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The cognitive model of obsessions (Rachman, 1997, 1998) proposes the escalation from 

normal intrusive thought into clinical obsession begins with the appraisal of thoughts as being 

significant or dangerous.  The cognitive theory of obsessions also posits through targeting and 

dismantling maladaptive thought related beliefs and thought control strategies, one can reduce 

the frequency of and discomfort associated with obsessive thoughts.   

 The current study first set out to obtain additional empirical support for the proposed 

relationship between maladaptive thought related beliefs, thought management strategies, and 

obsessive thinking. Next, this study explored the potential impact of targeting and altering 

maladaptive thought related beliefs and thought management strategies, through mindfulness-

based training (thought acceptance), in comparison to relaxation-based training (thought control).  

Finally, this study assessed which, if any, participant characteristics were associated with 

positively responding to mindfulness training. 

  Results highlighted the strong relationship between maladaptive thought related 

beliefs, thought management strategies and obsessive thinking, with mindfulness mediating the 

relationship between maladaptive thought related beliefs and obsessive thinking. Research 
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results also lend support for the potential efficacy of both mindfulness as well as relaxation based 

training, for the treatment of obsessive thinking.  Participants assigned to both conditions 

exhibited decreased obsessive thinking as well increased positive mood state and decreased 

maladaptive thought related beliefs.  Process related analysis uncovered a significant relationship 

between decreased maladaptive thought related beliefs and decreased obsessive thinking for the 

mindfulness condition, providing initial evidence for changes in meta-cognitive beliefs as an 

active ingredient in mindfulness training.   In contrast, a significant relationship between 

decreased maladaptive thought related beliefs and decreased obsessive thinking was not found 

for the relaxation condition.   

 Finally, when assessing participant characteristics associated with positively 

responding to mindfulness training, level of obsessive thinking predicted self reporting to have 

obtained a significant benefit from engaging in mindfulness training, with study participants 

experiencing higher levels of obsessive thinking interpreting the mindfulness intervention as 

more beneficial than study participants who experienced lower levels of obsessive thinking.  

These findings offer initial evidence that mindfulness training may be a useful treatment 

approach, in targeting and altering maladaptive thought related beliefs, for the treatment of 

obsessive thinking.  

  



 viii 

 

Table of Contents 

 

Chapter One: 

Introduction……………………………………………………………………… 1 

Chapter Two:   

Definition and Prevalence of Intrusive Thoughts………………………………... 4 

Universality of Intrusive Thoughts………………………………………………. 6 

From Intrusive Thoughts to Obsessions…………………………………………. 6 

Cognitive Models of Obsessions………………………………………………… 7 

Rachman’s Cognitive Theory of Obsessions……………………………………. 9 

Thought Control and Neutralization Efforts……………………………………..10 

Conversion from Neutral to Threatening Stimuli………………………………..11 

Altering Catastrophic Misinterpretations………………………………………..11 

Empirical Support for Rachman’s Cognitive Theory of Obsessions ……………13 

Advances in the Treatment of Obsessions……………………………………….18 

Introduction to Mindfulness……………………………………………………...19 

Mindfulness Training as a Clinical Intervention for ITs………………………...22 

Research Supporting Mindfulness Based Interventions………………………....25 

Research Supporting Mindfulness Based Interventions for Anxiety Disorders…26 

Research supporting Mindfulness Based Interventions for Obsessive Thinking..27 

Conclusion and Rationale for Study…………………………………………….28 

Chapter Three: 

 Purpose…………………………………………………………………………..33 



 ix 

 Participants………………………………………………………………………33 

 Measures…………………………………………………………………………34 

 Procedure………………………………………………………………………...41 

 Study Hypotheses and Research Questions: 

  Research Question One…………………………………………………..49 

  Research Question Two……………………………………………….....50 

  Research Question Three………………………………………………...51 

Chapter Four:   

 Descriptive Analyses…………………………………………………………….52 

 Baseline Equivalence of Groups………………………………………………....54 

 Experimental Manipulation Check………………………………………………56 

 Results: 

Research Question One…………………………………………………..56 

  Research Question Two………………………………………………….59 

  Research Question Three………………………………………………...65 

 Additional Exploratory Analysis………………………………………………...66 

Chapter Five:   

 Summary and Discussion of Results…………………………………………….69 

  Research Question One…………………………………………………..69 

  Research Question Two………………………………………………….72 

  Research Question Three………………………………………………...79 

 Additional Discussion Points…………………………………………………….80 

 Summary and Limitations…………………………………………………….….82 



 x 

 Directions for Future Research…………………………………………………..85 

Appendices: 

 Appendix A…………………………………………………………………..…88 

 Appendix B………………………………………………………………….….89 

 Appendix C……………………………………………………………………..92 

 Appendix D……………………………………………………………………..93 

 Appendix E……………………………………………………………………..94 

 Appendix F……………………………………………………………………...95 

 Appendix G……………………………………………………………………..96 

 Appendix H …………………………………………………………………….102 

References……………………………………………………………………………….107 

Vita……………………………………………………………………………………...120 



 xi 

List of Figures, Tables and Charts 

Figure 1:  Cognitive Theory of Obsessions………………………………………...……12 

Figure 2:  Screen Shot of Mindfulness Application………………………………...……43 

Figure 3:  Screen Shot of Relaxation Application………………………………….……44 

Figure 4:  Mediation Analysis………………………………………………………..…..58 

Figure 5:  Estimated Marginal Means of YBOCS………………………………….……63 

Figure 6:  Estimated Marginal Means of  III-31…………………………………………63 

Figure 7:  Estimated Marginal Means of  PANAS………………………………………64 

Figure 8:  Estimated Marginal Means of  PANAS………………………………………64 

Figure 9:  Eliminating the “middle man” role played by thought related beliefs………..71 

Table 1:  Participant Characteristics……………………………………………………..54 

Table 2:  Pre-Study Scores……………………………………………………………….55 

Table 3:  Zero-order correlations……………………………………………………….. 57 

Table 4: Regression Analyses……………………………………………………………57 

Table 5:  MANOVA Analysis……...……………………………………………………58 

Table 6: Obsessional Thinking as Predictor of Perceived Treatment Utility……………65 

Table 7:  Change in III-31 as predictor of change YBOCS……………………………..67 

 



 1 

Chapter One 

 

Introduction 

Intrusive thoughts (ITs) are defined as unwanted thoughts that are actively resisted.  ITs 

have several distinguishable characteristics.   They are generally conceptualized as undesirable, 

are rarely a one time occurrence but instead tend to repeat themselves and are not considered part 

of the stream of conscious but instead tend to interrupt ongoing mental activity (Julien, 2007).  In 

addition, ITs may be experienced as contrasting to one’s morals and personal beliefs 

(Abramowitz 2006).  IT’s often have content related to aggressiveness, sexuality, 

dirt/contamination/disease, perfectionism, fear of losing something, religion and enactment of 

embarrassing acts (Julien, 2007).  For example, a deeply religious person may experience an IT 

with blasphemous content, a new parent may experience an IT with content related to hurting 

their beloved newborn or a conscientious driver may have an IT of losing control of their vehicle 

and injuring a pedestrian.   

At some point or another, the average person will experience bothersome ITs.  Research 

indicates that up to 90% of the general population experiences negative intrusive thoughts, with 

content similar to the obsessions experienced by individuals meeting diagnostic criteria for 

obsessive compulsive disorder (OCD) (Rachman & de Silva, 1978).  The cognitive model of 

obsessions (Rachman, 1997, 1998) proposes that the escalation of normal ITs into clinical 

obsessions begins with the appraisal of an IT as being significant or dangerous (Larsen, 2006). 

Rachman (1997) proposed the key difference between those that experience ITs on occasion and 

those that experience frequent obsessions are the pre-existing beliefs and cognitive biases related 

to having a disturbing thought.   In other words, the difference between normal ITs and clinically 
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significant obsessions lies not in the content but in the significance attached to the act of 

experiencing an IT.  

One treatment approach proposed to assist patients in the modification of dysfunctional 

thought related appraisals and thought control strategies is the use of mindfulness training (Wells 

& Matthews, 1997). Mindfulness training involves instructing patients to not engage with 

intrusions by either ruminating about them or using thought avoidance strategies.  Instead, 

patients are encouraged to note an IT and then passively let it go, without over or under engaging 

in it.   The goal of this kind of exercise is to have patients come to see that it is their reaction to 

and interpretation of an IT rather than the IT itself, that causes discomfort.  Patients are assisted 

in coming to understand that thoughts, feelings and sensations are passing, natural events rather 

than dangerous warning signs of their pathology and impending doom, which must be 

suppressed and avoided at all costs. 

This study first explored the validity of the cognitive model of obsessions which claims 

select appraisals of cognitions, such as belief in the over importance of thoughts and belief in the 

need to control thoughts, is associated with increased frequency of ITs as well as increased 

discomfort associated with these bothersome cognitions.  Non-clinical subjects who experienced 

some degree (mild, moderate or high) of discomfort with intrusive thoughts were first primed to 

experience an IT.  From there, thought appraisals were assessed, as well as level of obsession-

like thinking.  The relationship between appraisals of cognitions and severity of obsession-like 

thinking was explored through correlation, regression and mediation analysis.   

Next, this study assessed if  mindfulness training serves as an effective intervention for 

obsession-like thoughts.  Subjects were randomly assigned to a mindfulness treatment (MT) or 

relaxation treatment (RT) condition.  Subjects in the MT condition engaged in a ten minute 
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interactive, web-enabled mindfulness training program once per day over a 7 day period (see 

Appendix G, thinkmindfully.com).  The mindfulness training program, thinkmindfully.com, was 

developed by the researcher, with the technical assistance of Talaria, Inc., a company which 

specializes in the development of multimedia, web-based courses and healthcare management 

tools.   

The interactive mindfulness training program emphasizes observing, acknowledging and 

allowing thoughts to pass on their own and assists participants in revising their cognitive 

appraisals from “thoughts are important and must be taken at face value” to “thoughts are just 

thoughts and need not be taken as truth”. Subjects in the RT condition engaged in a ten minute 

web-enabled relaxation training program, developed by Talaria Inc, once per day over a 7 day 

period.  (see appendix F ). The relaxation training program highlights the use of guided imagery 

and emphasizes the benefits of distraction, by explaining the degree one can become absorbed in 

an alternative, calming mental activity, one can reduce the “cognitive fuel” for anxious thoughts 

and feelings.  Treatment outcomes were assessed through Repeated Measure Multivariable 

Analysis of Variance (RM MANOVA).  
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Chapter Two 

Review of the Literature 

 

In the following review of pertinent literature, the definition and prevalence of intrusive 

thoughts (ITs) will be discussed.  From there, cognitive theoretical models that explore the 

transition from normal ITs into clinically significant obsessions will be reviewed. Next, current 

treatment options for clinical obsessions will be highlighted and the limitations of available 

approaches will be reviewed.  Finally, a mindfulness based treatment approach will be proposed 

and its potential usefulness in the treatment of obsessions will be discussed. 

Definition and Prevalence of Intrusive Thoughts 

Intrusive thoughts are defined as unwanted thoughts that interrupt ongoing mental 

activity. Different terminology has been used to label these thoughts, such as “cognitive 

intrusions”, “normal obsessions” or “intrusive thoughts” (Julien, 2007).  For simplicity sake, the 

terminology “intrusive thoughts” or ITs, will be used throughout this paper to connote this 

concept.   ITs have several distinguishable characteristics.   They are generally conceptualized as 

undesirable, are rarely a one time occurrence but instead tend to repeat themselves and are not 

considered part of the stream of conscious but instead tend to interrupt ongoing mental activity 

(Julien, 2007).  In addition, ITs are often ego-dystonic in that one may feel afraid of their 

thoughts and experience them as something outside of their own belief system (Abramowitz, 

2006).  For example, a devout Christian may have an IT involving blasphemous content or a 

conscientious driver may have an it related to losing control of the car and crashing into a 

pedestrian.  ITs may have content related to aggressiveness, sexuality, 
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dirt/contamination/disease, perfectionism, fear of losing something, religion, enactment of 

embarrassing acts, need to order things and hoarding (Julien, 2007).    

ITs are distinct from other cognitive intrusions associated with disorders, such as 

generalized anxiety disorder and social anxiety disorder (Clark, 2005b).  These thoughts are 

regarded as different from ITs in that they do not induce the same level of distress and resistance 

as thoughts with an obsessional quality.  One kind of thought which has proven difficult for 

study subjects to distinguish from ITs is worries (Julien, 2007). Worries can be defined as 

thoughts and images which involve the perception of risk and which are experienced as 

somewhat uncontrollable. (Borkovec, 2003).  Worries relate more to every day life (fear of 

getting sick, fear of financial ruin, etc.) and are considered more acceptable, more easily resisted 

and less intrusive than ITs  (Julien 2007).   

Langlois et al (2000a) expand on the distinction between ITs and worries by discussing 

patients perceived value or believed benefit of engaging in worry in comparison to experiencing 

an IT.   People may view the act of worrying as contributing to their safety, as if by engaging in 

worrying, they have decreased the possibility that these thoughts will come true or increased 

their likelihood of effectively managing potential negative outcomes.  For example, “Since I 

have thought through all of the possible worst case scenarios, hopefully I will now be more 

prepared to manage these negative situations if they happen to arise.”  In comparison, people 

may believe the very act of experiencing an IT will increase the likelihood that the thought will 

come true and the experience of this thought offers no value or benefit in anyway, only the 

potential for harm.  
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Universality of Intrusive Thoughts 

Several studies have concluded the average nonclinical individual will experience an IT 

on occasion (see among others, Salkovskis, 1999 & Rachman & DeSilva, 1978) and that the 

level of distress that accompanies these thoughts is minimal.  Rachman & DeSilva (1978) noted 

up to 90% of the population at large experiences intrusive thoughts, images or impulses.  Purdon 

and Clark (1994) found the most common ITs experienced by a nonclinical sample to occured no 

more than a few times a year. 

Morillo (2007) assessed the ITs experienced by an obsessional-compulsive disorder 

(OCD), depressive and anxious study population, as well as a non-clinical control group.  He 

found that the OCD group did not differ from the other 3 groups based on the content and types 

of intrusions experienced but instead the variance was due to the frequency of ITs experienced 

by the OCD group.  Rachman et al (1978) determined that the average person will experience 

ITs on occasions while a small subset of those who experience ITs will experience these 

thoughts as obsessions.  

From ITs to Obsessions 

Obsessions are repetitive, unwanted thoughts, images or impulses that give rise to 

subjective resistance (Rachman, 2003).   The main themes of obsessions are similar to the 

content found in ITs experienced by the general population; violence, sex, religion, and 

responsibility for harm (Foa, 2002).  Despite the overlap in content, obsessions can be 

distinguished from their non-clinical counterpart ITs, in that obsessions arise more frequently, 

are experienced as more intense and less acceptable, are more strongly resisted and are harder to 

dismiss (Marcks & Woods, 2007).  People experiencing obsessions may recognize these 

thoughts to be opposing their value systems and personal beliefs about what is appropriate and 
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acceptable.  Many patients who experience obsessions fear they will one day lose control and 

carry out dangerous and disturbing actions.  These thoughts may be so shameful that all efforts 

are made to conceal and avoid these uncomfortable thoughts. Obsessions are actively resisted 

through thought suppression efforts, avoidance and reassurance seeking, with the goal of 

reducing the anxiety that accompanies such cognitions.   

The frequent experience of obsessions is a key diagnostic characteristic of OCD 

(Ladoucer et al, 2000).  By definition, OCD is an anxiety disorder characterized by persistent 

bothersome thoughts that evoke anxiety and resistance and effects approximately 2% of the 

population (Björgvinsson, Hart, Heffelfinger, 2007).  In order to diminish anxiety related to 

bothersome thoughts, a person struggling with OCD will perform overt or covert thought 

neutralizing acts in the form of compulsions (Abramowitz, 2006).   In most cases, the affected 

person will experience obsessions and compulsions, with one of the two symptoms 

predominating and causing the majority of distress experienced by the patient (Rachman, 2003).  

There is a sub-population of OCD patients whose primary concern or sole problem reported is 

obsessions, without any notable compulsions or external neutralizing rituals (such as a washing 

ritual when one feels they are “contaminated”).   

Cognitive Models of Obsessions 

Cognitive models of obsessions hypothesize as to why up to 90% (Rachman & DeSilva, 

1978) of the population experiences ITs on occasion but only 2 to 3% of the population 

experiences these thoughts, images and impulses as obsessions (Karno, 1998).  These models are 

based on Beck’s 1976 cognitive specifity hypothesis, which proposes that psychopathology may 

arise from certain dysfunctional beliefs.  Theorists such as Rachman (1997) and Salkovski 

(1996) have proposed that obsessions and compulsions are caused by specific dysfunctional 
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beliefs related to one’s appraisal of their thoughts and that the ways in which ITs are interpreted 

differentiates normal ITs from obsessions. They claim the key difference between those who 

experience ITs on occasion and those who experience frequent, clinically significant obsessions 

is the pre-existing beliefs and cognitive biases related to having a disturbing thought.  In fact, 

experienced clinicians have shown difficulty differentiating between ITs and obsessions based 

on content alone (Rachman & de Silva, 1978).  As Salkovski (1999) explains,  “The difference 

between normal intrusive cognitions and obsessional intrusive cognitions lies not in the 

occurrence or even the uncontrollability of the intrusions themselves, but rather in the 

interpretation made by the obsessional patient of the occurrence and or content of the intrusions.” 

The various cognitive models of obsessions have many similarities (Shafran, 2005), in 

that each model emphasizes a thought related belief domain.  For example, Salkovskis’s (1996) 

model emphasizes a perception of inflated responsibility as key to the development of obsessions 

while Clark (2004) emphasizes beliefs about the need to control and suppress bothersome 

thoughts and Rachman’s cognitive theory of obsessions (1997) focuses on beliefs about the over 

importance of thoughts.  There is recent evidence (Gwilliam, Wells & Cartwright-Hatton, 2004) 

that some cognitive belief domains are more powerful predictors of obsessions than others, with 

beliefs about the importance of one’s thoughts serving as a stronger predictor than other beliefs 

domains, such as responsibility beliefs.  The belief that one’s thoughts are important and 

therefore need to be controlled appears to be most prominent in OCD (Shafran & Rachman, 

2004), suggesting a central role of these beliefs in the development and maintenance of this 

disorder (Tolin, Woods, & Abraomowitz, 2003). 
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Rachman’s Cognitive Theory of Obsessions 

Rachman’s cognitive theory of obsessions proposes that the escalation of a normal 

intrusive thought into a clinical obsession begins with the appraisal of an IT as being significant 

or dangerous (Larsen, 2006).   This theory is built upon Clark’s (1986) theory of panic and 

extends the concept of catastrophic misinterpretations of one’s bodily sensations to catastrophic 

misinterpretations of one’s thoughts as the predisposing characteristic for the development of 

obsessions. Individuals who experience frequent obsessions commonly attach exaggerated 

significance to these thoughts and view them as threatening and dangerous (Rachman, 1997).  

