increased time spent performing
foutine activities even when specific obsessions cannot be identified ]

None

Mild, occasional delay in starting or finishing.

Moderate, frequent prolongation of routine actiities but tasks usually completed. Frequently late.

Severe, pervasive and marked diffculty initating and completing routine tasks. Usually late.

= Extreme, unable to start or complete routine tasks without ful assistance

0
1
2
3
2

PATHOLOGICAL DOUBTING
QAfter you complete an activity do you doubt whether you performed it correctly? Do you doubt whether you
did it atall? When carrying out routine activities do you find that you don' trust your senses (i.e., what you
see, hear, or touch)?
0= None.
1= Mid, only mentioned on questioning, slight pathological doubt. Examples given may be within
normal range.
2= Moderate, ideas stated spontaneously, clearly present and apparent in some of patient's
behaviors; patient bothered by significant pathological doubt. Some effect on performance but stil
manageable
Severe, uncertainty about perceptions or memory prominent; pathological doubt frequently affects
performance.
4= Extreme, uncertainty about perceptions constantly present; pathological doubt substantially
affects aimost all activiies. Incapacitating (e.g., patient states “my mind doesn't trust what my
eyes see’)

[tems 17 and 18 refer to global ilness severity. The rater is required to consider global function, not just the
severity of obsessive-compulsive symptoms ]

GLOBAL SEVERITY: Interviewer' judgement of the overall severity of the patient’s iliness. Rated from 0 (no
iliness) to 6 (most severe patient seen). [Consider the degree of distress reported by the patient, the symptoms
observed, and the functional impairment reported. Your judgement is required both in averaging this data as well
as weighing the reliability or accuracy of the data obtained. This judgement s based on information obtained
during the interview ]

0= Noillness
Tliness slight, doubtful, transient;: no functional impaiment
Mild symptoms, ltte functional impairment
Moderate symptoms, functions with effort
Moderate - Severe symptoms, limited functioning
Severe symptoms, functions mainly with assistance
Extremely Severe symptoms, completely nonfunctional

PYAFOVTEN

GLOBAL IMPROVEMENT: Rate total overall improvement present SINCE THE INITIAL RATING whether or not,
in your judgement, it is due to drug treatment

Very much worse

Much worse

Minimally worse

No change

Minimally improved

Much improved

Very much improved

Pnawn oo
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19, RELIABILITY: Rate the overall reliabilty of the rating scores obtained. Factors that may affect reliabilty include
the patient's cooperativenes and hisher natural ability to communicate. The type and severity of obsessive-
compulsive symptoms present may interfere with the patient's concentration, attention, or freedom to speak
spontaneously (e.g. the content of some obsessions may cause the patient to choose his words very carefully).

0= Excellent, no reason to suspect data unreliable:

Good, factor(s) present that may adversely affect refiabilty

Fair, factor(s) present that defintely reduce reliability

Poor, very low reliabilty

tems 17 and 18 are adapted from the Clinical Global Impression Scale (Guy W: ECDEU Assessment Manual for
Psychophamacology: Publication 76-338. Washington, D.C., U.S. Department of Health, Education, and Welfare
(1976))

Additonal information regarding the development, use, and psychometric properties of the Y-BOCS can be found
in Goodman WK, Price LH, Rasmussen SA, et al - The Yale-Brown Obsessive Compulsive Scale (Y-BOCS): Part |
Development, use, and reliabilty. Arch Gen Psychiatry (46:1006-1011, 1989). and Goodman WK, Price LH, Rasmussen
SA, etal: The Yale-Brown Obsessive Compulsive Scale (Y-BOCS): Part Il Validity. Arch Gen Psychiatry (46:1012-1016,
1989)

Copies of a version of the Y-BOCS modified for use in children, the Children's Yale-Brown Obsessive Compuisive
Scale (CY-BOCS) (Goodman WK, Rasmussen SA, Price LH, Mazure C, Rapoport JL, Heninger GR, Chamey DS). is
available from Dr. Goodman on request.
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'YALEBROWN OBSESSIVE COMPULSIVE SCALE (489)
Y-BOCS TOTAL (add tems 1.10)

PATIENT NAME. DATE.
PATIENT ID_ RATER.
Tone L] Wioderate Sewre Beme
1. TIVE SPENT ON OBSESSIONS 0 1 2 3 4
Tb. OBSESSIONFREE NTERVAL Wodertely Exromely
NoSympoms  Long  long  Shot  Shot
donot add o subiotalor ol scove) 0 1 2 3 4
2 INTERFERENCE FROM OBSESSIONS. 0 1 2 3 4
3. DISTRESS OF OBSESSIONS 0 1 2 3 4
Aays Completely
resils yelds
4 RESISTANCE 0 1 2 3 4
Compete Much Moderate Lite No
control. conirl contrl contol contrl
5. CONTROL OVER OBSESSIONS 0 1 2 3 4
(OBSESSION SUBTOTAL (adtems 15)
Tone W Tioderate Sewre  Brome
6. TIVE SPENT ON COMPULSIONS 0 1 2 3 1
/8. COMPULSION-FREE INTERVAL Wodertely Ed
NoSympoms  Long  long  Shot  Shot
do ot add o subiotal or ot scove) 0 1 2 3 4
7. INTERFERENCE FROM COMPULSIONS 0 1 2 3 4
8. DISTRESS FROM COMPULSIONS 0 1 2 3 4
Aays Completely
resils yelds
9. RESISTANCE 0 1 2 3 4
Complete Much Moderate Ltk No
contrl. conirl contrl contol contrl
10. CONTROL OVER COMPULSIONS 0 1 2 3 4
‘COMPULSION SUBTOTAL (add tems 6-10)
Ellent bsert
11, INSIGHT INTO O-C SYPTOMS 0 1 2 3 4
None W Wioderate Sewre  Brome
12 AVODANCE 0 1 2 3 1
13, INDECISVENESS 0 1 2 3 4
14. PATHOLOGIC RESPONSIBILITY 0 1 2 3 4
15. SLOWNESS 0 1 2 3 4
16. PATHOLOGIC DOUBTING 0 1 2 3 4
17, GLOBAL SEVERITY [ 1 2 3 4 5 6
18. GLOBAL INPROVEMENT 0 1 2 3 4 5 6

1

RELABLITY EXCELLENT=0 Goon=1 FAR=2 POOR=3
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Please rate each statement by putting a circle around the number that best describes how much the
statement i true of you. Please answer every item, without spending too much time on any particular
item.

How much is each of the following statements ~ Not  Alittle Some Much  Very

true of you? atail Much
Often I cannot get clean no matter how

" thoroughy | wash myselr. ° 2 3 4

2. Iofen feel dity or contaminated even though o 2 3 M
1 haven't touched anything diry.

3. Often when | feel dirty or contaminated, lalso o 4 2 3 .
feel quity or ashamed.

4. loften feel dity inside my body. o 1 2 3 4

5. Unwanted and repugnant thoughis often 0o 1 2 3 .

make me feel contaminated or dir
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The following statements refer to experiences that many people have in their everyday lives. Circle the
‘number that best describes HOW MUCH that experience has DISTRESSED or BOTHERED you
during the PAST MONTH. The numbers refer to the following verbal labels

0 1 2 3 s
Notatall Alitte Moderately Aot Extremely

1. Tcheck things more often than necessay. 01234
2. Tgetupsetifobjctsare not aranged propery. 01234
3. Ifnd it difficul to touch an object when Tnow it hasbeen touched by srngers orcetin 0.1 23 4

people.

4. Ifnditdifficul to controlmy own thovgts. 01234
5. Irepeatedly check doors, windows, drawers, etc. 01234
6. Tgetupsetifothers change the way T have aranged things. 01234
7. Tsometineshave to wash o clean myselfsmply because I fel contaminated. 01234
8. Tam upset by unpleasant houghts that come ity ind agains my ill. 01234
9. Lrepeatediy check: gas and wate tps and lght switches afe tuning them ofF 01234
10. Tneed hings to be amanged i a particular . 01234
11, Twadh my hands more ot and longer than necessary. 01234
12. T fequently gt nasty thoughts and have diffcultyin geting rid of them. 01234
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Never

Rarely

Sometimes

Often

Always

I avoid
disgusting
things.

When I feel
disgusted, I
worry that I
might pass out.

It scares me
when I feel
nauseous.

I feel repulsed.

Disgusting things
make my
stomach turn.

I screw up my
face in disgust.

When I notice
that I feel
nauseous, [
worry about
vomiting.

I experience
disgust.

It scares me
when I feel
faint.

10

I find something
disgusting.

11

It embarrasses
me when I feel
disgusted.