These catastrophic misinterpretations of ITs transform a pesky, bothersome little thought into a 

monumental, monstrosity of an experience.  Examples of catastrophic appraisals of ITs include, 

“it is meaningful”, “it is revealing about me”,  “it is important”, “it has potential consequences”, 

“these potential consequences are serious”, and “I have to do whatever I can to stop this thought” 

(Rachman, 1997).   

In explaining why one may be plagued by a select obsessional topic, such as religious 

blasphemy, over another theme, such as aggressive impulses, Rachman’s cognitive theory of 

obsessions argues the particular content of an obsession will be related to one’s personal beliefs 

and value system.  For example, someone who is religious and believes that it is utterly 

unacceptable to have a blasphemous thought may be more likely to experience an obsession with 

disturbing religious content.  Therefore, the discomfort one experiences when an obsession arises 

is impacted not only by the general significance which they attach to experiencing an IT but also 

by their belief that certain themes are unacceptable to think about (Rachman, 1998).  The main 

themes of obsessions, aggression, sex and blasphemy, are important concepts in all belief 
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systems.  Hence, an individual inflicted by obsessions is often quick to inflate the personal 

significance of experiencing disturbing thoughts (Rachman, 1997).   

Rachman (2003) discusses the concept of thought-action fusion (TAF) as a key 

differentiating factor between non-clinical ITs and obsessions.  TAF is the thought-related belief 

that having a bad thought is equivalent to acting upon it.  TAF represents a set of meta-cognitive 

beliefs, which equate thoughts with actions (e.g., having the thought of hurting my child is 

equivalent to having hurt my child).  In addition, TAF beliefs lead to the conclusion that thoughts 

can cause actions (e.g., having the thought of hurting my child means that I will hurt my child).  

Someone with a high level of TAF may believe their inability to control bothersome thoughts is 

evidence that they also will not be able to control their associated behaviors.   

Thought Control and Neutralization Efforts 

Rachman’s cognitive theory of obsessions claims that an inflated belief in the 

significance of an IT will lead to more vigorous attempts to suppress or control such thoughts. 

Given the content of obsessions, as well as the interpretations of these thoughts and the 

anticipated consequences, it is not surprising nor unreasonable that an individual who 

experiences frequent obsessions and finds these thoughts to be dangerous and frightening, will 

go to great lengths to resist or remove them.  These attempts to suppress or control ITs can be 

quite successful in the short term, as they often result in an immediate decrease in anxiety and 

discomfort (Rachman, 1998).  Given that there is a delay between the avoidance rituals and the 

obsessions, one may experience brief moments of peace and inaccurately conclude that thought 

suppression and avoidance strategies are working, which only serves to increase their utilization.    

In the long run, these thought neutralization strategies are not adaptive, as they lead one 

to believe that without engaging in thought avoidance, the discomfort associated with an IT 
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would have persisted indefinitely and that the feared consequence would have come true.  In this 

way, engaging in thought avoidance prevents evidence of the true harmless nature of the IT from 

being noted (Rachman, 1998).  In addition, thought avoidance reduces exposure to the 

bothersome cognition, hence minimizing the potential for habituation to occur, which would 

serve to decrease the discomfort associated with the IT. 

From Neutral to Threatening Stimuli 

Rachman (1998) argues that when one makes catastrophic misinterpretations of ITs and 

from there, attempts to avoid certain thoughts, this serrves to increase the range of triggers for 

the IT, hence leading to the paradoxical outcome of increased thought frequency.  As one 

attempts to “not experience a thought”, a wide range of neutral stimuli are converted into 

threatening stimuli.  And with this, a vicious cycle of maladaptive thought avoidance and 

increased thought frequency is set in motion.  

Which neutral cues become converted into threatening cues depends on the specific 

content of one’s obsession (Rachman, 2003) and its meaning to the affected person.  For a new 

mother who experiences obsessions of harming her newborn, household items such as knives and 

sharp or heavy objects may become IT cues.  For a religious person experiencing blasphemous 

thoughts, previously neutral religious cues, such as prayer books, churches, and crosses may 

become IT cues.  

Altering Catastrophic Misinterpretations  

Rachman’s cognitive theory of obsessions not only claims that obsessions are caused by 

catastrophic misinterpretations of the significance of one’s intrusive thoughts but also that 

obsessions will persist as long as these misinterpretations remain in place and will be diminished 

when these misinterpretations are dismantled (Rachman 1997).  Rachman (1998) explains how 
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one can interpret an IT as having great personal significance or one can interpret an IT as 

meaningless nonsense.  This is the difference between thinking, “I just had a random thought 

about hitting a pedestrian. What a random brain blip” and “I just had a thought about hitting a 

pedestrian.  I must be a depraved and dangerous person. I must take steps to make sure that I stop 

thinking inappropriate thoughts and do not commit such acts.  If I avoid driving or if I do drive, I 

can always look in my rearview window to make sure I did not hit someone, and hopefully I can 

prevent this terrible crime from being committed by me.”  In the first case, the IT is viewed as 

random noise being offered up by the brain, nothing more, nothing less and in the second case, 

the same IT is being offered up as truth and having immense significance about a person’s 

morals and values and related behaviors.   When catastrophic misinterpretations are altered, then 

threat stimuli are re-converted back to neutral stimuli, leading to fewer opportunities for the 

elicitation of the obsessions (Rachman, 2003). When the IT arises in the future, one can view this 

thought as insignificant and therefore it can safely be dismissed and ignored.  Therefore, 

Rachman’s theory claims unwanted ITs interpreted as insignificant will decrease in frequency 

and intensity.   

Figure 1.  

Cognitive Theory of Obsessions 

 

 

 

 

 

 

 

 

Obsession Interpretation Avoidance behavior 

Avoidance of cues associated 

with obsession 

Attempts to suppress or 

neutralize thoughts 

Efforts to rationally prove 

thought is not true 

Intrusive 

thought, image 

or impulse 

“I will lose control” 

“I am immoral” 

“I am going insane” 

“I am dangerous” 

“This thought is very 

important” 
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Empirical Support for Rachman’s Cognitive Theory of Obsessions 

The majority of studies to date supporting Rachman’s cognitive theory of obsessions are 

correlational in nature and explore the relationship between thought-related beliefs, thought 

control strategies and OCD symptoms.  For example, Morillo (2007) found two dysfunctional 

appraisals differentiated an OCD group from a depressive, anxious and non-clinical group.  

These beliefs were fear that thoughts would come true and the importance of controlling 

thoughts.  Tolin et al (2003) also found that beliefs that one’s thoughts are important and need to 

be controlled differentiate OCD patients from other anxiety disorders and that these beliefs are 

associated with self reported use of maladaptive thought management strategies. 

Smari and Holmsteinsson (2001) determined that dysfunctional thought-related beliefs 

and thought control efforts mediate the relationship between ITs and OC symptoms.  In a similar 

study, after testing out multiple models for the development of OC symptoms, the best fitting 

model entailed thought-action fusion leading to thought suppression, resulting in increased OC 

symptoms  (Rassin, Muris, Schmidt & Merkelbach, 2000).  Marcks & Woods (2007) conducted 

a mediational analyses to explore the relationship between thought-related beliefs, thought 

suppression and OC symptoms. Results showed that thought suppression mediated the 

relationship between thought related beliefs and OC symptoms. In addition, several cross 

sectional studies have concluded that catastrophic appraisals of one’s bothersome thoughts are 

positively correlated with OC severity (e.g., Abramowitz, Whiteside, Lynam & Kalsy, 2003).   

 The above referenced line of research is helpful in assessing the relationship between 

catastrophic beliefs about one’s thoughts, the utilization of thought control strategies and OC 

symptoms, but does not clarify the causal relationship between dysfunctional beliefs about 

thoughts, thought control strategies and OC symptoms. In other words, it is not yet clear if 
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changes in thought related beliefs precede or follow changes in obsessional thinking (Skeketee et 

al., 2002.).  Some speculate that anyone who is confronted with a frequent onslaught of 

disturbing thoughts and images would come to the conclusion that their thoughts are important 

and dangerous and therefore need to be controlled at all costs (Jakes, 1996), and that catastrophic 

cognitive appraisals are therefore more of an outcome than a precursor to the experience of 

frequent ITs.  Therefore, additional research is required to move beyond understanding the 

relationship between these related variables and instead to hone in on the impact of thought 

related beliefs and thought control strategies on the development and maintenance of obsessional 

thinking.   

Evidence Supported Treatment for Obsessions  

Since the 1980s, Exposure and Response Prevention (ERP) has been considered the gold 

standard of treatment for OCD related symptoms, such as obsessional thinking (Foa et al, 2005).  

ERP consists of graded, prolonged exposure to fear eliciting stimuli while abstaining from 

thought neutralization strategies.   ERP is based on the principle of habituation, in which 

continued and repeated exposure, when paired with blocked escape and avoidance behavior, is 

thought to reduce the emotional and physiological reaction to a feared stimuli (Orsillo, 2003).  

Exposing patients to their feared stimuli while preventing them from engaging in avoidance or 

neutralizing rituals has been shown to reduce the compulsive behaviors as well as the frequency 

and emotional impact of accompanying obsessions (Emmelkamp, Van Oppen & Van Balkom, 

2002).   

As stated earlier, approximately one out of every three OCD patient’s primary concern is 

pure obsessions (Stein et al. 1997) and these patients may not obtain the same benefit from ERP 

as patients with externalized compulsions, such as cleaning and checking.  Although ERP is 
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considered the most effective treatment for OCD patients with clear compulsions, these 

impressive treatment outcomes have not been observed with the application of ERP for patients’ 

whose primary form of distress is associated with obsessions (Rachman, 2003).  Because of this 

limitation to the effectiveness of ERP, most therapeutic outcome research on OCD excludes 

patients whose primary concern is obsessions (Rachman, 2003).  Nonetheless, the majority of 

pure obsessional patients, being treated from a CBT framework, receive ERP , as there are 

limited evidence supported options available to the clinical community (Rachman, 2003).   Van 

Oppen and Emmelkamp (2000) concluded, “The treatment of pure obsessions can be 

summarized as difficult and often unsuccessful”. 

The lag in developing effective treatments for the pure thought related component of 

OCD is due to the complexity of working with obsessions.  Traditional cognitive therapy (CT), 

in which thoughts are identified and challenged, would appear to be an effective treatment for the 

pure obsessional component of OCD, since thoughts are emphasized over overt behaviors.   CT 

for distorted thinking, as espoused by Beck (1976), involves teaching patients to identify and 

correct dysfunctional beliefs about feared thoughts. This form of cognitive therapy entails 

assisting patients in challenging their ITs through the use of the Socratic method and 

collaborative empiricism.  Patients are encouraged to examine their “automatic” appraisals of 

feared thoughts, to note logical inconsistencies and than to apply more adaptive forms of 

thinking.  The goal of this treatment approach is not to replace negative thoughts with positive 

ones, but to assist the patient in replacing inaccurate cognitions with realistic, evidence based 

ones (Barlow, 2001). The concept behind this is that through repeated, systematic countering of 

thoughts, one can unlearn and replace faulty cognitions with more accurate thoughts.  
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Interestingly, consistent enhancements in treatment effectiveness have not been noted, 

with the addition of traditional CT to ERP protocols (Wells, 1997).  In a comparison study, CT 

plus ERP did not add to the effects of ERP treatment to a greater extent than a placebo condition 

(Vogel, Stiles & Gotestam, 2004) and CT (in the form of rational-emotive therapy) did not 

enhance the effects of ERP in an augmentation trial (Emmelkamp & Beens, 1991).  In contrast, 

Abramowitz (1997) did note equivalent effect sizes between the behavioral and cognitive 

components of treatment.  Further analysis into this area of research (Abramowitz, Franklyn & 

Foa, 2002) has led to the conclusion the comparable effects of CT and ERP for OCD can be 

attributed to the behavioral experiment component of CT treatment, where patients are 

encouraged to test out their hypotheses and not due to establishing more rational and effective 

cognitive control . 

The challenge with the application of traditional CT techniques, such as labeling the 

nature of cognitive distortions, questioning the evidence of maladaptive cognitions and 

generating rational alternative thoughts, to obsession-like thoughts, is that these efforts may 

come to serve a similar purpose as thought neutralization strategies have afforded patients in the 

past.  These thought assessment tools may assist a patient in his/her ineffective efforts to prove to 

himself/herself, with absolute certainty, that a thought is not true.  For example, traditional 

cognitive therapy for maladaptive cognitions may involve exploring an IT around acting upon 

aggressive impulses towards a friend’s children.  CT may entail reviewing the times in the past 

that the patient has acted on this impulse in order to highlight that perhaps the patient 

experienced this thought over 1000 times in the past year yet acted on this impulse zero times.  

This revised knowledge may neutralize an obsessional fear of a catastrophic outcome for a short 

period of time.  But eventually, one will come to see that there is always a chance they will act 
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on this aggressive impulse in the future and will seek out additional reassurance that they would 

not commit such an egregious offense.  

This need to know that one will not suffer from a catastrophic outcome is at the very 

heart of obsession-like thinking.  Individuals suffering from OCD and related disorders 

experience intense discomfort when confronted with the inherent uncertainty and risk of life.  

Traditional CT tools may be very appealing to these patients, as they can use these techniques to 

feel more in control and more certain about their fate.  Therapists must be careful that patients do 

not misuse these techniques as a form of reassurance seeking behavior but instead use them to 

support exposure to the uncertainty arising from confronting their fears. 

As an interesting aside, although ERP is considered the gold standard for the treatment of 

OCD (Foa et al, 2005), the majority of clinicians do not offer ERP.  In a survey of psychologists 

who treat OCD, 67% indicated frequently using CT, 30% indicated frequently using relaxation 

training and 37% indicated using ERP (Freiheit, Vye, Swan, & Cady, 2004).  This finding is not 

surprising, given that it is very difficult to encourage a patient to approach a feared stimuli and 

they will likely object when this treatment approach is introduced.  A recent study (Tolin, 

Maltby, Diefenbach, & Worhunsky, 2004) highlighted this difficulty, by uncovering that 25% of 

OCD patients refuse to engage in ERP and another 3% to 12% will drop out of treatment. 

Patients are understandably more willing to engage in a therapeutic technique that involves 

challenging an IT (through CT) or distracting oneself away from an IT (through relaxation 

training).  It remains an open question, as how to assist patients in facing the very thing they are 

desperately trying to avoid, in the service of habituating to it and in doing so, decreasing their 

emotional reaction and discomfort associated with the feared stimuli.   
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Advances in the Treatment of Obsessions 

Recent advances in the treatment of obsessions are derived from the cognitive theory of 

obsessions, which claims ITs transform into obsessions when one interprets these thoughts as 

having important personal significance of catastrophic consequences.  These novel treatments 

move away from attempting to alter the content of ITs through thought challenging exercises and 

instead set out to alter one’s appraisals of and relationship with their thoughts.  The revised goal 

of this treatment approach is to modify a patient’s dysfunctional thought related beliefs, with a 

particular emphasis on altering beliefs related to the dangerous nature of ITs and the fusion 

between having a thought and taking an action.  Wells (1997) described this revised goal of 

cognitive therapy for obsession-like thoughts as, “assisting patients in adapting a detached 

acceptance of intrusive thoughts as irrelevant for further action or processing”.   Segal, Williams, 

and Teasdale (2002) have suggested effective CT may lead to change not through the alteration 

of thought content but instead through aiding a patient in coming to understand that thoughts are 

only internal events and do not necessarily reflect reality.   

One novel treatment approach proposed to assist patients in developing acceptance of and 

decreased reactivity to their bothersome thoughts is mindfulness training (MT) (Wells & 

Matthews, 1997, Marks & Woods, 2007).  MT involves instructing patients to not engage with 

intrusions by either ruminating about them or using thought avoidance strategies.  Instead, 

patients are encouraged to note an IT and then passively let it go, without over or under engaging 

in it.   The goal of this kind of exercise is to have patients come to see that it is their reaction to 

and interpretation of an IT rather than the IT itself, that causes discomfort.  Patients are assisted 

in coming to understand that thoughts, feelings and sensations are passing, natural events rather 
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than dangerous warning signs of their pathology and impending doom, which must be 

suppressed and avoided at all costs.   

Interestingly, although mindfulness based treatment for obsession-like thoughts does not 

directly address the accuracy of thoughts, Twohig et al (2006) nonetheless found that when study 

participants altered their reaction to negative private events, the content and overall form of these 

mental events changed without direct disputation or correction. Another important aspect of this 

approach is that reduction in thought frequency is de-emphasized, compared to traditional ERP.  

Instead, emphasis is placed on attending to all internal processes, and to increasingly willingness 

to experience all thoughts and feelings as they are, without attempting to avoid or alter this 

material.    

Introduction to Mindfulness 

Mindfulness is a construct that is increasingly being utilized in the treatment of mental 

and physical health disorders but its true roots lie in providing lessons on living a richer, more 

vital life. Mindfulness is the core teaching of Buddhist psychology.   According to Buddhist 

psychology, suffering comes from how we relate to unavoidable life challenges, such as sickness 

and death. (Germer, Siegel & Fulton, 2005).  This teaching states that as humans, we are 

naturally conditioned to avoid discomfort and seek pleasure.  This tendency to seek out that 

which is “good” and avoid that, which is “bad”, can lead to an incessant feeling of 

dissatisfaction. If we attempt to avoid or deny the reality of discomfort, we can never fully 

experience the richness of the moment because on some level we must turn away from life in 

order to escape from the inevitability of life’s hardships.  Buddhist psychology speaks to the 

paradox of embracing discomfort and in the process, developing a deeper sense of well-being. In 

her summary of the mindfulness literature, Baer (2003) defines mindfulness as the 
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“nonjudgmental observation of the ongoing stream of internal and external stimuli as they arise.”  

Broadly conceptualized, mindfulness has been described as a
 
kind of nonelaborative, 

nonjudgmental, present-centered awareness
 
in which each thought, feeling, or sensation that 

arises in
 
the attentional field is acknowledged and accepted as it is

 
(Bishop, 2004). 