12

I think feeling
disgust is bad for
me.
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NovoPsych

Depression Anxiety Stress Scales - Short Form (DASS-21)

Instructions:

Please read each statement and press a response that 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

NEVER - Did not apply to me at all
'SOMETIMES - Applied to me to some degree, or some of the time
OFTEN - Applied to me to a considerable degree, or a good part of time
ALMOST ALWAYS - Applied to me very much, or most of the time

Never Sometimes ofen Amost Auays.

1 [ ound it hard to wind down 0 1 2 3

2| 1was aware of dryness of my mouth 0 1 2 3

o [ 1ot seem o expenenc any posive e ° p 2 3
Terperenced breaing STy eg, Scessvely 358

4| breating, breatiessness inhe absence of prysica 0 1 2 3
erion

5| Hound  iffult o work up th initative to do hings 0 1 2 3

6 | Hended to over-resct to siations 0 1 2 3

7 |1 experienced trembing (e, in the hands) 0 1 2 3

8 | 1Hetihat 1 was using aot of nervous energy. 0 1 2 3
| was warried sbout stustions n which | might panic

© | and make s fool of myselt 0 1 2 3

10 {lthat 1 had noting t look forward o 0 1 2 3

11 | found myselt geting agated 0 1 2 3

12 [ found i ificut to relax. 0 1 2 3

13 {1t downhearted and bue 0 1 2 3
1 was inolerantof anyting tt kept me from geting

4 | on with what | was doing ° 1 2 b
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Never Sometimes Ofen Amost Auays.
et was close o paric: 0 1 2 3

| was unsbie to become enthusissic bout anything 0 1 2 3

et wast worth much as a person 0 1 2 3

et that | was ather ouchy 0 1 2 3

Tvas awareof e ackon o my e e Sbsence

hysiclexerion (g sense of heart e ncrease, heart 0 1 2 3
mising beat)

elt scared without any good reason 0 1 2 3

et that e was mearingless. 0 1 2 3

Developer Reference:

Lovibond, S H.; Lovibond, P.F. (1995). Manual for the Depression Anxiety Stress Scales (2nd ed.). Sydney:
Psychology Foundation (Available from The Psychology Foundation, Room 1005 Mathews Building,
University of New South Wales, NSW 2052, Australia
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We are interested in your experiences with unwanted intrusive thoughts, ideas, impulses, doubts,
images, and feelings that something is “not just right”_ These experiences may be bizarre, senseless,
and unpleasant; they may seem inconsistent with who you are (your personality) and how you see
yourself. These experiences may also seem to occur against your will: you may try hard to ignore
them, but they keep coming back. Sometimes people feel the need to do something (a behavior or
‘mental action) to try to control or remove these types of unwanted thoughts, images, o doubts in
order to feel more comfortable.

The following are some examples of unwanted intrusive thoughts:

- The thought that you might have become contaminated after touching something.

= Doubts about whether or not you locked the door or tumed off an appliance when you left
home.

« Thoughts or urges to engage in behaviors (related to sex, immorality, o violence) that are
against your morals or religious beliefs (e.g . pushing a stranger in front of oncoming traffic;
a blasphemous thought).

« Thoughts or feelings that something isn’t “just right” (e g need for symmetry)

= Please note we are NOT referring to daydreams or pleasant fantasies. We are also NOT
asking about depressive thoughts (e.¢.. “T'm worthless™) o general worries about everyday
‘matters such as money, school/work, or family issues.

Below you will find a list of statements asking about your experiences with unwanted intrusive
thoughts. Please rate how true each statement is for you by selecting 2 number using the scale
below.

1 2 3 4 s ] 7
never  verysddom  seldom  sometimes  frequently  almostalways  always
frue true true true true true true

1. My intrusive thoughts determine the actions that I take. 123456

2. Ttry hard to avoid having intrusive thoughts. 123456

3. Intrusive thoughts get in the way of my success. 123456

4.t smems ke aer peoplear andlingtheir smwanted nrusveonghtsbeter 1 33 4 5

5. Ineed to control my intrusive thoughts in order to handle my life well. 1234567

6. Istop taking care of my responsibilties when I have intrusive thoughts. 1234567

7. 1f an unpleasant intrusive thought comes into my head, I try to get rid of it 1234567

8. Intrusive thoughts cause problems in my life. 1234567

9. I'm afraid of my intrusive thoughts. 1234567

10. My intrusive thoughts prevent me from leading a fulflling ife 1234567

11, Ican’tstand having intrusive thoughts. 1234567

12. Iworry about not being able to control my intrasive thoughts. 1234567

13. T try hard to control the physical reactions that I experience in my body when Iam
having intrusive thoughts (e.g. heart racing, sweating).

Jacoby, RJ., Abramowitz, 1S, Buchholz, J, Reuman, L., & Blakey, S M. (2018). Experiential avoidance in the context
of obsessions: Development and validation o the acesptance and action questionnaire for obsessions and compulsions.
Journal of Obsessive-Compulsive and Related Disorders, 19, 34 — 43. htps:/doi.org/10.1016/} jocrd 2018.07.003
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Treatment Acceptability/Adherence Scale (TAAS)

Please respond to the treatment that you just completed by indicating your agreement with cach
of the below statements.*

1. If I began this treatment, I would be able to complete it.

1 2 3 4 5 6 7
Disagree Neither agree Agree
strongly nor disagree strongly

2. If1 participated in this treatment, I would be able to adhere o ifs requirements.

1 2 3 4 5 6 7
Disagree Neither agree Agree
strongly nor disagree strongly

R3. I'would find this treatment exhausting.

1 2 3 4 5 6 7
Disagree Neither agree Agree
strongly nor disagree strongly

Rd. It would be distressing to me to participate in this treatment.

1 2 3 4 5 6 7
Disagree Neither agree Agree
strongly nor disagree strongly

RS. Overall, I would find this treatment intrusive.

1 2 3 4 5 6 7
Disagree Neither agree Agree
strongly nor disagree strongly

6. This treatment would provide effective ways to help me cope with my fear/anxiety.

1 2 3 4 5 6 7
Disagree Neither agree Agree
strongly nor disagree strongly
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R7. Iwould prefer to try another type of psychological treatment instead of this one.

1 2 3 4 5 6 7
Disagree Neither agree Agree
strongly nor disagree strongly

R8. I would prefer to receive medication for my fear/anxiety instead of this freatment.

1 2 3 4 5 6 7
Disagree Neither agree Agree
strongly nor disagree strongly

9. Twould recommend this treatment to a friend with a similar problem (i.e. fear/anxiety).

1 2 3 4 5 6 7
Disagree Neither agree Agree
strongly nor disagree strongly

RI0. IfT began this treatment, I would likely drop out.

1 2 3 4 5 6 7
Disagree Neither agree Agree
strongly nor disagree strongly

*Instructions can be modified to reflect the point at which the respondent is completing the scale
(e.g. after reading a treatment description or hearing about the treatment rationale, after
completing a treatment session, or after complefing a freatment component). For cases where
respondents have initiated treatment, altermate wording for cach item is suggested below:

Iwill be able to complete this freatment.

Twill be able to adhere to the requirements of this treatment.

I find this treatment exhausting.

It will be distressing fo me to participate in this treatment.

Overall, I find this treatment intrusive.

‘This treatment will provide effective ways to help me cope with my fear/anxiety.
Iwould prefer to try another type of psychological freatment instead of this one.
Iwould prefer to receive medication for my fear/anxiety instead of this freatment.
Iwould recommend this treafment to a friend with a similar problem (i.c. fear/anxiety).
Twill likely drop out of this freatment.

BB~

2
S

rena Nilasevic, Hannah C. Lovy, Gillian M. Alcolado & Adam . Radomsky (2015): The Treatment
Accoptability/ Adherence Scale: Moving Bayond the Assessment of Treatment Effectiveness, Cognitive
‘Behaviour Therapy, DOI: 10.1080/16506073.2015.1053407
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Modified Temple Presence Inventory

Thank you very much for agreeing to complete this questionnaire.
The questions ask about the mixed reality-based experience you just had.

There are no right or wrong answers; please simply give your first impressions and
answer all of the questions as accurately as possible, even questions that may seem
unusual or to not apply to the particular media experience you just had. For example, in
answering a question about how much it felt like you were "inside the environment you
sawlheard,” base your answer on your feeling rather than your knowledge that you were
not actually inside that environment.

Throughout the questions, the phrases "the environment you saw/heard" and "objects,
events, or people you saw/heard" refer to the things or people that were presented in the
media experience, not your immediate physical surroundings (i.e., the actual room you
were in during the media experience).