While different life experiences and genetic predispositions account for natural variance 

in mindfulness abilities, it has also been shown possible to enhance this quality this through 

training and ongoing practice (Germer et al, 2005). Mindfulness practice can be either formal or 

informal.  Formal practice refers to mindfulness meditation where one schedules a set time to 

practice nonjudgmentally observing all thoughts, feelings and sensations that arise.   Informal 

mindfulness training refers to the application of mindfulness skills in every day life, such as 

mindfully walking the dog or washing the dishes.  A mindful dog walk may entail noting the feel 

of the well worn leash in the hand, the sensation of the skin reacting to the cool breeze, as well as 

the sound of the crisp fall leafs that release a satisfying crunch when stepped upon (the author 

just took a mindful walk with her beloved dog Hudson moments ago and can whole heartedly 

attest to the value of this activity).  

Basic instructions for mindfulness meditation entail keeping focused on the breath or 

some other anchor, and when the mind wanders, notice what it was that took you away and then 

gently bring your attention back to the breath.  Mindfulness meditation can be compared to a 

searchlight that illuminates a range of mental objects as they arise in awareness.  The meditation 

instruction is to notice whatever surfaces in awareness from the moment to moment (Germer et 

al, 2005). Mindfulness meditation involves constantly noting the changing stimuli and 

distractions as they arise, and then returning the attention back to an anchor stimuli.   
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Mindfulness meditation is not a relaxation exercise.  In fact, it may have quite the 

opposite result, when the object that enters the field of awareness is negative or painful.  It is not 

a way to distance oneself from suffering and difficulties but instead it brings us closer to these 

challenges in order to eventually obtain freedom from them. While the goal of relaxation 

exercises is to reduce tension and to induce a more calm state, the goal of mindfulness training is 

enhanced awareness of the present moment, as it is, without attempting to control or alter the 

experience.   Recent research (Barlow, 2002) suggests that the relaxation training components 

(breathing retraining and progressive muscle relaxation) of a standard CBT treatment package 

may actually serve to decrease the efficacy of exposure based therapy, as participants may use 

these new tools as a form of avoidance or safety behavior.  In addition, Heide and Borkovec 

(1983) reported that increased tension was experienced when anxious subjects attempted to apply 

relaxation training.  

Mindfulness training is thought to foster a willingness to experience all thoughts, 

memories and sensations as they are, without attempting to avoid, alter or escape them.  This 

form of acceptance counters the need to struggle with uncomfortable feelings, thoughts and life 

circumstances.  As Eifert et al (2005) explains, “Freedom comes from being liberated from the 

losing battle against oneself and one’s life experience.  You cannot fight against yourself and 

win.”  In contrast to engaging in an experiential battle, mindfulness entails taking a 

nonevaluative stance towards oneself and the surrounding world, characterized by compassion, 

kindness, openness and present-centeredness.  Through mindfulness training, patients learn to 

observe and make contact with thoughts, feelings and physical sensations that have been 

previously feared and avoided (Eifert et al, 2005). 
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Teasdale and colleagues have provided empirical support for the hypothesized active 

ingredient within mindfulness training being increased ability to observe without entanglement, 

thoughts, feelings and sensations (Teasdale et al, 2002).  They found, post mindfulness training, 

formerly depressed patients were able to describe past negative events in a way that suggested 

they were able to maintain a greater distance from their emotions.  In addition, they were able to 

recognize the effect of their emotions on their cognitions as well as to question the accuracy of 

their negative appraisals.  Teasdale and colleagues theorize that the process of repeatedly placing 

bare attention on thoughts and emotions was related to these metacogntive enhancements. 

Mindfulness Training as a Clinical Intervention for ITs 

As discussed, the cognitive theory of obsessions assumes that the process of mistaking an 

uncomfortable thought for a dangerous thought, and therefore applying thought suppression to 

avoid the feared consequences of having this thought, leading to increased thought frequency 

(see figure 1) is only strengthened with repetition.   It is also assumed this vicious cycle can be 

broken by altering maladaptive thought related beliefs (Rachman, 1998).  Rachman (1997) 

claims any treatment that directly addresses catastrophic misinterpretations of ITs will be 

effective.   Rachman (1998) explains, “when one forgoes thought avoidance and control 

strategies and directly experiences obsessions, one can come to understand that thoughts, 

impulses and images are not so important that they must be corrected or neutralized but instead 

that they can safely be ignored and dismissed.”  In other words, through repeatedly experiencing 

verses avoiding uncomfortable thoughts, one can begin to see their ITs as simply “random brain 

noise” rather than meaningful information.  

Given that mindfulness entails perceiving all stimuli “as they are” vs. as our minds tell us 

they are, it seems plausible that the application of mindful attention may assist in dismantling 
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maladaptive cognitive appraisals, which lead to obsessive thinking. Mindfulness training appears 

to offer an effective means to assist patients struggling with obsessional thoughts, in becoming 

more accepting and less avoidant of this material and in fact may mediate the relationship 

between maladaptive thought related beliefs and obsessive thinking.  In support of the potential 

mediating role of mindfulness, Ryan and Deci (2000) noted that mindfulness plays an important 

role in encouraging disengagement from automatic thoughts.  In addition, in a recent review of 

mindfulness as a treatment approach for OCD, Fairfax (2008) posits how mindfulness training 

may assist in shifting cognitive appraisals around the important of thoughts.  He discusses how 

mindfulness training “unglues”” the instinctive association of thought as fact and how, through 

this practice, one can come to view their thoughts as “just thoughts” that need not be responded 

to.   

It is important to point out that mindfulness training is consistent in philosophy, with the 

treatment of choice for obsessional thoughts, Exposure and Response Prevention (ERP).  

Mindfulness training’s application of nonjudgmental awareness to distressing thoughts without 

escape or avoidance behavior essentially constitutes the key elements of an exposure based 

therapy (Lynch, Chapman, & Rosenthal, 2006). As one’s mind becomes more stable through 

enhanced concentration skills, it is thought to become better able to stay with painful mental 

content (Gemer et al, 2005).  Goleman (1988) refers to this process as “global desensitization”, 

which can be contrasted to the targeted exposure to specific feared stimuli that is utilized in ERP.  

Mindfulness training may serve as an effective stepping stone, prior to introducing ERP.   

If patients first practice mindful observance of all stimuli, whether good or bad, uncomfortable or 

pleasurable, the more focused exposure to feared material required for ERP may not be quite as 

difficult a sell (assuming these bothersome thoughts remain worthy of addressing after a patient 
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has been practicing mindful observation of all thoughts and feelings).  Given that by this point, 

patients will have come to understand the transient nature of all things and will have already 

observed that all thoughts and feelings pass, no matter how painful or gripping, they may now 

feel more ready, able and willing to engage in ERP.   Hence, mindfulness training may serve to 

increase the acceptability of ERP.  This theory requires empirical investigation to be validated, as 

no study to date has offered mindfulness training prior to introducing ERP and compared 

treatment effectiveness and acceptability with a stand alone ERP protocol.  An additional 

practical advantage of mindfulness-based exposure is that it can be practiced at any time and 

does not require one to be in an anxious state, as a mindful perspective can be applied to all 

thoughts and feelings.  Mindfulness training may also serve as a prevention-based treatment, to 

assist patients in better relating to ITs before they evolve into full blown obsessions.  

Overall, mindfulness training appears to offer promise in assisting patients in more 

effectively managing ITs.  In contrast to change based approaches, such as relaxation training, 

which set out to reduce, eliminate, or alter the content of uncomfortable thoughts, mindfulness 

based approaches may assist individuals in decreasing the power this material has over them by 

allowing for the realization that in and of themselves, ITs cannot cause harm.  Instead it is one’s 

reaction to these uncomfortable thoughts and related avoidance behaviors, which cause the 

majority of discomfort.  Therefore, one need not attempt to control or avoid ITs.   Instead, one 

can observe this material and then allow it to pass on its own.   Through ongoing mindfulness 

practice, this ability may become more integrated into one’s automatic processing of 

information.   
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Research Supporting Mindfulness and Acceptance Based Interventions 

Several studies have concluded directing efforts towards accepting verses controlling 

uncomfortable thoughts and sensations results in improved psychological well being (Purdon, 

1999, Wegner & Gold, 1995).  For example, Eifert and Heffner (2003) compared a brief 

acceptance intervention to breathing retraining on self reported distress, physiological 

responding and behavior for students who engaged in a carbon dioxide challenge.  They found 

that level of fear associated with this task differed depending on instructions to either control or 

accept the sensations.    Acceptance participants were taught not to fight the uncomfortable 

sensations but instead to observe them and let them pass on their own while the control group 

were taught to utilize a special breathing skill and were encouraged to use this skill to control 

panic like symptoms.  The acceptance group reported less intense fear and fewer catastrophic 

thoughts and also had lower drop out rates than the control group.  Levitt and colleagues (2004) 

conducted a similar study with participants diagnosed with panic disorder.  They found that 

while participants across both the breathing retraining and acceptance group had similar 

physiological responses, the participants in the accept group reported less anxiety associated with 

these sensations and a greater willingness to participate in repeated exposure in comparison to 

the breathing retraining/control group.  

Marks and Woods (2005) compared thought acceptance instructions with thought 

suppression instructions, for the management of ITs.  They found a positive correlation between 

efforts to control bothersome thoughts and thought frequency.  In addition, they noted that while 

discomfort with thoughts was equivalent for both conditions during the experimental period, 

there was a rebound of discomfort for the thought control condition, once thought suppression 

efforts were concluded, while there was a decrease in discomfort for the acceptance condition 
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once acceptance instructions were concluded.   In addition, Trinder and Salkovskis (1994) found 

actively noting and observing ITs to result in decreased thought frequency and decreased 

discomfort, when compared to applying thought suppression condition.   Salkovskis & Cambell 

(1994) and Belloch, Morillo, & Gimenez (2004) also found that thought suppression led to an 

increase in frequency of bothersome thoughts where as a lack of a thought control strategy led to 

a marked decrease in thought frequency.  Therefore, findings to date implicate thought 

suppression of ITs as negatively impacting overall psychological well-being, with implications 

for increased anxiety level and deteriorations in overall mood state (Purdin & Clark, 2001, 

Marcks and Woods, 2005).   And this paradoxical effect of thought suppression leading to 

increased focus on target thought and increased thought frequency appears to be even more 

pronounced for patients struggling with obsessional thoughts than among anxious and 

nonanxious controls (Tolin, Abramowitz, Przeworski & Foa, 2002).  

Research Supporting Mindfulness and Acceptance Based Interventions for Anxiety 

Disorders 

While research on the use of mindfulness training as a treatment for obsessional thoughts 

is still in its infancy, there is a plethora of positive findings to support the use of mindfulness 

training as a clinical intervention, for the treatment of anxiety disorders.  Mindfulness based 

interventions have demonstrated efficacy for anxiety disorders in both pure formats and as a 

component of a treatment protocol (Roemer & Orsillo, 2005).  For example, Kabat-Zinn and 

colleagues (1992) investigated the benefits of mindfulness training, in the form of Mindfulness 

Based Stress Reduction (MBSR), for patients with generalized anxiety disorder and panic 

disorder.  MBSR is an intensive, formal mindfulness meditation program where participants 

learn to integrate mindfulness into every day life.  Study results highlighted significant 
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reductions in anxiety and depression symptoms for the 22 subjects.  Miller, Fletcher and Kabat-

Zinn (1995) found these results to be maintained at a 3 year follow-up.  This was not a controlled 

trial but it nonetheless suggests mindfulness training may be helpful in the treatment of anxiety 

disorders. In addition, Orsillo, Roemer and Barlow (2003) recently reported pilot data suggesting 

the benefit of incorporating mindfulness and acceptance training into a CBT treatment protocol 

for generalized anxiety disorder.  

Another important advancement in the exploration of mindfulness training as a treatment 

for mental health conditions can be observed with the work of Teasdale and colleagues (2002) 

Teasdale et al developed a technique called mindfulness-based cognitive therapy (MBCT) to 

help depressed patients distance themselves from depressogenic thinking.  This treatment 

approach assists patients who have a tendency to over engage in repetitive negative thoughts in 

learning to enter a “mindful mode of processing that allows for disengagement from automatic 

ruminative thought patterns that fuel the relapse process” (Teasdale et al., 2002).  Rigorous 

scientific investigation of this treatment approach has demonstrated it can almost halve the rate 

of relapse for patients at serious risk for future episodes of depression (Teasdale et al., 2002).  

Research into MBCT has also indicated this reduced relapse rate is directly related to patients 

changing their relationship with negative thoughts verses patients changing the content of their 

negative thoughts.   

Research Supporting Mindfulness and Acceptance Based Interventions for Obsessional 

Thoughts  

Only a few studies to date have applied mindfulness training for the management of 

obsession-like thoughts.   Marks & Woods (2007) examined the relationship between thought 

related beliefs, thought control strategies and OC symptoms.  They examined the effects of 
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suppressing, accepting and monitoring ITs to determine the effects on thought frequency and 

self-ratings of anxiety, guilt and urge to do something to reduce the effects of the thoughts.  They 

utilized the thought-action fusion inducement exercise discussed earlier, where study participants 

are instructed to finish the sentence, “I hope ____ is in a car accident” and to fill in the blank 

with a friend or relative’s name and to visualize the accident.  Participants in the thought 

suppression group were instructed to try as hard as possible to suppress thoughts and images of 

the accident.  Participants in the acceptance group were instructed to watch their thoughts march 

by without arguing with them or trying to make them go away.  Participants in the monitor only 

group were instructed to think anything they like with the only instruction being to note if a 

thought related to the accident arose.   

Interestingly, participants in the monitor only group exhibited spontaneous thought 

suppression as thought suppression appears to be the naturally default thought control strategy, 

when dealing with ITs.  Researchers therefore decided to drop this condition from further 

analyses.  Study results showed that the acceptance-based approach led to more intrusions during 

the experimental period and a larger decrease in frequency of ITs over the study period in 

contrast to the suppression condition.  Unexpectedly, they did not observe a larger decrease in 

anxiety for the acceptance group relative to the suppression group, as both groups reported 

equivalent reductions in anxiety post intervention.  Despite equivalent anxiety ratings, 

participants in the acceptance group reported being more willing to re-experience accident 

related ITs at the end of the experiment.   Marcks & Woods encouraged future researchers to 

replicate this study while including additional process measure to track reductions in thought 

believability and related appraisals, such as perceived controllability of thought and discomfort 

related to thought.   
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One recent study (Twohig, Hayes & Masuda, 2006) has applied Acceptance Commitment 

Therapy (ACT) for the treatment of OCD.  ACT is a therapeutic approach that explicitly targets 

one’s relationship with thoughts and emotions rather than targeting their form and frequency.  

ACT utilizes mindfulness training and cognitive defusion exercises as key treatment 

technologies to assist patients in coming to see thoughts as just thoughts and not reflections of 

truth while also assisting patients in increasing valued behavior.   Study results included positive 

changes in anxiety, depression, as well as positive process changes in the form of reduced 

believability of obsessions and a decreased need to respond to obsessions.  In addition, all 

participants found the treatment approach to be highly acceptable.  Participants’ high treatment 

comfort rating can be contrasted to the 25% (Tolin et al, 2004) treatment drop out rate for 

patients receiving ERP for OCD.   

 Finally, Patel et al (2007) recently published a case report of an individual diagnosed 

with OCD, Mr. X, who refused to participate in ERP or receive medication and was instead 

treated with an adapted MBSR program once all traditional treatment approaches were rejected.    

At the time of the study Mr. X was most distressed about obsessions relating to the practice of 

circumcision and how, having undergone this process as an infant, he now feels “violated and 

incorrect as a male.”  When thoughts relating to circumcision came to mind, he would perform 

mental compulsions such as reviewing the pros and cons of the circumcision debate or attempt to 

suppress these thoughts altogether.  

At pretreatment assessment, Mr. X exhibited OCD symptoms of moderate severity (Y-

BOCS score or 22).  Posttreatment, he exhibited OCD symptoms of mild severity (Y-BOCS 

score of 13).  As for Mr. X’s personal account of his treatment experience, he stated “I feel more 

grounded after mindfulness practice and when in practice, my thoughts are just thoughts.  I can 
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pull the plug on them easier and when they enter, I can escort my attention away from the 

thoughts and eventually the thought or image doesn’t seem as interesting and fades away like a 

sinking ship.”  At 3-month follow-up, Mr. X’s obsessions around circumcision were no longer 

causing distress or impairment.  In addition to an improvement in OCD symptoms, Mr. X 

reported benefit to his quality of life and overall functioning.  Interestingly, Mr. X also reported 

actively exposing himself to feared stimuli, although he was never formally instructed to do so.  

Mr. X attributed his ability to do these exposures to his mindfulness skills, stating he now 

perceives exposures to be more tolerable, as he knows the discomfort will eventually pass.   

Therefore, initial studies exploring the potential of mindfulness and acceptance based 

approaches, to enhance the treatment of OCD and obsessional thoughts, have provided promising 

findings but further exploration is required to determine optimal forms of intervention and 

integration into current treatment protocols.   

Conclusion and Rationale for Study 

The cognitive theory of obsessions claims individuals who appraise their ITs as 

significant and threatening will experience more discomfort and increased thought frequency 

than individuals exhibit more adaptive cognitive appraisals.  Although the cognitive model of 

obsessions effectively posits how certain beliefs and thought control strategies may be involved 

in the transition from IT to obsession, there is currently only limited empirical evidence for this 

process (Marcks & Woods, 2007).   

Rachman (1997) discusses unresolved problems relating to his theory of obsessions.  He 

notes the need for further investigation into the origins of obsessions, in order to gain additional 

empirical support for the role played by maladaptive cognitive appraisals.  He also emphasizes 

the need for experimental manipulation of thought related beliefs, in order to confirm the 
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predicted increase/decrease in intrusive thoughts depending on target thought appraisal.   

Abramowitz (2003) also highlights the need for additional research via experimental design, in 

which thought-related beliefs and thought control strategies are systematically targeted and the 

effects measured, in order to assess if dysfunctional appraisals of thoughts and thought control 

strategies increase obsessional thinking. 

This research study set out to obtain additional empirical support for the proposed inter-

relationships between maladaptive cognitive appraisals, thought control and obsessive thinking. 

This research agenda was accomplished by first conducting a correlation analysis to assess the 

strength of the relationships between these three constructs.  In addition, a mediation analysis 

was conducted to assess if mindfulness in mediates the relationship between maladaptive thought 

related beliefs and obsessive thinking.  Next, research participants were assigned to either a 

thought acceptance (mindfulness training) treatment condition or a thought control (relaxation 

training) treatment condition in order to assess the impact of targeting and altering thought 

related beliefs and thought control strategies.   

Adopting a mindful stance in relation of one’s obsessive thoughts appears to offer a direct 

alternative to the natural default behavior of attempting to avoid or control that which is 

uncomfortable and seemingly unbearable.  As discussed throughout this paper, the challenge in 

attempting to control private events is that it more often then not backfires, leading to more of 

the very thing one hopes to avoid.  In other aspects of life, it is not only wise but also quite 

effective to attempt to control that which is uncomfortable.  For example, if I am feeling cold, I 

could always turn up the heat.  If I am thirsty, I can have a sip of water.  But if I am bothered by 

the thought that I will never finish this dissertation and will in fact be in school for the rest of my 

life, I cannot click my heals or douse some water on this thought to make it go away.  The best 



 32 

that I can do is first note that this thought has shown itself, next I can observe it to be “just a 

thought” and not something that I have to directly respond to, and from there I can return my 

attention back to the task at hand, continuing to plug away on this dissertation.   

Although this area of research is still in its infancy, preliminary research suggests 

mindfulness-based interventions hold promise for further enhancing the quality of life of those 

suffering from obsessional thoughts and may also serve to enhance the effectiveness and 

acceptability of ERP, the current gold standard of OCD treatment. 
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Chapter Three 

Methodology 

Purpose 

 This study investigated the effectiveness of mindfulness training as a potential 

intervention for intrusive thoughts (ITs).   Prior research has emphasized the potential negative 

consequences of maladaptive cognitive appraisals and related thought suppression and avoidance 

efforts, such as a paradoxical increase in thought frequency and distress associated with these 

thoughts (e.g. Purdon, 1999, Wegner & Gold, 1995).  This study builds upon these research 

findings to explore the potential benefits of a mindfulness-based treatment for ITs.  The 

mindfulness based treatment package utilized in this study emphasized thoughts as transient 

mental events verses reflections of truth and encouraged adopting an accepting posture towards 

all mental events.  Participants assigned to the mindfulness condition were instructed on how to 

mindfully observe their thoughts through an interactive web-based training program, developed 

by the researcher.  The mindfulness-based treatment was contrasted with an interactive web-

based relaxation training program, which emphasized the benefits of distraction and absorption 

in a competing task.  The present study compares treatment outcomes using a repeated measures 

pretest-posttest design in order to determine if mindfulness training serves as an effective 

treatment for the management of ITs.  

Participants 

The study sample included male and female Educational Psychology students who agreed to 

participate in this study for course credit and self reported as experiencing some degree of 

discomfort with bothersome thoughts.  Potential subjects were invited to participate in this study 

if they answered one or above on at least one of the The Yale–Brown Obsessional Compulsive 
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Scale (Y-BOCS , see appendix A ).   Through the informed consent process, it was 

recommended that subject pool members who were actively experiencing self harming thoughts 

opt out of participating in this study, due to the minimal stress that subjects may experience.  The 

informed consent process also highlighted that this study will be focusing on bothersome 

thoughts and students were encouraged to opt out of study participation if they believed this 

experience would be inordinately stressful for them.  Students were also reminded, throughout 

their study participation, they can opt out at any point and still receive full credit by being 

reassigned to a new study.   Based on a power analysis which assumed an effect size of .50 

(Grossman, 2004), it was determined that 120 participants were necessary to attain a power of 

.80, at alpha=.05.   

Measures 

 In order to assess the inter-relationship between the constructs of mindfulness, cognitive 

appraisals and obsessional thinking, as well as to assess the effectiveness of a mindful-based 

treatment for bothersome thoughts, a number of instruments were utilized.  To elicit a personally 

relevant IT and to evaluate participants thought related beliefs, the Interpretations of Intrusions 

Inventory (III-31) was employed.  Obsessional thought related items on the Yale–Brown 

Obsessional Compulsive Scale (Y-BOCS) were used to conduct a pre and post intervention 

assessment of obsessional thinking.    Participants also completed a thought appraisal 

questionnaire after each intervention practice, to measure thought suppression, thought control, 

thought believability, and level of discomfort associated with ITs.  Participants’ subjective 

assessment of mood state was measured with the Positive and Negative Affect Schedule 

(PANAS), to assess positive and negative transient mood states following mindful observation 

and relaxation practice.  Finally, the MAAS was employed to assess participants’ ability to 
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mindfully attend to the moment in contrast to operating in a state of “auto-pilot” and distraction.  

In order to establish internal consistency of measures within the study sample, alphas were 

calculated from the pretreatment assessment administration. 

 

Brief Demographic Measure 

 

 

Demographic information was obtained from a self-report inventory.  This  

inventory included questions about participant’s age, ethnicity, academic year and sex. 

 

Severity of Obsessions 

 

 The Yale–Brown Obsessional Compulsive Scale (Y-BOCS;  see appendix A ) 

(Goodman, Price, Rasmussen, Mazure, Delgado et al., 1989; Goodman, Price, Rasmussen, 

Mazure, Fleischmann et al., 1989) assesses the severity of obsessive thinking and compulsive 

behaviors.  Y-BOCS scores were first used to screen for participant fit with study objectives 

(subject pool members who answered 1 on above on atleast one question were invited to 

participate in this study).  In addition, Y-BOCS scores were used to measure global severity of 

obsession-like thinking at pre-test, post-test and 1 week follow-up.  The Y-BOCS assesses 

subject’s main obsessions (items 1–5) and compulsions (items 6–10) on the following five 

parameters: (a) time, (b) interference, (c) distress, (d) resistance, and (e) degree of control. Two 

subscales (obsessions and compulsions; range 0–20) can be added to produce a total severity 

score that ranges from 0 to 40.  

 Kim et al (1994) found that items 1, 2, 3 and 5 (item 1 – amount of time per day taken up 

by intrusive thoughts, item 2 – the degree to which the intrusions interfere with family, social or 

occupational functioning, item 3- the degree of distress evoked by the intrusive thoughts, and 

item 5 – the degree to which participants can control intrusions) formed a stable “severity of 
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obsessions” scale.  In a follow-up study, Moritiz et al (2002) suggested summing questions 1 -3 

to maximize measurement reliability and validity.  Although the Y-BOCS was developed as a 

clinical interview, Skeketee et al (1996) found that these items could also be used in self-report 

format to detect OCD symptoms in non-clinical samples.  Therefore, this study utilized Y-BOCs 

questions 1-3, in self-report form, to assess level of obsessive thinking.   

 The Y-BOCS interview has satisfactory psychometric properties (Goodman, Price, 

Rasmussen, Mazure, Delgado et al., 1989; Goodman, Price, Rasmussen, Mazure, Fleischmann et 

al., 1989; Storch et al., 2005) for clinical as well as non-clinical samples and is considered the 

gold standard measure of obsessional-compulsive symptoms.  The Y-BOCS has large 

correlations (mean r=.51, range=.17 to .77) with other OCD measures, indicating the Y-BOCS 

has good convergent validity (Goodman et al., 1989b). One weakness of the Y-BOCS is that is 

has large correlations measures a measure of general anxiety, the Hamilton Anxiety Scale (Price 

et al., 1987), indicating the Y-BOCS exhibits weak discriminant validity.  Internal consistency of 

the Total Severity Scale has ranged from .69 (Woody, Steketee, & Chambless, 1995) in one 

study, to .88 to .91 (Goodman et al., 1989a) in another. Despite the mixed internal-consistency 

findings, interrater reliability has been excellent for this measure (Goodman et al., 1989a; Woody 

et al., 1995 a).   For this study population, the Y-BOCS exhibited good internal consistency, with 

an alpha coefficient of .79.   

 

Elicitation and Appraisal of Intrusive Thoughts 

 

Interpretation of Intrusions Inventory (III-31; see appendix B)   (Obsessional Compulsive 

Cognitions Working Group, 2005) is a 31-item semi-idiographic questionnaire that assesses 

erroneous appraisals and interpretations of unwanted, distressing intrusive thoughts, images or 

impulses. The measure was designed to capture appraisals or interpretations of recent intrusive 
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thoughts, images and impulses (Steketee & Frost, 2001)  Wording of instructions to the III-31 

was carefully considered with a goal of priming subjects by giving examples of intrusions 

(thoughts, images and/or impulses) and by asking subjects to record two intrusions they had 

experienced.  After reading a definition of unwanted mental intrusions (which includes several 

examples), respondents identify one or two obsessional thoughts they have recently experienced 

that are either frequent or distressing. They then rate the extent to which they believe in each of 

the 31 statements as related to the identified intrusive thought (e.g., “Thinking this thought could 

make it happen”). Strength of belief is rated from 0 (“I did not believe this idea at all”) to 100 (“I 

was completely convinced this idea was true”).  

 Initial data reported in Steketee & Frost (2001) support the internal consistency and 

stability of the III-31.  The results showed that the scales distinguish people with OCD from 

community controls and from anxious controls. Also, correlational evidence supports the initial 

validity with measures of OCD symptoms and mood.  In addition, test-retest reliability was 

available for 22 OCD subjects. With a mean interval of 12 days, Spearman correlation 

coefficients were between 0.68 and 0.83 for the III subscales.  For this study, the III-31 exhibited 

excellent internal consistency, with an alpha coefficient of .95. 

 

Thought Appraisal Questionnaire  

 

At each study phase, participants were asked to assess their use of thought suppression and 

thought control, thought believability, and level of discomfort associated with intrusive thoughts 

(see Appendix E).  Subjects rated each question on a 5-point Likert-type scale (1=not at all, 

3=neutral and 5= very much). This measure has been written specifically for the study, using a 

structure implemented in several other thought suppression investigations (e.g. Purdon & Clark, 

2001 & Marcks  & Woods, 2005) and is the typical data gathering method in thought 
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suppression research.   Researchers (Purdon & Clark, 2001) have noted the need for a 

questionnaire incorporating such ratings that possesses known satisfactory psychometric 

properties but currently, no such tool exists.  For this study, the thought appraisal questionnaire 

exhibited good internal consistency, with an alpha coefficient of .85. 

Mood State 

 

The Positive and Negative Affect Schedule (PANAS; see appendix D)( Watson D, Clark 

LA, Tellegen A., 1988) was utilized to assess dimensions of positive and negative affect.  The 

PANAS measures positive and negative affect across the spectrum, from a state of sluggishness 

and lethargy  (low positive affect) to a state of enthusiasm and activation (high positive affect) 

and from a state of calmness and serenity (low negative affect) to a state of subjective distress 

and aversive arousal (high negative affect).  The PANAS has been used to measure mood state in 

multiple time frames, such as moment, today, past few days, weeks, past few weeks, year and 

general.  The use of briefer time intervals makes it a particularly useful measure of state mood 

changes.  The PANAS contains a 10-item positive affect and a 10-item negative affect subscale. 

Words such as “interested,” “strong,” and “inspired” measure positive affect, and words such as 

“guilty,” “afraid,” and “hostile” measure negative affect.  A five point Likert scale is used, with a 

score of five indicating “extremely” characteristic of me, and one indicating “very slightly or not 

at all” characteristic of me.  

The PANAS instrument has been has been exceptionally well validated and cited in more 

than 2,000 studies aimed at general aspects of psychopathology as well as a multitude of other 

expressions of affect (Huebner & Dew, 1995; Watson & Clark, 1994). Recent studies utilizing 

samples of university students noted satisfactory internal consistency, with alpha coefficients 

ranging from .84 to .90 (Powers et al, 2007).  Good internal consistency has also been noted 
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when working with small community and psychiatric samples, along with good temporal 

stability in psychiatric samples.  Wilson, Gullone and Moss (1998) have shown that there does 

not exist any significant correlation between the extent of positive and negative affectiveness, 

which implies that a ’divergent validity’ appears to be the case.  In addition, the negative affect 

scale was correlated with measures of depression (r=.58), general psychiatric distress, and state 

anxiety (r=.51), whereas the positive affect scale was negatively correlated with measures of 

depressions (r=-.36) in a student sample.  Finally, although no treatment sensitivity data are 

available, sensitivity to change has been demonstrated in several findings, for example increased 

positive affect followed a social interaction among an undergraduate sample (McIntyre, Watson, 

Clark & Cross, 1991). 

For this study, the PANAS exhibited good internal consistency, with an alpha coefficient 

of .83. 

Mindfulness 

 The Mindfulness Attention Awareness Scale (MAAS; see appendix C) (K.W. Brown & 

Ryan, 2003) is a 15-item self-report measure of the present-centered attention/awareness aspects 

of mindfulness.  Higher scores indicate higher levels of mindfulness.  The MAAS has been 

shown to be appropriate for exploring the role of present attention and awareness in mindfulness-

based interventions such as Mindfulness Based Stress Reduction (Kabat-Zinn, 1990).  In 

correlational and experimental studies, the MAAS has proven to be a reliable, valid instrument 

for capturing individual differenances in the frequency of present-moment attention/awareness 

over time (Brown & Ryan, 2003).  Brown & Ryan (2003) also found that mindfulness, as 

evaluated by the MAAS, can be enhanced by meditation practice.   MacKillop and Anderson 

(2007) confirmed the one factor structure of the MAAS, using two unique samples.  The first 
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found a single factor structure with a university sample and next, they found a single factor 

structure with an outpatient cancer sample.  The scale has exhibited good internal consistency, 

temporal consistency and validity in prior studies (K.W. brown & Ryan, 2003); in this sample 

alpha = .92.  For this study sample, the MAAS exhibited good internal consistency, with an 

alpha coefficient of .92. 

Participant Satisfaction Survey 

 
Post study user experience data was collected in order to examine intervention characteristics 

that participants experienced as valuable or problematic.  Examples of questions evaluating the 

user experience are: “How would you rate the quality of this wellness program?”, “Would you be 

interested in ongoing access to this wellness program?” and “Would you recommend this 

program to a friend who was struggling with bothersome thoughts?”.  These questions were 

included in order to improve upon the intervention, to the better meet the needs of those 

struggling with bothersome thoughts.  In addition, these questions allowed for an analysis to 

assess characteristics of participants who found their assigned intervention to be beneficial. 

Manipulation Check 

After completing each day’s treatment module, participants completed an experimental 

manipulation check (EMC; see appendix F).  The use of an EMC has been recommended by 

prior researchers (Marcks & Woods, 2007) to assess if participants are compliantly engaging in 

the treatment conditions. The specific questions were developed by the author and consist of two 

items that assess 1) how hard participants tried to watch their thoughts go by without avoiding or 

arguing with them and 2) how hard participants tried to not think about their bothersome 

thoughts, but instead focused on creating a state of deep relaxation, with scores ranging from 0 to 

100 (0=not at all, 100=extremely). 
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Procedure 

The study complied with the ethical standards of research as required by both the 

American Psychological Association (2002) and the University of Texas at Austin.  Before the 

study began, terms of the proposal and research materials were submitted and approved by the 

Institutional Review Board of the University of Texas at Austin.   

  As stated above, prior to initiating study enrollment, potential subjects were first 

prescreened to assess level of obsessional thinking.  Respondents who answered one or above to 

atleast one of the four obsessional thinking Y-BOCS questions were invited to participate in this 

study. Prospective subjects were informed that they would be participating in a “study on 

bothersome thoughts” and that study participation may cause transitory anxiety and they may 

therefore chose to withdraw from the study at any point.  Participants were informed that a 

signed letter of consent form constitutes their agreement to participate.  As discussed earlier, 

participants experiencing self-harm related thoughts were encouraged to opt out of study 

participation, due to the minimal stress that subjects may experience and were informed they will 

be assigned to an alternate study option.   

 Participants were randomly assigned to a Mindfulness Treatment (MT) or Relaxation 

Treatment (RT) condition.  Study participation was possible from any computer with internet 

access.  Subjects were encouraged to select times and locations to engage in study related tasks, 

where they could engage in the study from a secure, private venue, such as their home or the 

library.  All study material and treatment information was delivered through a web-enabled 

program. 

The researcher developed the MT intervention, Think Mindfully  (see appendix G  for 

screen shots, or go to www.thinkmindfully.com) to fill a gap in the availability of user friendly, 
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technology enabled mindfulness training programs.  As Santorelli and Kabat-Zinn (2002) stated, 

the ability to explain what mindfulness is, and what mindfulness is not, in easy to understand 

language is critical to the implementation of a mindfulness based treatment.  Mindfulness is both 

simple and complex and potential practionners can easily get lost in language and miss the very 

essence on this construct.   After exploring the array of offerings made available for the lay 

public to begin a mindfulness practice, the researcher noted a plethora of books that reviewed the 

philosophy behind adopting a mindful stance but few “how to tools”, to assist a newcomer, as 

they begin their journey into mindfulness training.  The researcher then decided an opportunity 

existed to fill in this gap in mindfulness training material by developing an interactive, web-

based training module that allowed users to gain a basic understanding of mindfulness on an 

intellectual level but also to move beyond this conceptual understanding by engaging in an 

experiential mindfulness exercise.  The researcher next enlisted the assistance of a website 

developer, Talaria, Inc., to assist in bringing the online, interactive mindfulness training tool to 

life.  Talaria, Inc. specializes in developing multimedia, web-based courses and healthcare 

management tools for providers, patients, and families. 

The experiential mindfulness exercise entails noting a thought as it arises, typing this 

thought out and finally observing the thought float by on a leaf, which is gently drifting by, on a 

babbling brook.  The thought is first observed as bold and large, when it shows itself to the left 

of the computer screen.  As the thought/leaf drifts by, it gets smaller and harder to make out.  

The purpose of this exercise is to first assist participants in enhancing their ability observe, 

describe, and accept all cognitions that arise, as these three components of mindfulness have 

been shown to contribute independently to increased general mental health (Baer et al, 2006).   
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The second purpose of this exercise is to assist participants in coming to see the transient nature 

of all thoughts, sensations, images and feelings.   

Figure 2.  

Screen shot of mindfulness experiential exercise (See appendix G for screenshots of 

thinkmindfully.com) 

Note-this is an

interactive module

where participants

type in thoughts

and can observe

them floating by
while hearing

sounds of water

rippling.

 

When working with a patient diagnosed with an anxiety disorder, it is always a good sign 

of treatment progress when a patient states something along the lines of, “I know you kept saying 

anxiety will pass on its own, even if I don’t do anything to make it go away but I never truly 

believed that is possible.  And the other day had the urge to flee from an anxious situation and I 

just reminded myself that this too shall pass and unbelievably, it really did.  My anxiety came up 

but then it came down.  I did not stay in a permanent state of discomfort for the rest of my life.”  

The researcher’s hope, when developing this application, was that it would create a bit of a short 

cut, in allowing for this realization, which often takes a good deal of time and clinical resources 

to come to.   
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The relaxation-based treatment program (RT) reviewed the background and techniques 

involved in the application of guided imagery and is a standard Talaria, Inc., wellness module 

(see appendix H for screen shots), that is currently used by their health care provider client base. 