Please circle the responses that best represent your answers. All of your responses will
be kept strictly confidential.

Spatial Presence
How much did it seem as if the objects and people you saw/heard had come to the place you
were?

Notatal 1 2 3 4 5 6 7  Verymuch

How much did it seem as if you could reach out and touch the objects or people you saw/heard?
Notatal 1 2 3 4 5 6 7  Verymuch

How often when an object seemed to be headed toward you did you want to move to get out of
its way?
Never 1 23 4 56 7 Aways

To what extent did you experience a sense of ‘being there’ inside the environment you
saw/heard?

Not at all 1234567 Very much

To what extent did it seem that sounds came from specific, different locations?
Not at all 1234567 Very much

How often did you want to or try to touch something you saw/heard?
Never 1 23 456 7 Aways
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Did the experience seem more like looking at the events/people on a movie screen or more like
Iooking at the events/pecple through a window?
Like a movie screen 123456 7  Likeawindow

Engagement
To what extent did you feel mentally immersed in the experience?
Notatal 1 2 3 4 5 6 7  Verymuch

How involving was the media experience?
Notatal 1 2 3 4 5 6 7  Verymuch

How completely were your senses engaged?
Notatal 1 2 3 4 5 6 7  Verymuch

To what extent did you experience a sensation of reality?
Notatal 1 2 3 4 5 6 7  Verymuch

How relaxing or exciting was the experience?
Veryrelaxingg 1 2 3 4 5 6 7  Veryexciting

How engaging was the experience?
Notatal 1 2 3 4 5 6 7  Verymuch

Perceptual Realism
Overall, how much did the things and people in the environment you saw/heard.

sound like they would if you had experienced them directly?
Notatall 1 2 3 4 5 6 7  Verymuch

look like they would if you had experienced them directly?
Notatal 1 2 3 4 5 6 7  Verymuch

smell like they would if you had experienced them directly?
Notatal 1 2 3 4 5 6 7  Verymuch

Overall, how much did touching the things and people in the environment you saw/heard feel
like it would if you had experienced them directly?
Notatal 1 2 3 4 5 6 7  Verymuch
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'OBSESSIVE-COMPULSIVE AND RELATED DISORDERS

OBSESSIVE-COMPULSIVE DISORDER

@ In the past month, have you often experienced thoughts, urges, doubs, or images that you don't want
to have? Some examples are thoughts that you are contaminated, thoughts that you might hurt
someone or make a terrible mistake, or being very uncomfortable if things aren't arranged in a certain
way.
= Can you describe these thoughts?
= Do these thoughts come into your mind even when you don't want them to?
= Do they come into your mind again and again and bother you for some time?

® Do you have...

T Thoughts about contamination or cleanliness? T Forbidden or taboo thoughts such as about sex or
T Thoughts about harming yourself or others sexualty, religion, or violence?

accidentally? TGood or bad numbers, words, colors, etc.?
T Thoughts about harm coming to people or animals you 0 Unpleasant, scary, or repulsive mental images?

care about? 0 An urge to do something uncontrolled, shocking,
DA need for things to be ordered in a certain way ora embarrassing or harmful?

need for symmetry? [ The feeling that something bad is going to happen in
T Concerns or doubts about making mistakes or errors? _ the future if you do ot perform a ritual?
0 Concerns about making religious or moral mistakes? 0 Other intrusive thoughts?

1. Does the person have recurrent, persistent thoughts, urges, or images that | Yes | No
are perceived as intrusive? Skip to item 3
and circle "No""

@ When these thoughts come into your mind, what do you do about them?
= Do you try to ignore them, push them out of your mind, or "fix" or neutralize them with an action or

thought?
2. Does the person try to ignore, suppress, or neutralize the thoughts? Yes | No
Skip to item 3
and circle "No".
3. Are obsessions present ("Yes" to items 1 and 2)? Yes No

@ In the past month, have you done any repetitive behaviors in response to obsessive thoughts, or
i rules? Some examples are hand washing or cleaning, ordering or arranging,
8 things, or repeating behaviors over and over.

= Can you describe these behaviors?

@ In the past month, are there any mental acts that you have done over and over in response to obsessive
thoughts, or according to very specific rules? Some examples are words or pictures that you have to
bring to mind over and over, counting, or replacing a bad thought with a more positive image.
= Can you describe these mental acts?
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