Guided imagery entails using your imagination to take a mental trip to a safe, soothing place.  

The RT emphasized the benefits of distraction and highlighted the degree one can become 

absorbed in alternative mental activity, one can reduce the “cognitive fuel” for uncomfortable 

thoughts.  In addition, it explained that the more fully one can become absorbed in another 

activity, such as practicing relaxation techniques, the more quickly one’s anxiety will dissipate.    

Figure 3. 

Screen shot of relaxation experiential exercise (See appendix H for screenshots of complete 

relaxation module) 

 

In order to assess treatment integrity, both the MT and the RT intervention were reviewed by 

five clinicians with expertise and advanced training in mindfulness and relaxation practice.  Both 

applications were signed off on as effectively representing the intended treatment modalities.  

Participants in both groups engaged in the following tasks: 
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Day 1 

Initial Data Collection 

Subjects were provided with the operational definition of ITs and were provided with 

several examples of ITs.  Participants in both groups completed the Y-BOCS, MAAS, and the 

III-31 to determine pre-intervention level of distress associated with ITs, mindfulness, and 

appraisals of cognitive intrusions.  In addition, this assessment process served as a primer, as it 

encouraged participants to think about their bothersome thoughts. 

Treatment Overview 

 Participants in both groups engaged in a brief online training program overview, which 

provided background, rationale and helpful tips for their assigned treatment approach (see 

appendix G and H for screen shots). 

Skill Practice Period 

 Participants in both groups engaged in a 5-minute skill practice task (see Appendix G and 

H for screen shots). 

Experimental Manipulation Check 

Post treatment, participants answered experimental manipulation check questions.  

Participants assessed how hard they tried to watch their thoughts go by without avoiding or 

arguing with them and how hard they tried to not think about their bothersome thoughts, but 

instead focused on creating a state of deep relaxation (Marcks & Woods, 2007).  

Post Intervention Data Collection 

 Participants filled out the PANAS and thought appraisal questionnaire to provide data on 

post intervention mood state and reactions to and evaluations of bothersome thoughts. Note – 
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study participants could not move on to the next day of study participation until the completed all 

study tasks from the previous day. 

Day 2 – 6 

Skill Practice Period 

 Participants in both groups engaged in the 5-minute skill practice task (see Appendix G 

and H for treatment screen shots and scripts). 

Experimental Manipulation Check 

 Post treatment, participants answered experimental manipulation check questions.  

Participants assessed how hard they tried to watch their thoughts go by without avoiding or 

arguing with them and how hard they tried to not think about their bothersome thoughts, but 

instead focused on creating a state of deep relaxation (Marcks & Woods, 2007). 

Post Intervention Data Collection 

 Participants filled out the PANAS and thought appraisal questionnaire to provide data on 

post intervention mood state and reactions to and evaluations of bothersome thoughts.  

Day 7 

Skill Practice Period 

 Participants in both groups engaged in the 5-minute skill practice task (see Appendix G 

and H for treatment screen shots and scripts). 

Experimental Manipulation Check 

 Post treatment, participants answered experimental manipulation check questions.  

Participants assessed how hard they tried to watch their thoughts go by without avoiding or 

arguing with them and how hard they tried to not think about their bothersome thoughts, but 
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instead focused on creating a state of deep relaxation (0mm-not at all, 100mm=extremely) 

(Marcks & Woods, 2007).   

Post Intervention Data Collection 

 Participants completed the PANAS and thought appraisal questionnaire to provide data 

on post intervention mood state and reactions to and evaluations of bothersome thoughts.  In 

addition, participants completed a second battery of measures (Y-BOCS, MAAS and III-31) to 

obtain post-interventions assessments of obsessional thinking, distress associated with ITs, 

mindfulness, and appraisals of cognitive intrusions. 

Day 14 – 1 Week post study follow-up 

1 week post study completion, subjects completed a final thought appraisal questionnaire (with 

minor edits in language to account for the week time span).   They were also asked if they would 

recommend the program to a friend who was experiencing bothersome thoughts (Y/N) as well as 

how helpful (1 to 5 scale) they found the technique to be.  Finally, they were debriefed on the 

study, informed of the study hypothesis and participants in the RT group were offered a link to 

the MT treatment.  
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Chart 1.  

Procedure Summary 

Day 1 

TIME 1 

Day 2-6 Day 7 

TIME 2 

Day 14 

TIME 3 

– Complete Y-

BOCS , III-31 and 

MAAS 

– Treatment 

overview and 5 

minute treatment 

practice period 

– Experimental 

manipulation 

check 

– Complete mood 

state measure and 

thought appraisal 

questionnaire 

 

– Treatment 

overview and 5 

minute treatment 

practice period 

– Experimental 

manipulation 

check 

– Complete mood 

state measure and 

thought appraisal 

questionnaire 

 

– Treatment 

practice period 

– Experimental 

manipulation 

check 

– Complete mood 

state measure and 

thought appraisal 

questionnaire 

– Complete Y-

BOCS , III-31 

and MAAS 

 

– Complete mood 

state measure and 

thought appraisal 

questionnaire 

– Complete Y-

BOCS , III-31 and 

MAAS 

– Note if they 

utilized assigned 

thought 

management 

strategy during 1 

week follow-up 

period  

– Note if assigned 

technique was 

experienced as 

helpful 

 

Study Hypotheses and Research Questions 

The research questions below were derived from the literature reviewed in Chapter Two and 

follow the outline of ideas presented in that chapter.  The first research question sought to obtain 

additional empirical support for the cognitive theory of obsessions and explores the inter-

relationships between mindfulness, obsessional thinking and maladaptive cognitive appraisals.  a 

In addition, the first research question assessed if mindfulness mediates the relationship between 

thought related beliefs and obsessive thinking.  The second research question examined the 

effectiveness of a mindfulness-based treatment, in comparison to a relaxation-based treatment, 

for the management of ITs.   The third research question assessed key characteristics of 

participants who found the mindfulness application to be beneficial.  
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Research Question 1 

1 A. Do thought-related beliefs (importance of thoughts, responsibility for thoughts, and control 

of thoughts) and mindfulness (attending to the present moment) predict severity of obsessional 

thinking?  

1 B. Does mindfulness mediate the relationship between thought related beliefs and obsessive 

thinking? 

Hypothesis 1A.  A relationship exists between thought related beliefs, mindfully engaging 

in the present moment and obsessional thinking.  In other words, the more one believes their 

thoughts are important and dangerous and therefore must be controlled, the more time one will 

spend following these thoughts to the past or the future and away from the present moment, 

leading to higher levels of obsessional thinking. 

Analysis 1A. To determine the relationship between thought-related beliefs, mindfulness 

and severity of obsessional thinking, a correlation analysis between these three variables was 

conducted.  Next, two ordinary least squares hierarchical regression analyses were conducted to 

examine the multivariate association of mindfulness and thought related beliefs to level of 

obsessional thinking.  The constructs were hierarchically organized into two blocks of predictors 

in order to investigate the contribution of each predictor to the outcome measure, obsessional 

thinking.   

Thought related beliefs, as measured by the III-31, was entered first, as the cognitive 

theory of obsessions claims maladaptive cognitive appraisals is the main predictor of obsessional 

thinking (Rachman, 1997).  Mindfulness was next entered, as one’s ability to attend to the 

present moment has been shown to mitigate obsessional thinking (Twohig, 2006) and may 

predict obsessional thinking, once maladaptive thought related beliefs are controlled for.   
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The change in R squared resultant from the addition of each set of variables was 

examined to determine whether each block of predictor variables yielded a significant increase in 

the explained variance of the outcome variable, obsessional thinking, above and beyond that 

which had been explained by the predictors entered in the previous block.  The standardized 

regression coefficients of the predictor variables were also examined at each step, as indices for 

explaining the variance predictable in a given outcome variable above and beyond the other 

predictor in the model.   

Analysis 1B.  An analysis was next conducted to assess if mindfulness mediated the relationship 

between maladaptive thought related beliefs and obsessional thinking.  This relationship would 

be determined if all of the following conditions were met (Baron & Kenny, 1986): (a) 

Obsessional thinking significantly accounts for variations in maladaptive thought related beliefs 

(b) variations in mindfulness significantly account for variations in thought related beliefs, and 

(c) when both obsessional thinking and mindfulness appear in the model, a previously significant 

relationship between obsessional thinking and maladaptive thought related beliefs is no longer 

significant.  

Research Question 2 

Does a mindfulness-based intervention offer treatment benefits, in comparison to a 

relaxation-based intervention, for the management of ITs?  

Hypothesis 2.  There will be a statistically significant decrease in obsessive thinking and 

maladaptive cognitive appraisals and a statistically significant increase in mindfulness and 

positive mood state over the three study measurement points (pre-sudy, post study and 1 week 

follow-up) for participants in the mindfulness treatment (MT).  There will be a statistically 

significant increase in positive mood state for participants in the relaxation treatment (RT), but 
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there will not be a change in obsessional thinking, mindfulness or maladaptive cognitive 

appraisals over the three study measurement points for participants in the RT. 

 Analysis 2.   In order to address the mean differences in thought related beliefs, 

obsessional thinking, mindfulness and mood state, and to examine possible interactions between 

group membership and time, a repeated measures multivariate analysis of variance (RM 

MANOVA) with one between factor and one within factor was used.  The between subjects 

factors is group membership and has two levels, MT and RT.  The within subjects factor is time 

phase, with three phases, pre-test, post-test and 1-week follow-up.   

Research Question 3 

Does level of obsessional thinking impact perception of treatment effectiveness?  

Hypothesis 3. Pre-study level of obsessional thinking will predict perception of treatment 

utility, for participants assigned to the mindfulness condition.  In contrast, there will not a 

statistically significant relationship between pre-study level of obsessional thinking and finding 

the relaxation application to be helpful, for participants assigned to the RT condition. 

Analysis 3.  To determine the relationship between self-perception of treatment 

effectiveness and severity of obsessional thinking, two separate regressions were conducted.  For 

the first analysis, MT participants’ self report scores of how helpful they found the intervention 

to be were regressed on their time 1 YBOCS score, in order to determine the proportion of 

unique variance in finding application helpful which could be attributed to pre-study level of 

obsessional thinking.  For the second analyses, RT participants’ self report scores of how helpful 

they found the intervention to be was regressed on their time 1 YBOCS score, in order to 

determine the proportion of unique variance in finding application helpful which could be 

attributed to pre-study level of obsessional thinking. 
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Chapter Four 

Results 

  
  The results are presented in three sections.  The first section focuses on the  

descriptive aspects of the sample and the results presented include the means, standard  

deviations, and frequency distributions of age, race, and academic year as well as the outcome 

measures, obsessional thinking, thought related beliefs, mood state and mindfulness.  These 

variables were further analyzed to determine if they differed significantly across the study 

population, and these results are also presented.  The analysis of the manipulation check is also 

presented in this first section.   

  The second section explores the research questions and the results of the study.  Multiple  

regression and mediation analysis was first used to explore the relationship between thought 

related beliefs, mindfulness and obsessional thinking.  Next, the results of the tests of mean 

differences between the mindfulness treatment and the relaxation treatment, across time and 

between group, will be reviewed.  Means and standard deviations for each variable will be 

presented, as will the results from the main analyses.   

 The third section of this chapter explores at greater length some significant  

findings ascertained through investigation of the research questions.  This exploratory  

investigation includes any additional significant results which were discovered through analysis 

of the research findings.    

Descriptive Analyses  

  
 One hundred twenty one subject pool members were assigned to this study. One subject 

pool member requested to be reassigned to an alternative study and fourteen potential subjects 
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failed to contact researcher to begin study participation.  Therefore, the final sample consisted of 

one hundred six subjects who were randomized to treatment (n= 53) or relaxation condition 

(n=53). In order to mitigate the effects of missing data on the analyses, a data substitution 

procedure was performed if a subject completed at least 80% of the data on a particular inventory 

and was performed for 19 subjects.  This procedure substituted the mean of the responses the 

participant did complete on the inventory for each of the missing items.  

Study participants were 63% female and 37% male, and ranged in age from 18 to 34 

years (M=21; SD=2.3).  Academic year of participants was 13% freshman, 14% sophomore, 28% 

junior, 40% senior and 5% graduate students.  The ethnic breakdown of the sample was 17% 

European American, 16% African American, 8% Asian American, 43% Hispanic, 11% Biracial 

and 5% other.  The ethnic breakdown for the study sample over represents members of the 

Hispanic population, as the university ethnic picture is 63% European American, 4% African 

American, 17% Asian American, 14% Hispanic and 2% other.  As discussed above, the study 

sample was obtained based on subject pool availability, as well as self-reporting to be 

experiencing at least some degree of bothersome thinking.  The over representation of certain 

ethnic groups, in this study, was not related to study sample requests made by the researcher.      

Descriptive statistics for the demographic variables are presented in Table 1. 
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Table 1 

Characteristics of Participants in the Mindfulness Treatment (MT) and Relaxation Treatment 

(RT) 

                                 Condition 

                                                                                   ____________________________________ 

  Variable        MT    RT  

____________________________________________________________________________ 

Mean age (years)         21.3   21.3 

Gender 

 Male          23   15 

 Female         29   37 

Ethnicity 

 Caucasian non-Hispanic      9   8   

 African American       8   9 

 Asian          5   4 

 Hispanic         22   24 

 Other          2   3 

Academic Year 

 Freshman         5   8   

 Sophomore         8   7 

 Junior         16   14 

 Senior         20   23 

 Graduate Student        4   1 

______________________________________________________________________________ 

 

 
 Baseline Equivalence of Groups 

 To confirm that the randomization procedure resulted in equivalent experimental 

groups, the author first examined group differences in pre-treatment levels of all dependent 

measures using one-way ANOVAS.  An alpha level of .20 was selected as the cutoff to avoid 

overly conservative rejection of between-group differences at pretreatment.  Variables included 

in these analyses were 1) Y-BOCS,  2) III-31, 3) MAAS, 4) PANAS.  No significant differences 

between groups at baseline were identified on any of these measures.  Participant pre-study 

dependent measure scores are presented in Table 2.   
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Table 2 

Pre-Study Scores for Mindfulness Treatment (MT) and Relaxation Treatment (RT) Participants 

                                   Condition 

                                                                                   ____________________________________ 

Variable         MT (n=53)   RT (n=53) 

____________________________________________________________________________ 

YBOCS        3.4  (1.3)    3.7      (1.8) 

III-31        80.4  (54.8)   79.9    (75.7) 

PANAS        42.6  (9.7)    42.47  (10.51) 

MAAS        4.18  (.84)    4.04    (1.07) 

______________________________________________________________________________ 

 

 The study sample would be classified as exhibiting mild obsessional thinking, based on 

the mean Y-BOCS score above.  The Obsessive Compulsive Cognitions Working Group 

(OCCWG, 2003) conducted a large-scale study, where the Y-BOCs, along with a battery of other 

measures, were administered to individuals diagnosed with OCD (OC), as well as student 

controls (SC).  The average obsessional thinking score, for OC participants was 10 and the 

average obsessional thinking score, for student participants was 2.  In terms of thought related 

beliefs (III-31), this study sample exhibited comparable scores to the student sample in the 

OCCWG study, who obtained an average score of 70.  In contrast, the OC population in the 

OCCWG study exhibited a mean III-31 score of 154.2.  In terms of mindfulness level, this study 

sample exhibited a level similar to the student sample, utilized by the developers of the MAAS. 

Brown et al (2003) noted a mean mindfulness level of 3.47, obtained from a sample of 313 

undergraduate students.   Finally, in terms of mood state, the study sample exhibited a mean 

mood state comparable to that noted by Crawford and Henry (2004), when they utilized a large 

non-clinical sample and obtained a mean mood state rating of 42.15.   
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Experimental Manipulation Check (EMC) 

 To assess the effectiveness of the experimental manipulation, a one-way ANOVA was 

conducted to determine whether the groups differed in thought control efforts and emotional 

regulation efforts.  As discussed in chapter three, participants were asked, “How hard did you try 

to not think your bothersome thoughts, but instead focused on creating a state of deep 

relaxation?” and  “How hard did you try to watch their thoughts go by without avoiding or 

arguing with them”, with scores ranging from 0 to 100 (0=not at all, 100=extremely).  Results 

showed a significant group difference in efforts to suppress bothersome thoughts, F(2,104)=3.16, 

p<.05, with participants in the control condition exhibiting a mean score of 68 and participants in 

the experimental condition exhibiting a mean score of 49.  Participants exhibited a mean 

difference in efforts to observe without buying into bothersome thoughts which approached 

significance, F(2,104)=1.95, p<.1, with participants in the control condition exhibiting a mean 

score of 49 and participants in the experimental condition exhibiting a mean score of 62.    

Research Question One 

 Research question one sought to evaluate the inter-relationships between thought related 

beliefs, thought management strategies and obsessional thinking.  The bivariate associations of 

the study measures were consistent with theoretical predictions and are provided in Table 3. 

Among the Pearson-product moment correlations, both the III-31 and the MAAS exhibited a 

strong and significant relationship with obsessional thinking, as well as with each other.  

Therefore, the higher one’s obsessional thinking, the greater one’s maladaptive thought related 

beliefs and the lower one’s mindfulness will be, with the reverse relationships also being true.  

These interrelationships support the critical roles that thought related beliefs and mindfulness 

play in relation to obsessional thinking. 
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Table 3 

Zero-order correlations between obsessional thinking and related constructs  

Variables  1  2  3    

1. YBOCS        

2. III-31  .301**       

3. MAAS  -.551** -.403**     

4. PANAS .232*  NS  NS   

Note. * Correlation is significant at the 0.05 level, ** Correlation is significant at .01 level 

 In order to determine if thought related beliefs and mindfulness predict obsessive thinking, 

a hierarchical regression analysis was next conducted.   Obsessive thinking scores (Y-BOCS) 

were regressed on thought related belief scores (III-31) on step 1 and mindfulness scores 

(MAAS) on step 2.  Thought related beliefs served as a significant predictor of obsessive 

thinking at step 1 [B = .028, SD = .009, b = .305, t (1, 101) = 3.22, p < .001], but no longer 

proved to significance once mindfulness was entered into the model, at step 2.  Mindfulness was 

significant on step 2 [B = -.88, SD = .162, b = -.50, t (2, 100) = -5.43, p < .0001].   

 Table 4 provides a summary of the regression analyses.  In the full model of obsessional 

thinking, R squared = .30, F (1, 102) = 44.43, p < .001, the regression coefficient for mindfulness 

was significantly different from zero and thought related beliefs was no longer statistically 

significant. 

Table 4  

Results of Regression Analyses 

Dependent  

variables Model    Predictors B t   F change df Model R
2 

 

Y-BOCS 1    III-31 .31 3.22**  10.35** 1 .09 

 

  2    III-31 .09 1.07 

      MAAS        -.50     -5.42*** 21.35*** 2 .30 

Note. *p<.05. **p<.01. ***p<.001. 
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 An analysis was next conducted to assess if mindfulness (as measured by MAAS) 

mediates the relationship between maladaptive thought related beliefs (as measured by III-31) 

and obsessional thinking (as measured by Y-BOCS).   

Figure 4  

Mindfulness as mediator of relationship between thought related beliefs and obsessive thinking 

 

      Mindfulness (MAAS) 

 

 

 

 

 

 

    Without Mindfulness: B=.293, t= 3.10** 

    With Mindfulness: B=.077, t =.851, ns 

  **p<.01 

 

 Obsessional thinking was significantly associated with both maladaptive thought related 

beliefs and mindfulness.  Mindfulness was also significantly associated with maladaptive thought 

related beliefs.  When both obsessional thinking and mindfulness were entered into the model, 

the relationship between obsessional thinking and thought related beliefs was no longer 

significant, suggesting mindfulness mediates the relationship between obsessional thinking and 

maladaptive thought related beliefs.  This finding lends additional empirical support to the 

potential benefits of mindfulness training, as a means to decrease obsessional thinking via 

B= -.551 , -t= 6.66 ** 

Obsessional 

Thinking 

(Y-BOCS) 

Maladaptive 

Thought 

Related 

Beliefs 

(III-31) 

 

B= -.410 , t= -4.54** 
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targeting and altering maladaptive thought related beliefs.  Research question 2 further explored 

the potential of mindfulness training for obsessional thinking. 

Research Question Two 

 Research question two investigated the potential utility of an experimental mindfulness 

based treatment (thinkmindfully.com), as compared to a relaxation based treatment, in the form 

of guided imagery, for the management of intrusive thinking.  Means and standard deviations of 

all outcome variables at pretreatment, posttreatment and 1 week follow-up are reported in Table 

5, below.   

Table 5 

Obsessional thinking, thought related beliefs, mindfulness and mood state scores for 

pretreatment, posttreatment and 1 week follow-up 

_____________________________________________________________________________ 

    Mindfulness      Relaxation 

  ___________________________   _______________________________ 

  Pre    Post   Follow-up  Pre     Post     Follow-up 

YBOCS 3.4 (1.3)   3.1 (2.0)  2.7 (1.6)  3.7 (1.8)    2.8 (1.8)     2.3 (1.8) 

III-31 80.4 (54.8)   53.6 (51.2) 48.2 (53.4)  79.9 (57.7)    63.4 (56.6)   56.3 (56.4) 

MAAS 4.1 (.7)   4.2 (.9)  4.3 (.9)  4.2 (1.1)    4.2 (1.0)     4.5 (1.0) 

PANAS 42.6 (9.7)    63.7 (9.5)         66.8 (11.2)  42.5 (10.5)    66.3 (10.5)   70.6 (10) 

 

 

  

 A repeated measures ANOVA was performed on the data set to assess between group 

treatment effect over time.    Mauchley’s test of sphericity showed violation of sphericity for 

YBOCS and III31.  Therefore, a Greenhouse-Geisser adjustment was made on the YBOCS and 

III31.  

 

Between group effects 

 Multivariate test for treatment condition, Wilks Lambda (F=.94, df=4), was not found 

to be significant.  This implies there was no significant difference between the mindfulness 

group and the relaxation group for any of the dependant measures.  
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Within group effects 

Multivariate Tests 

 Multivariate test for time, Wilks Lambda (F=43.83, df=8), was found to be significant 

(p<.01).  This connotes that atleast one of the dependant variables demonstrated a statistically 

significant change.  

Univariate Tests 

 Due to lack of sphericity for YBOCS ( Mauchly’s W=.76, p,<.01) and III-31 ( 

Mauchly’s W=.70, p,<.01), the Greenhouse-Geisser adjustment was applied to the degrees of 

freedom to calculate the F statistic.   

 The YBOCS Univariate test, Greenhouse-Geisser (F=16.73, df =1.6), was significant 

(p<.01).  As can be noted in the means table, both conditions were exhibiting decreasing of 

levels of obsessional thinking over time.   For the mindfulness condition, the time 1 mean was 

3.4, time 2 was 3.1 and time 3 was 2.7. For the relaxation condition, the 1 mean was 3.7, time 2 

was 2.8 and time 3 was 2.3. 

 The III-31 Univariate test, Greenhouse-Geisser (F=11.93, df =1.5), was significant 

(p<.01).  As can be noted in the means table, both conditions were exhibiting decreasing of 

maladaptive thought related beliefs over time.   For the mindfulness condition, the time 1 mean 

was 80.4, time 2 was 53.6 and time 3 was 48.2. For the relaxation condition, the time 1 mean 

was 79.9, time 2 was 63.5 and time 3 was 56.3. 

 The PANAS Univariate test, Sphericity Assumed (F=216.91, df =2), was significant 

(p<.01).  As can be noted in the means table, both conditions were exhibiting increasing positive 

mood state over time.   For the mindfulness condition, the time 1 mean was 42.6, time 2 was 63.7 
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and time 3 was 66.8. For the relaxation condition, the time 1 mean was 42.5, time 2 was 66.2 and 

time 3 was 70.6. 

 The MAAS Univariate test, Sphericity Assumed (F=.81, df =2), was not significant.  

As can be noted in the means table, there was not a statistically significant change over time for 

either of the conditions.   For the mindfulness condition, the time 1 mean was 4.1, time 2 was 4.2 

and time 3 was 4.3. For the relaxation condition, the time 1 mean was 4.2, time 2 was 4.2 and 

time 3 was 4.5. 

Contrasts 

 Given that the interaction between time and condition was not significant, this 

discussion will explore the individual contrasts over time.  Three of the four measures, Y-BOCS, 

III-31, and PANAS exhibited a significant trend over time.  As discussed above, a significant 

effect was found for the Y-BOCS over the two time points. Participants exhibited a statistically 

significant decrease in obsessional thoughts from time point 1 to time point 2 (F=13.92, p<.01) 

and from time point 2 to time point 3 (F=5.12, p<.05), for both the mindfulness and relaxation 

condition.   This indicates both treatments impact level of obsessional thinking 

 A significant effect was found for the III-31, from time point 1 to time point 2, but not 

from time point 2 to time point 3, for both the mindfulness and relaxation condition. Participants 

in both conditions exhibited a statistically significant decrease in maladaptive thought related 

beliefs from time point 1 to time point 2 (F=11.62, p<.01.  This indicates both treatments impact 

maladaptive cognitive appraisals and alter beliefs around importance of thoughts, responsibility 

for thoughts and need to control thoughts.   

 A significant effect was also found for the PANAS, from time point 1 to time point 2 

and from time point 2 to time point 3, for both the mindfulness and the relaxation conditions.   
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Participants exhibited a statistically significant improvement in mood state from time point 1 to 

time point 2 (F=281.55, p<.01) and from time point 2 to time point 3 (F=8.72, p<.01), for both 

the mindfulness and relaxation condition.   This indicates both treatments positive impact mood 

state over time. 

 In summary, as shown in figures 5, 6, & 7, both the MT and the RT exhibited a 

significant improvement in obsessional thinking (Y-BOCS ), cognitive appraisals (III31) and 

mood state over time.  As shown in figure 8, neither the RT nor the MT condition exhibited a 

significant change in mindfulness over the three measurement time points. 
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Figure 5 

Obsessional thinking decreased from time point 1 to time point 2, and from time point 2 to time 

point 3, for both the mindfulness condition as well as the relaxation condition 

 

 

Figure 6 

Maladaptive thought related beliefs decreased from time point 1 to time point 2, for both the 

mindfulness condition as well as the relaxation condition 
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Figure 7 

Mood stated improved from time point 1 to time point 2, and from time point 2 to time point 3, 

for both the mindfulness condition as well as the relaxation condition 

 

 
Figure 8 

There was not a statistically significant increase in mindfulness for either condition 
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Research Question Three 
 

In order to explore which, if any, participant characteristics predicted perception of 

treatment utility, the self-report question, “Did you find the intervention to be helpful?” was 

regressed on each of the time 1 outcome measures (mood state, mindfulness, thought related 

beliefs and obsessive thinking) as well as on all of the demographic variables (gender, age 

academic year, ethnicity).  Severity of obsessional thinking was the only significant predictor of 

finding the mindfulness application helpful, explaining a significant proportion of variance in 

self report of treatment utility, R squared=.10, F(1,39)=4.3, p<.05.  In contrast, when the self 

report question, “Did you find the intervention to be helpful?” was regressed on pre study level 

of obsessional thinking, as well as all of the other variables listed above, severity of obsessional 

thinking nor any other variable, was a significant predictor of finding the relaxation application 

to be helpful. 

As can be seen from the analysis below, one’s level of bothersome thinking significantly 

impacts one’s perception of utility for the mindfulness application.  In contrast, one’s level of 

bothersome thinking does not appear to effect one’s interpretation of treatment utility for the 

relaxation application, as no matter one’s level of bothersome thinking, there is equal likelihood 

of perceiving benefit when engaging in relaxation training.   

Table 6. 

Obsessional Thinking as Predictor of Perceived Treatment Utility 

_____________________________________________________________________________ 

    Perceived Utility of MT     Perceived Utility of RT  

    ____________    ______________ 

    R
2     

       R
2
 

Obsessional Thinking  .10*           .01
NS 

Note. *p<.05. NS Not Significant 



 66 

In addition, a correlation analysis was conducted to assess if the content of one’s 

intrusive thoughts impacted interpretation assessment of treatment utility.  The correlation 

between self-report of finding the intervention helpful was correlated with providing an 

egodystonic (in contrast to the provision of an egosyntonic thought), when completing the III-31.  

The relationship between the provision of an egodystonic thought and finding the assigned 

intervention helpful approached significance, with an r of .44, p<.1.  In contrast, there was not a 

significant relationship between finding the assigned intervention helpful and the provision of an 

egodystonic thought, for participants in the relaxation condition.   

 Additional exploratory analysis uncovered further support for the unique benefits of 

mindfulness training, as a means to dismantle maladaptive thought related beliefs, for those who 

experience high levels of obsessional thinking.  Although a strong and significant correlation is 

exhibited between thought related beliefs and mindfulness (r=-.408, p<.01), for those with high 

levels of obsessional thinking, the correlation between mindfulness and thought related beliefs is 

not significant for those who exhibit low levels of obsessional thinking.   

 

Additional Exploratory Analysis 

 

The author was interested in assessing if the active ingredient in the mindfulness 

application, which allowed for the decrease in intrusive thinking, was in fact a shift in 

maladaptive thought related beliefs, from “my thoughts are important and must be controlled” to 

“thoughts are just thoughts and I can let them come and go without needing to avoid or control 

them”.   To investigate this question, another series of regression analyses were conducted.  For 

the first analysis, MT participants’ change in Y-BOCS, from time 1 to time 2, was regressed on 

their change in III-31, from time 1 to time 2, in order to determine the proportion of unique 

variance in decreased obsessional thinking which could be attributed to altered maladaptive 
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cognitive appraisals.  For the second analyses, RT participants’ change in Y-BOCS, from time 1 

to time 2, was regressed on their change in III-31, from time 1 to time 2, in order to determine 

the proportion of unique variance in decreased intrusive thinking which could be attributed to 

altered maladaptive cognitive appraisals. 

The analysis determined that, for participants assigned to the mindfulness condition, there 

was a statistically significant relationship between change in maladaptive cognitive appraisals 

and change in intrusive thinking.  In contrast, there was not a statistically significant relationship 

between change in maladaptive thought related beliefs and change in intrusive thinking, for 

participants assigned to the relaxation condition.   For MT participants, change in thought related 

beliefs explained a significant proportion of variance in change in intrusive thinking, R 

squared=.124, F(1,43)=6.08, p<.05.  In contrast, change is maladaptive cognitive appraisals was 

not a significant predictor of change in intrusive thinking, for participants assigned to the 

relaxation treatment. 

As can be seen from the analysis below, change in thought related beliefs appears to be 

an active ingredient, in allowing for decreased intrusivel thinking, for mindfulness participants.   

In contrast, change in thought related beliefs does not appear related to decreased intrusive 

thinking, for relaxation participants. 

Table 7. 

Change in thought related beliefs as predictor of change in intrusive thinking 

_____________________________________________________________________________ 

  Change in Obsessional Thinking (MT)  Change in Obsessional Thinking (RT)  

     ____________         ______________ 

       R
2     

         R
2
 

Change in Thought Related Beliefs .124*             .01
NS 

Note. *p<.05. NS Not Significant 
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Chapter Five 

Discussion 

 This study first set out to further explore the cognitive theory of obsessions, which 

claims the key difference between non-clinical intrusive thoughts and clinically relevant 

obsessions is the interpretation of what is means to experience these type of thoughts.  The 

theory states, if one holds strong beliefs around the importance of their thoughts, the need to 

control their thoughts and the responsibility for what they think, they will be more likely to react 

strongly and negatively to their intrusive thoughts. From there, one will attempt to actively resist 

or “not have” certain thoughts, eventually leading to the paradoxical outcome of increased 

thought frequency and distress associated with these thoughts.    

 This study aimed to obtain additional empirical support for the cognitive theory of 

obsessions through the following research agenda: First, the inter-relationships between the 

constructs of thought related beliefs, mindfulness and obsessional thinking were explored 

through correlation, regression and mediation analysis.  Next, a mindfulness-based application 

was contrasted with a relaxation-based application, for the management of bothersome thoughts.  

The mindfulness application was developed by the researcher to target and alter maladaptive 

cognitive appraisals and thought suppression efforts.  The mindfulness application entailed 

online, instructional training as well as an experiential exercise, which highlighted the benefits of 

observing and accepting all thoughts and images that arise and emphasized the paradoxical 

increase in uncomfortable internal stimuli that is often associated with thought suppression 

efforts.  Currently, there is only a limited research base, to support the use of mindfulness 

training, for patients struggling with ITs.  Therefore, this study also sought to obtain additional 
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empirical support for mindfulness oriented treatment approaches for bothersome, intrusive 

thoughts.  

  The final research agenda of this study was to assess participant characteristics 

associated with perception of treatment utility.  In order to appropriately target patients who 

would be open and willing to participate fully in a treatment modality, it is important to assess 

characteristics of individuals who find a treatment to be helpful and worthy of their time and 

emotional energy.   

Summary and Discussion of Results 

Research Question One 

 Research question one provided additional empirical support for the cognitive theory of 

obsessions.  A strong, positive relationship was found between thought related beliefs and 

obsessional thinking.  This finding strengthens Rachman’s (1997) claim, “Individuals who 

experience frequent obsessions commonly attach exaggerated significance to these thoughts and 

view them as threatening and dangerous.”  Therefore, maladaptive cognitive appraisals and 

obsessional thinking appear strongly linked. 

 An additional important finding from the correlation analysis was a strong negative 

relationship between mindfulness and obsessional thinking.   The strong, negative relationship 

between mindfulness and obsessional thinking lends initial empirical support to the hypothesis 

that targeting and enhancing mindfulness skills holds promise as a potentially efficacious 

treatment approach, for those struggling with bothersome thinking. As discussed in chapter two, 

the construct of mindfulness exhibits both state-like as well as trait-like qualities (Brown & 

Ryan, 2004) and has shown to be a skill set that can be enhanced with training and practice.  
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Therefore, for those who exhibit low levels of mindfulness and high levels of obsessional 

thinking, the enhancement of mindfulness skills may serve as a promising treatment modality.  

 One interesting finding was uncovered through mediation analysis.   Once controlling 

for variations in obsessional thinking due to mindfulness, thought related beliefs no longer 

proved to be a significant predictor of obsessional thinking.  Therefore, it may not be necessary 

to directly target maladaptive cognitive appraisals, in order to decrease obsessional thinking.  

Instead, altering obsessional thinking patterns may be possible solely by enhancing mindful 

attention to the present moment.  

 This finding runs contrary to the cognitive theory of obsessions, which claims it is 

necessary to directly target maladaptive cognitive appraisals in order to decrease obsessional 

thinking.  In other words, when working with a treatment modality in line with the cognitive 

theory of obsessions, education on the universal nature of intrusive thoughts would be necessary.  

In addition, cognitive therapy would be employed to assist participants in identifying and 

revising inaccurate thought related beliefs around the importance of thoughts, the responsibility 

for thoughts and the need to control thoughts.  The treatment goal would be for a patient to arrive 

at a place where they no longer see their thoughts as reflections of truth and no longer feel the 

need to control their thoughts.   

 In contrast, the finding that mindfulness, as measured by the MAAS, mediates the 

relationship between thought related beliefs and obsessional thinking, raises the question as to 

the criticality of directly addressing maladaptive thought related beliefs.  Perhaps pure awareness 

and attentional training, without directly addressing thought related beliefs, may also lead to a 

decrease in obsessional thinking.   In other words, it may be possible, through the practice of 

paying attention to the present moment and continually returning attention to what is unfolding 
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in the moment, to decrease obsessional thinking, without including treatment material targeting 

maladaptive thought related beliefs. 

 The mindfulness-based application developed for and utilized in this study directly 

targets and addresses maladaptive cognitive appraisals and was based on the cognitive theory of 

obsessions. It was therefore considered critical to address ineffective thought related beliefs 

because one of the main challenges in developing a mindfulness practice is that 

“sticky”/bothersome thoughts often show up and pull one from the present moment.  Further 

empirical investigation is required to address the necessity of targeting maladaptive cognitive 

appraisals around the important of thoughts, in order to assist those struggling with obsessional 

thinking, in returning their attention to the present moment and shifting their attention away from 

cognitively fused thoughts.    

 Figure 2 further highlights the implications of this finding.  If mindfulness mediates the 

relationship between thought related beliefs and obsessional thinking, perhaps it is not necessary 

to directly address thought related beliefs in order to decrease obsessional thinking.   Instead, 

therapeutic interventions and coping strategies that directly target reducing avoidance behavior 

and increasing mindful attention to the present moment may provide “the biggest bang for the 

buck”.   

Figure 9.  

Eliminating the “middle man” role played by thought related beliefs 
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“I am dangerous” 

“This thought is very 

important” 
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Research Question Two 

 Research question two sought out to further explore the relationship between thought 

related beliefs, mindfulness and intrusive thinking by comparing a mindfulness-based 

application, which targeted maladaptive thought related beliefs, with a relaxation application, 

which did not address maladaptive thought related beliefs, but instead emphasized the benefits of 

distraction.  It was hypothesized that both the mindfulness as well as the relaxation application 

would lead to short-term improvement in mood state (PANAS), but that only the mindfulness 

application would decrease maladaptive thought related beliefs (III-31) and intrusive thinking 

(Y-BOCS) as well increase mindfulness (MAAS).    

 Research question two provided expected as well as unexpected findings.  In terms of 

the predicted findings, this study provided initial empirical support for mindfulness training, as a 

potential treatment approach, for the management of ITs.   Participants in the mindfulness 

application exhibited statistically significant decreases in intrusive thinking and maladaptive 

thought related beliefs as well as a statistically significant increase in positive mood state, over 

the study periods.   In terms of unexpected findings, the relaxation application also proved 

effective at decreasing intrusive thinking as well as maladaptive thought related beliefs.  An 

additional unexpected research finding, relating to analysis two, was that the mindfulness 

application did not impact “mindfulness”, as measured by the MAAS. 

 As discussed above, mindfulness training, in the form of an online, interactive training 

module, appears to serve as a useful skill building exercise, in particular for those struggling with 

bothersome thoughts (more on this topic below).  As hypothesized, the mindfulness-based 

treatment proved effective at targeting and altering maladaptive beliefs around the importance of 

thoughts, believability of thoughts and need to control thoughts, as well as lead to a decrease in 
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intrusive thinking.  As discussed in chapter 4, a large and statistically significant percentage (24 

percent) of the variation in intrusive thinking, at time point 2, can attributed to a shift in thought 

related beliefs.   Therefore, as hypothesized, it appears that the active ingredient in the 

mindfulness application, in allowing for the reduction in intrusive thinking is the shift from 

maladaptive cognitive appraisals to more flexible and realistic thought related beliefs.  

Review of qualitative data, in the form of participant feedback on perception of treatment 

utility, highlight this shift in thought related beliefs.  For example, one participant stated, “The 

program has helped me very much. I have learned now not to try and control my thoughts but let 

them flow and let them go.”  Another participant stated, “The application was great and helpful. I 

now envision my thoughts and emotions floating as if they were in a parade now, instead of 

being too encompassed in just one thought at a time.” In the same vein, another participant 

stated, “The program has helped me a lot.  I no longer allow all my thoughts to preoccupy my 

time.”  And as a final example of this shift in thought related beliefs, another participant stated, 

“Your program helped me a lot.  I used to think my bothersome thoughts mean something, now 

they are just thoughts. The regularity of the thought occurrences has not been affected by the 

study. I still have bothersome thoughts frequently but the difference is now I am no longer scared 

of them.”  What is so interesting about this final comment is that although the participant’s 

“symptom”, in terms of thought frequency has not been altered, his (or her) overall distress has 

decreased.  He appears to have a new relationship with his bothersome thoughts and no longer 

needs to take them at face value or see them as truth.  This new perspective can allow freedom or 

cognitive defusion from uncomfortable material, as the struggle and attempt to control such 

thoughts is no longer necessary and in fact has come to be seen as counter productive.   
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As discussed in chapter two, cognitive theorists such as Rachman (1997, 1998, 2003) 

propose that clinical obsessions arise from maladaptive interpretations of otherwise normal 

intrusive thoughts and that obsessions will persist as long as these misinterpretations remain in 

place and will be diminished when these misinterpretations are dismantled.  This study lends 

empirical support to the predicted causal relationship between reduction in maladaptive thought 

related beliefs and decreased obsessive thinking, where distress associated with obsessions 

decreased as unwanted ITs shift from critical and dangerous to insignificant.   

As stated earlier, not only was the mindfulness application effective in allowing for a 

statistically significant decrease in intrusive thinking, thought related beliefs, and mood state, but 

participants in the relaxation application obtained these same benefits as well.  To review the 

hypothesis associated with research question two, it was predicted there would be a statistically 

significant decrease in intrusive thinking and maladaptive thought related beliefs as well as a 

significant increase in positive mood state and mindfulness for mindfulness participants but that 

participants in the relaxation condition would only exhibit an increase in positive mood state, 

with the other outcome measures exhibiting no change over the three study time points.   

Hypothesis two was based on the plethora of research (Wegner, 1987; Wenzlaff, Wegner & 

Roper, 1988; Salkovskis, 1985) highlighting the negative consequences of thought suppression.  

In order to make sense of this unexpected study finding, additional investigation into the thought 

suppression research base was conducted.   Post study review of this literature uncovered a 

substantially more complex relationship between thought suppression and obsessional thoughts, 

in comparison to the suppression of neutral or positive thoughts.  Experimental studies utilizing 

neutral thoughts, consistently found attempts to suppress these thoughts led to increased thought 

frequency (e.g. Clark, Ball, & Pape, 1991; Wegner, Schneider, Carter, & White, 1987).  In 
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contrast, the findings from studies using personally relevant intrusive thoughts, as utilized in this 

study, have been mixed.   

  For example, Rassin et al (2001) instructed study participants to finish the sentence, “I 

hope ____ is in a car accident” and to fill in the blank with a friend or relative’s name and to 

visualize the accident.   Next, they instructed one group to suppress accident related ITs and the 

other group to not suppress accident related ITs.  They did not find that thought suppression lead 

to increased thought frequency, as predicted by the cognitive theory of obsessions.  Janeck & 

Calamari also explored if increased efforts to control bothersome thoughts led to increased 

thought frequency.  They too did not observe an increase thought frequency when suppression 

was applied to anxious thoughts.  In addition, Koster (2003) did not find that increased thought 

control efforts led to increased frequency of anxious thoughts and in fact noted the duration of 

anxious thoughts to decrease during a thought suppression treatment condition.   

Anderson & Levy (2009) discuss the positive benefits of thought suppression in their recent 

research around the neurocognitive model of motivated forgetting.  They highlight how thought 

suppression shuts out intrusive thoughts, restoring needed control over the direction of thought, 

as well as emotional well-being.  In addition, they claim thought suppression engages inhibitory 

control processes that make it harder to recall avoided memories later on. Therefore, the jury is 

still out on the role of suppression in the persistence of personally relevant intrusive thoughts.  

As Purdon et al 2001 concluded, “Current research on the suppression of obsessional intrusive 

thoughts has raised more questions that it has answered.” 

 One other important nuance to be highlighted is the contrast between thought 

suppression with no additional instructions and thought suppression by engaging in an 

attentionally engaging distracter.  Perhaps if study participants were simply instructed to not 
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think of target intrusive thought X, they would have experienced an increase thought frequency 

for thought X as well as an increase in discomfort associated with thought X.   Participants in 

this study were instructed to not think of thought X, but instead to think about Y (relaxation 

training through guided imagery).  While solely attempting to not think about X may lead to 

increased recall of a target thought, engaging and meaningful competing task may serve as an 

effective distraction.  Salkovskis and Campell’s  (1994) research support this theory. Study 

participants were given instructions to think anything, suppress by using a replacement thought 

as a distracter, suppress without using a distracter, or suppress by completing a relaxation task.   

They noted an increase in thought frequency for the first two suppression tasks relative to the 

‘think anything group”.  In contrast, participants in the “attentionally engaging” relaxation task 

did not experience an increase in thoughts relative to think anything condition.  Therefore, the 

insidious effects of suppression on frequency of obsessional thoughts may be negated if one has 

an attentionally engaging competing task to focus on.   

 In addition to reducing level of intrusive thinking, the relaxation application also 

proved effective at decreasing maladaptive thought related beliefs.  Through regression analysis, 

it was determined that while a shift in thought related beliefs predicted decrease in obsessive 

thinking, for mindfulness participants, there was no relationship between altering maladaptive 

cognitive appraisals and obsessive thinking, for relaxation participants.  Therefore, the decrease 

in maladaptive cognitive appraisals and decrease in obsessive thinking appear to be independent 

events, for participants assigned to the relaxation group.    

  The second unexpected finding, as discussed earlier, was that the mindfulness 

application did not impact mindfulness level, as measured by the MAAS (nor did the relaxation 

application, although this was predicted).  In order to effectively address this finding, it is 
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important to first take a step back to further highlight empirical issues around measurement of 

the mindfulness construct.   Several members of the mindfulness research community have 

recently pointed out the need to further refine the operational definition of mindfulness (Brown 

& Ryan, 2004, Bishop et al., 2004). A recent study by Baer et al (2006) examined the question of 

whether mindfulness should be described as a multifaceted construct, and if so, how the 

components should be defined, through hierarchical confirmatory factor analyses.  Study 

findings identified four unique factors of mindfulness: describe, act with awareness, 

nonjudgement, and non-reactivity.  Findings from this study lend support for the need to consider 

mindfulness as a multifaceted construct. 

 There are currently several empirically supported mindfulness measures, including the 

Mindfulness Attention Awareness Scale(MAAS; Brown & Ryan, 2003), the Kentucky Inventory 

of Mindfulness Skills (KIMS; Baer, Smith, & Allen, 2004) and the Mindfulness Questionnaire 

(MQ; Chadwick, Hember, Mead, Lilley, & Dagnan, 2005).  The MAAS measures ones tendency 

to be attentive to and aware of the present moment and has a single factor structure.  The KIMS 

is made up of four subscales, which assess four unique components of mindfulness: observing, 

describing, acting with awareness and acceptance.  The MQ offers a unidimensional assessment 

of mindfulness and measures reactivity to distressing thoughts and images.   

 For this study, “mindfulness” was measured by the MAAS, given its sound 

psychometric profile.   Upon post analysis review of the fit between the mindfulness application 

developed and the mindfulness measurement tool selected, a potentially important 

methodological study limitation was noted.   Of the four components of mindfulness which Baer 

et al (2006) recently uncovered, the mindfulness application developed for this study directly 

targeted three of the four facets: describing, nonjudging and nonreacting and only partially 
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addressed the fourth component, act with awareness (as the application focused on awareness of 

thoughts in contrast to awareness of what happens “outside of the skin”).   

 The mindfulness application developed for this study was designed to target the 

judgment of and reactivity to uncomfortable thoughts and images, based on the cognitive theory 

of obsessions which claims obsessive thinking is caused and maintained by maladaptive thought 

related beliefs.  Although there are multiple entry points for mindfulness training, for this study 

on intrusive thoughts, it was decided to first assist participants in reducing the natural tendency 

to turn away from and attempt to eliminate that which is uncomfortable.  From there, it was 

hypothesized, participants would spend less time and emotional energy engaging in a fruitless 

battle with their uninvited thoughts, which would directly lead to increased engagement in the 

present moment. Therefore, “act with awareness” was not directly targeted but instead was 

considered a potential outcome of long term mindfulness practice.  Additional research is 

required on this topic, as the jury is still out on whether enhanced contact with the present 

moment is a process or outcome of mindfulness.    

 Nonetheless, a multifaceted mindfulness measurement tool, such as the KIMS, may 

have more effectively measured a shift in mindfulness, for participants assigned to the 

mindfulness condition of this study.  As discussed, inclusion of the KIMS would have captured 

enhanced ability to describe thoughts and sensations, decrease reaction to such content, accept 

thoughts without judgment, in addition to act with awareness.  In comparison, the MAAS, purely 

measured ability to act with awareness in the present moment, which the mindfulness application 

developed for this study did not directly target.  As Ruth Baer, the developer of the KIMS, 

recently stately (ACT Listserve Communication, November, 2009), “It’s important to consider 
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multiple elements of mindfulness, at least until we’re more clear on exactly what mindfulness 

is.” 

Research Question Three 

 Research question three explored the question of participant characteristics that 

predicted self-perception of treatment utility.  There is a growing research base around the 

implementation of empirically supported treatments (ESTs) (Northey & Hodgsen, 2008) which 

highlights the need for the right fit between evidence based treatment protocols and patient 

characteristics (as well as provider characteristics).   The mindfulness application developed for 

this study appears best suited for those experiencing moderate to high levels of obsessional 

thinking. Interestingly, as highlighted in research analysis three, there was a statically significant 

relationship between finding the mindfulness application beneficial and level of obsessive 

thinking, with higher levels of obsessive thinking predicting greater perception of treatment 

utility.  In contrast, there was not a significant relationship between level of obsessive thinking 

and perception of benefiting from the relaxation module.    

 Therefore, relaxation training seems equally well received, no matter one’s level of 

bothersome thinking.  This may be because operating from a mindful stance takes “work”.  

When introducing mindfulness to patients in a clinical setting, the author refers to this skill as 

“working a new muscle” and explains, “it may not feel good during practice but the benefits will 

come with continued practice”.  Unless one is aware of their discomfort, and that their current 

way of engaging with difficult material is not working, they may not be willing to pay “the 

entrance fee” of mindfulness training.   

 This speculation is somewhat support by the extensive research of Teasdale et all 

(2002).  They noted the positive outcomes of mindfulness training for depression are moderated 
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by the number of major depressive episodes study participants experienced.  Participants who 

experienced three or more depressive episodes were more likely to benefit from mindfulness 

training than participants who were experienced less than three depressive episodes.  Several 

participants provided feedback to support the targeted application of mindfulness training, as a 

clinical intervention.  One participant with low pre-study obsessive thinking stated, “My 

thoughts weren't that bothersome to begin with. This program actually made me focus more on 

negative thoughts than I normally would because I had to think of them at specific times, rather 

than dealing with them when they came to me.”   Another participant who also exhibited low 

pre-study obsessive thinking stated, “I am a content individual who has no need to control my 

thoughts, good or bad. Therefore, this application did not seem relevant for me.” 

Additional Discussion Points 

 An additional topic of interest, although one that was not addressed in the original three 

research questions, is the confirmation of the universality of intrusive thoughts (ITs).  As 

Salkovski (1999) explains,  “The difference between normal intrusive cognitions and obsessional 

intrusive cognitions lies not in the occurrence or even the uncontrollability of the intrusions 

themselves, but rather in the interpretation made by the obsessional patient of the occurrence and 

or content of the intrusions.”  In support of this explanation of the origin of obsessions, the 

majority of study participants, no matter the level of obsessive thinking, were able to provide 

examples of intrusive thoughts they struggle.  Examples of intrusive thoughts provided by study 

participants who cited low levels of pre-study obsessive thinking are: 

Kidnapping                                                                                 

Car into oncoming traffic                                                                  

Mother death                                                                               

  Accident boyfriend                                                                         

Dying of cancer                                                                            

             Burning apartment                                                                          
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Death                                                                                      

An impulse to say something rude or irrelevant                                             

Leaving my car doors unlocked                                                              

Thinking about how I would react if my girlfriend were to die today                        

Sex with friend's girfriend                                                                     

Thought of being possesed                                                                                                                                                          

Plane crash                                                                                

Fire; gun shots                                                                            

Contamination                                                                                                                                                                 

 

 The thoughts listed above, provided by a non-clinical population who self report as 

experiencing low levels of ITs, are similar to the content OCD populations struggle with; 

aggressiveness, sexuality, dirt/contamination/disease, fear of losing something, religion and 

enactment of embarrassing acts (Julien, 2007).  The fact that a population who experiences low 

levels of ITs would offer up similar content as an OCD population, lends additional support for 

the cognitive theory of obsessions, which claims it is not the content of thought but the 

maladaptive interpretation of what it means to have an IT, that distinguishes these two 

populations.   

 Another important topic to address, although one which was also not covered in the 

original three research questions, is the criticality of assuring a solid conceptual understanding of 

mindfulness, before offering an experiential mindfulness exercise.  Several mindfulness study 

participants discussed how the application either “worked” or “did not work” for them, 

depending on if they felt more relaxed, more in control of their thoughts, and more able to avoid 

that which is uncomfortable, after the practice exercise.  For example, one MT participant stated, 

“This application has helped me greatly. I have become aware of when these thoughts happen so 

I can avoid these situations.”  Another MT participant stated, “I am not really sure why the 

method with the leaf was so helpful? It tried to simulate a peaceful place which I understand, but 

I did not understand why typing out random thoughts as they came to me was helpful.”  As a 
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final example of misunderstanding the essence of mindfulness, a MT participant stated, “This  

application helped me somewhat. Some days are worse than others and to take time to think 

about controlling my thoughts can be hard.”   

 The mindfulness application provided a good deal of content to highlight why the goal 

of mindfulness is to be more in touch with “what is” in contrast to trying to change or run from 

what is uncomfortable.  It is unfortunate that a few MT participants walked away from the 

application with a deepened belief in the need and benefits of controlling unwanted thoughts.  

This is the first study of a web enabled mindfulness application, and although the outcome data 

provided a statistically significant decrease in obsessive thinking as well as a decrease 

maladaptive thought related beliefs, it may be that in order to have a clinically relevant impact, 

human contact is required to thoroughly and effectively explain the purpose and benefits of 

mindfulness training.  Another way to work around this study challenge may be to include an 

assessment of mindfulness comprehension before study participants are allowed to access the 

experiential exercise.   

Summary and Limitations   

 Several studies have highlighted the benefits of acceptance over control strategies for 

the management of ITs, such as reduced anxiety, decreased catastrophic thoughts and lower 

treatment drop out rates (Levitt, 2004, Eiffert & Heffner, 2003).     This study was intended to 

build on these findings and extend the literature on this topic, as no study to date has conducted a 

randomized trial, comparing a relaxation/distraction condition to a mindfulness/acceptance 

condition, for the treatment of obsession-like thoughts. It was hypothesized that as one becomes 

more aware of the transient nature of thoughts and the negative consequences associated with 

thought suppression, one will obtain an increased interest and willingness in mindfully observing 
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all thoughts that arise.  From there, it was hypothesized, the discomfort associated with these 

thoughts will decline and overall mood state will improve, as one shifts from believing in the 

over importance of their thoughts and the need to control their thoughts, to seeing thoughts as 

passing mental phenomena, that need not be battled with. 

There were several limitations to this research project.  At the broadest level, there is the 

potential incompatibility of studying mindfulness with an outcome oriented research 

methodology, given the true essence of mindfulness reflects a state of acceptance of “what is”.  

In other words, we are attempting to promote nonjudgmental experiential acceptance while at the 

same time suggesting that such acceptance will lead to a decrease in distress associated with 

bothersome thoughts.   One cannot be fully accepting and mindful while at the same time 

attempting to control, change or eliminate an experience.  When applying mindfulness in this 

clinical, change-oriented vein, there is the risk of stripping it of its true spirit, and in the process, 

losing its power.   

Kabat-Zinn (2003) warns of the dangers of decontextualizing mindfulness and seeing it 

as simply a technique vs. a way of viewing the world.  He explains that those who see it as a tool 

to be mastered and passed on to others are likely to render the intervention empty and void of its 

essence.  We attempted to mitigate this concern by emphasizing in the treatment a focus on 

stepping away from the battle with uncomfortable internal material instead of striving to control 

or eliminate uncomfortable thoughts and feelings.   

An additional challenge with the study methodology is that we relied upon subjects 

willingness to acknowledge and experience their ITs, which is at odds with how one naturally 

relates to uncomfortable thoughts.  In addition, this study relied upon face valid self-report tools, 

such as the Y-BOCS and the III31.  Given the uncomfortable nature of addressing ITs, subjects 
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may have attempted to minimize what they believed to be their own pathology by denying the 

frequency and severity of bothersome thoughts they may have experienced.  Therefore, this 

study faced the challenge of relying upon subjects’ willingness to honestly and openly address 

difficult and not readily accessible material. 

In addition, this study utilized a student sample, who participated in the study in order to 

receive course credit.  Therefore, participant’s motivation to actively engage in this complex 

material was minimal.  The researcher attempted to mitigate this concern by only inviting 

subjects who expressed atleast a minimal degree of experience with intrusive thoughts.  It was 

thought that selecting a subset of the student population who experience some degree of 

discomfort related to bothersome thoughts would decrease concerns over motivation and 

engagement.   

 Another limitation for this study is the short time frame for the treatment conditions.  

Although no study to date has determined the amount of practice time required to benefit from 

mindfulness training, the average clinical intervention is approximately eight weeks.  A 

treatment program where participants have more time to comprehend and utilize mindfulness 

skills may provide more power to detect differences when measuring the possible effects of a 

mindfulness based treatment.  Additional research is required to explore this question of dosing 

response and practice requirements to benefit from mindfulness training.  

 A related concern is the format with which study participants received the treatment 

modules.  It was decided, for the sake of the provision of a standardized treatment approach, all 

study participants would be offered one of two brief online treatments.  This raises two concerns.  

First, it is unclear how effective it is to offer therapeutic interventions through a technologically 

enhanced vehicle verses interacting with a therapist, face to face, in a live treatment session. 
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Although there is a growing research base to support the growing use of web-enabled mental 

health delivery, (Kiropoulos et al., 2008), this research does not directly address the efficacy of 

web-enabled mindfulness training.  

  Finally, it is important to highlight, due to brevity requirements and limitations on 

study band-width, socio-demographic, personality variables and clinical variables such as trait 

anxiety, overlapping conditions such as depression, prior and current psychological treatment, as 

well as prior experience with meditation and relaxation were not be taken into account, although 

they may play important moderating roles.  

Directions for Future Research 

A critical area for future exploration is the relationship between mindfulness training and 

increases mindfulness skills.  Although the proposition that changes in mindfulness mediate the 

effects of this kind of cognitive training is central to the clinical utilization of mindfulness 

training, no studies to date have provided evidence to support this tenet, including this one.  

Another important question to further explore is whether mindfulness training holds 

universal promise and can in fact offer benefits for everyone or if instead there are specific 

personality and clinical characteristics that would make one more amenable to this kind of 

treatment approach.  Building upon the finding that those with higher levels of bothersome 

thoughts were more likely to find the mindfulness application helpful, future research could 

involve assessment of additional characteristics which may be correlated with treatment 

response, such as egodystonic vs egosyntonic ITs, number of attempts at receiving prior 

treatment, frustration with traditional approaches, to name just a few.  In addition, as mentioned 

earlier, it is not enough to learn about the concepts of mindfulness, in order to benefit from this 

treatment approach, one must actively practice applying mindfulness skills through both informal 
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as well as formal practice.  Therefore, the level of commitment required to benefit from 

mindfulness training may in fact make this treatment approach prohibitive to some who are in 

the earlier stages of recognizing the need to make significant changes in their life. It would be 

interesting to explore the relationship between stages of change and degree of benefit from 

mindfulness training. 

In a similar vein, future research that replicates this study procedure, with a clinical 

sample of patients diagnosed with OCD, may uncover a larger treatment effect size.  A clinical 

population who meet diagnostic criteria for OCD may be more willing to invest the emotional 

energy required for participation in a challenging experimental condition, if it holds promise to 

assist them or others who are also suffering in finding relief and improved quality of life.  This 

hypothesis is supported by research question three, which uncovered that individuals who 

experienced higher levels of bothersome thinking were more likely to find the mindfulness 

application beneficial.   

 The dissertation author is currently building upon the current study findings by offering 

the mindfulness application to a population diagnosed with OCD.   Initial feedback from 

individuals diagnosed with OCD who have piloted this application is promising.  One 

participant, who has struggled with OCD related symptoms for over 30 years stated, “I benefited 

greatly from the mindfulness application.  I was quite distressed prior to reviewing the material 

and I felt way better after words. I always feel better after doing mindfulness exercises yet I 

sometimes let days go without doing them and often suffer for it”. 

Finally, it would be interesting to compare a traditional exposure and response prevention 

(ERP) treatment protocol to a mindfulness enhanced ERP protocol, using a study sample of 

patients diagnosed with OCD.   Mindfulness training is consistent with the practice of exposure 
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based therapy, in that practionners gain an enhanced ability to stay with, in contrast to turning 

away from, uncomfortable thoughts and feelings.  It may be that offering mindfulness training at 

the beginning of an ERP protocol may serve to increase willingness to engage in the targeted 

exposure based tasks, which entail the majority of an ERP protocol.   

As discussed in chapter two, if patients experience first hand the transient nature of all 

things, as mindfulness training allows for, this may serve to decrease the distress that OCD 

patients often experience, when they first begin a ERP based treatment.  When working with 

patients diagnosed with OCD, the author often hears something in line with, “what if I expose 

myself to something which causes me anxiety and then I stay at a permanently elevated level of 

discomfort indefinitely.”  Perhaps armed with experience practicing mindfully observing all 

thoughts and feelings, patients diagnosed with OCD would be a bit more likely to believe a 

therapist when they claim, “this to shall pass”.  Ofcourse this is an empirical question, which is 

ripe for exploration.   

 In conclusion, this study provides initial empirical support for mindfulness and 

acceptance based techniques for the treatment of obsession-like thoughts.  Adopting a mindful 

stance in relation of one’s bothersome thoughts and feelings appears to offer a direct alternative 

to the natural default behavior of attempting to avoid or control that which is uncomfortable and 

seemingly unbearable.  Future research is required to further explore the efficacy of a 

mindfulness based treatment for intrusive thoughts.   
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Appendix A 

 

                   Y-BOCS Severity of Obsessions Scale 

 

1. How much of your time is occupied by bothersome thoughts?  

 

0 = None.  

1 = Mild, less than 1 hr/day or occasional intrusion.  

2 = Moderate, 1 to 3 hrs/day or frequent intrusions.  

3 = Severe, greater than 3 and up to 8 hrs/day or very frequent intrusions.  

4 = Extreme, greater than 8 hrs/day or near constant intrusions. 

 

2. How much do your bothersome thoughts interfere with your social or school functioning?  

 

0 = None.  

1 = Mild, slight interference with social or academic activities, but overall performance not 

impaired.  

2 = Moderate, definite interference with social or academic performance, but still 

manageable.  

3 = Severe, causes substantial impairment in social or academic performance.  

4 - Extreme, incapacitating. 

 

 

3. How much distress do your bothersome thoughts cause you?  

 

0 = None  

I = Mild, not too disturbing  

2 = moderate, disturbing, but still manageable  

3 = Severe, very disturbing  

4 = Extreme, near constant and disabling distress 

 

 

4. How much control do you have over your bothersome thoughts? 

 

0 = Complete control.  

1 = Much control, usually able to stop or divert bothersome thoughts with some effort and 

concentration.  

2 = Moderate control, sometimes able to stop or divert bothersome thoughts.  

3 = Little control, rarely successful in stopping or dismissing bothersome thoughts, can only 

divert attention with difficulty.  

4 = No control, experienced as completely involuntary, rarely able to even momentarily alter 

obsessional thinking 
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Appendix B 
 

III-31 

 

We are interested in your experience with unpleasant and unwanted thoughts or images or 

impulses that pop into your mind unexpectedly. Nearly everyone has such experiences, but 

people vary in how frequently they occur and how distressing they are.  Some examples of the 

many possible negative intrusions are given below. 

 

•An impulse to do something shameful or terrible 

•The idea or image of harming someone you don’t want to hurt 

•An unwanted sexual image 

•The thought you or someone else will become contaminated with a substance that may cause 

harm 

•The thought that you left an appliance on that might cause a fire 

•An image of a loved one in an accident 

•The thought objects are not arranges perfectly 

•A thought or image that is contrary to your religious or moral beliefs 

•An impulse to say something rude or embarassing 

•The thought of running the car off the road or into oncoming traffic 

•The thought that you didn’t lock the door and someone may break in 

 

Please note we are NOT talking about daydreams or pleasant fantasies.  Nor are we interested in 

general worries about health or finances or other family matters.  Also, we are NOT talking 

about the sort of thoughts that accompany depression or low self-confidence.  Rather, we ARE 

interested in thoughts, images, or impulses that pop into your mind and that you experience as 

intrusive or inappropriate. 

 

I would like you to identify one mental intrusion you have experienced recently and find 

bothersome.  In the space below, I would like you to write down a word or two to remind self of 

this thought.  You do not have to write down the complete thought or image but instead can keep 

this information to yourself.  Instead, I would simply like you to write down a word or two that 

you associate with this thought or image.   

 

______________________________________________________________________________ 

 

 

Use the following scale: 

0       10       20       30       40       50       60       70       80       90       100 

Not at all        Moderate  Extreme  

         

 

 

How distressing do you find this thought? 

How hard do you try to not think about this thought? 

How hard do you try to control this thought?
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Please answer the following questions about the thought you just identified and other similar 

intrusions.  Please circle the appropriate number for the following questions: 

 

A. When did you last experience an intrusion of this kind? 

 

1. Within the last year 

2. Within last 6 months 

3. Within last 4 weeks 

4. Within last 2 weeks 

5. Within last week 

6. Within last 24 hours 

 

B. In the last 6 months, how frequently did you experience an intrusion of this kind? 

 

1. Less than once a month 

2. About once a month 

3. About once a week 

4. A few times per week 

5. About once a day 

6. Several time per day 

 

C. On average, how much distress do you usually experience when you have an intrusion of        

this kind? 

 

1. None 

2. Minimal  

3. A little 

4. Moderate 

5. Great 

6. Extreme 
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When you were bothered by intrusive thoughts like the one you described above, rate how much 

you believed each of the ideas listed below.  Circle the number that best represents your beliefs 

when an intrusion is occurring. 

 

Use the following scale: 

0       10       20       30       40       50       60       70       80       90       100 

I did not believe    I was moderately  I was completely 

this idea at all     convinced this   convinced this 

      thought was true   idea was true 

 
1. I must regain control of this thought. 0  10  20  30  40  50  60  70  80  90  100 

2. Having this unwanted thought means I will act on it. 0  10  20  30  40  50  60  70  80  90  100 

3. Because I’ve thought of bad things that might happen, I must act to 

prevent them. 

0  10  20  30  40  50  60  70  80  90  100 

4. Because I have this thought, it must be important. 0  10  20  30  40  50  60  70  80  90  100 

5. I should be able to rid my mind of this thought. 0  10  20  30  40  50  60  70  80  90  100 

6. Thinking this thought could make it happen.  0  10  20  30  40  50  60  70  80  90  100 

7. This intrusive thought could be an omen.   0  10  20  30  40  50  60  70  80  90  100 

8. Because I’ve had this intrusive thought, what I’m doing will be 

ruined.   

0  10  20  30  40  50  60  70  80  90  100 

9. If I don’t do something about this intrusive thought, it will be my 

fault if something terrible happens.   

0  10  20  30  40  50  60  70  80  90  100 

10. I am responsible if I don’t resist this unwanted thought.   0  10  20  30  40  50  60  70  80  90  100 

11. Because this thought comes from my mind, I must want to have it. 0  10  20  30  40  50  60  70  80  90  100 

12. It’s wrong to ignore this unwanted thought. 0  10  20  30  40  50  60  70  80  90  100 

13. Because I can’t control this thought, I am a weak person. 0  10  20  30  40  50  60  70  80  90  100 

14. I cannot take the risk that this thought will come true.   0  10  20  30  40  50  60  70  80  90  100 

15. Now that I’ve thought of something bad that could go wrong, I have 

a responsibility to make sure it doesn’t happen. 

0  10  20  30  40  50  60  70  80  90  100 

16. Because I’ve had this thought, I must want it to happen. 0  10  20  30  40  50  60  70  80  90  100 

17. Having this intrusive thought means that I could lose control of my 

mind.   

0  10  20  30  40  50  60  70  80  90  100 

18. I would be a better person if I gained more control over this thought.   0  10  20  30  40  50  60  70  80  90  100 

19. I need to be certain something awful won’t happen as a result of this 

thought. 

0  10  20  30  40  50  60  70  80  90  100 

20. This thought could harm people.   0  10  20  30  40  50  60  70  80  90  100 

21. Having this intrusive thought means I’m out of control. 0  10  20  30  40  50  60  70  80  90  100 

22. Having this intrusive thought means I am weird or abnormal. 0  10  20  30  40  50  60  70  80  90  100 

23. I would be irresponsible it I ignored this intrusive thought. 0  10  20  30  40  50  60  70  80  90  100 

24. Having this intrusive thought means I am a terrible person. 0  10  20  30  40  50  60  70  80  90  100 

25. If I don’t control this unwanted thought, something bad is bound to 

happen. 

0  10  20  30  40  50  60  70  80  90  100 

26. I must have control over this thought.   0  10  20  30  40  50  60  70  80  90  100 

27. The more I think about these things, the greater the risk they will 

come true.   

0  10  20  30  40  50  60  70  80  90  100 

28. I’ll feel guilty unless I do something about this thought.   0  10  20  30  40  50  60  70  80  90  100 

29. I should not be thinking this kind of thing.   0  10  20  30  40  50  60  70  80  90  100 

30. If I don’t control this thought, I’ll be punished. 0  10  20  30  40  50  60  70  80  90  100 

31. If I ignore this thought, I could be responsible for serious harm.   0  10  20  30  40  50  60  70  80  90  100 
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Appendix C 

MAAS 

Mindfulness Attention Awareness Scale (MAAS) 

Please indicate the degree to which you agree with each of the following items using the scale below. 

Simply circle your response to each item. 

1 2 3 4 5 6 

almost 

always 

very 

frequently 

somewhat 

frequently 

somewhat 

infrequently 

very 

infrequently 

almost 

never 

 

 1. I could be experiencing some emotion and not be 

conscious of it until some time later. 

1 2 3 4 5 6 

 2. I break or spill things because of carelessness, not 

paying attention, or thinking of something else. 

1 2 3 4 5 6 

 3. I find it difficult to stay focused on what’s happening in 

the present. 

1 2 3 4 5 6 

 4. I tend to walk quickly to get where I’m going without 

paying attention to what I experience along the way. 

1 2 3 4 5 6 

 5. I tend not to notice feelings of physical tension or 

discomfort until they really grab my attention. 

1 2 3 4 5 6 

 6. I forget a person’s name almost as soon as I’ve been 

told it for the first time. 

1 2 3 4 5 6 

 7. It seems I am “running on automatic” without much 

awareness of what I’m doing. 

1 2 3 4 5 6 

 8. I rush through activities without being really attentive 

to them. 

1 2 3 4 5 6 

 9. I get so focused on the goal I want to achieve that I lose 

touch with what I am doing right now to get there. 

1 2 3 4 5 6 

10. I do jobs or tasks automatically, without being aware of 

what I’m doing. 

1 2 3 4 5 6 

11. I find myself listening to someone with one ear, doing 

something else at the same time. 

1 2 3 4 5 6 

12. I drive places on “automatic pilot” and then wonder 

why I went there. 

1 2 3 4 5 6 

13. I find myself preoccupied with the future or the past. 1 2 3 4 5 6 

14. I find myself doing things without paying attention. 1 2 3 4 5 6 

15. I snack without being aware that I’m eating. 1 2 3 4 5 6 

Copyright (2003) by the American Psychological Association. Reprinted with permission of the publisher
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Appendix D 

PANAS 

Directions 

This scale consists of a number of words that describe different feelings and emotions.  Read 

each item and then circle the appropriate answer next to that word.  Indicate to what extent you 

feel this way at the present moment. 

 

Use the following scale to record your answers. 

 

(1) = Very slightly 

or not at all 

(2) = A little (3) = Moderately (4) = Quite a bit (5) = Extremely 

 

 Very 

slightly or 

not at all 

A little 
 

Moderately 

 

Quite a bit Extremely 

1. Interested 1 2 3 4 5 

2. Distressed 1 2 3 4 5 

3. Excited 1 2 3 4 5 

4. Upset 1 2 3 4 5 

5. Strong 1 2 3 4 5 

6. Guilty 1 2 3 4 5 

7. Scared 1 2 3 4 5 

8. Hostile 1 2 3 4 5 

9. Enthusiastic 1 2 3 4 5 

10. Proud 1 2 3 4 5 

11. Irritable 1 2 3 4 5 

12. Alert 1 2 3 4 5 

13. Ashamed 1 2 3 4 5 

14. Inspired 1 2 3 4 5 

15. Nervous 1 2 3 4 5 

16. Determined 1 2 3 4 5 

17. Attentive 1 2 3 4 5 

18. Jittery 1 2 3 4 5 

19. Active 1 2 3 4 5 

20. Afraid 1 2 3 4 5 
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Appendix E 

 

Thought Appraisal Questionnaire 

 

 

Use the following scale: 

0       10       20       30       40       50       60       70       80       90       100 

Not at all        Moderate  Extreme  

 

 

 

• During the last 10 (depending on length of treatment) minute period, how hard did you 

try to not think about your bothersome thoughts? 

• During the last 10 minute period, how hard did you try to control your bothersome 

thoughts? 

• At this moment, how believable are your bothersome thoughts? 

• At this moment, indicate your level of discomfort with your bothersome thoughts. 
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Appendix F 

 

Experimental Manipulation Check 

 

Use the following scale: 

0       10       20       30       40       50       60       70       80       90       100 

Not at all        Moderate  Extreme  

 

 

• During the last 10 (depending on length of treatment) minute period, how hard did you 

try to watch your thoughts go by without avoiding or arguing with them? 

• During the last 10 (depending on length of treatment) minute period, how hard did you 

try to not think about your bothersome thoughts, but instead focused on creating a state of 

deep relaxation? 



 96 

 

Appendix G 

 

Mindfulness Application Screenshots 
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Note-this is an

interactive module

where participants

type in thoughts

and can observe

them floating by
while hearing

sounds of water

rippling.
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Appendix H 

 

Relaxation Application Screenshots 
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