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Kelly, a 22-year-old woman, steps into the first author’s office and describes her problem: “I can't leave my apartment without someone I trust watching over me. I fear having an urge to assault people, especially old women and children or anyone I believe is weaker than me. I feel like a horrible person, I fear myself. It is a terrible way to live.” Mike, a 37-year-old man, is preoccupied with different fears: “Two months after the beginning of every relationship, I start doubting how I feel about the other person and whether I actually like them. Eventually the strain of the never-ending questioning gets too much, makes me depressed, anxious, and guilty, and I cannot function without ending the relationship.” 
Kelly and Mike both suffer from obsessive compulsive disorder (OCD), a disorder that has been rated as a leading cause of disability by the World Health Organization (1996). OCD is characterized by the occurrence of unwanted and disturbing intrusive thoughts, images, or impulses (obsessions), and by compulsive rituals that aim to reduce distress or to prevent feared events (i.e., intrusions) from occurring (American Psychiatric Association [APA], 2000; Rachman 1997). As can be seen in the above examples, the specific manifestation of OCD symptoms may vary widely from patient to patient, making it a highly heterogeneous and complex disorder (Abramowitz, McKay, & Taylor, 2008; McKay et al., 2004). Kelly’s symptoms, like those of many others suffering from this disorder, include morality-related worries, feelings, and cognitions, such as perceived violation of moral standards, guilt, and inflated responsibility (e.g., Salkovskis, 1985; Steketee, Quay, & White, 1991). Mike’s obsessive compulsive (OC) symptoms revolve around intimate relationship issues, an obsessional theme that has only recently begun to be systematically invested (Doron, Derby, Szepsenwol, & Talmor, 2012a). 
In this chapter, we present a recent model of OCD suggesting that sensitivity in specific domains of self (e.g., morality and relational domains) may increase the likelihood of developing obsessional preoccupations around issues related to these domains. We further argue that when coinciding with dysfunctions of the attachment system, such sensitivities can disrupt the process of coping with intrusive experiences and therefore contribute to OCD. For people with high attachment anxiety, experiences challenging an important self-domain can increase the accessibility of maladaptive cognitions (e.g., “I’m bad”, “I’m not competent”) and activate dysfunctional cognitive processes (e.g., an inflated sense of responsibility, catastrophic interpretations of relationship breakup) that result in the development of obsessional preoccupations and disabling compulsive behaviors. This model integrates notions taken from psychodynamic and cognitive-behavioral approaches in an attempt to provide a deeper and richer understanding of the etiology and development of OCD symptoms.
We begin this chapter with a brief description of OCD and current models of the disorder. We then describe the role of dysfunctional self-perceptions and sensitive self-domains – domains of the self that are extremely important for maintaining self-worth (Doron & Kyrios, 2005) – in OCD. Next, we review empirical findings linking attachment insecurities and obsessive compulsive phenomena and propose a diathesis–stress model whereby experiences challenging sensitive self-domains and attachment insecurities interact to increase vulnerability to OCD. We then look at morality as an important self-domain in OCD and present findings showing that experiences challenging the morality self-domain can lead to OCD symptoms and that this effect is moderated by attachment anxiety. Finally, we present initial data examining a yet unexplored theme of OCD – relationship-centered OC symptoms.  
Obsessive Compulsive Disorder
According to the Statistical Manual of Mental Disorders (DSM-IV-TR; American Psychiatric Association, 2000), a diagnosis of OCD is appropriate when either, or both, obsessions or compulsions: (1) are experienced at least at some stage as excessive, unreasonable, and inappropriate; (2) cause significant distress; and (3) are very time-consuming or interfere with daily functions. Obsessions are unwanted and disturbing intrusive thoughts, images, or impulses. Obsessional themes include contamination fears, pathological doubt, a need for symmetry or order, body-related worries, and sexual or aggressive obsessions, scrupulosity, and relationship-centered preoccupations. Compulsions are deliberate, repetitive, and rigid behaviors or mental acts that people perform in response to their obsessions as a means of reducing distress or preventing some feared outcome from occurring. Common compulsive behaviors include repeated checking, washing, counting, reassurance seeking, ordering behaviors, and hoarding.
A wide range of etiological theories have been proposed for OCD (e.g., psychological, biological, and neuropsychological). For instance, several studies have supported the role of biological and structural brain abnormalities in OCD (e.g., Pigott & Seay, 1998) and the involvement of neuropsychological mechanisms, such as attention, concentration, executive functions, and memory (see Greisberg & McKay, 2003, for a review). However, the findings are inconsistent and the studies suffer from severe methodological limitations (e.g., lack of control of confounding variables), thereby making interpretation difficult (e.g., Cottraux & Gérard, 1998; Kuelz, Hohagen, & Voderholzer, 2004; Riffkin et al., 2005). For example, neuropsychological deficits related to OCD (e.g., visuo-spatial memory impairment) may be a reflection and not a cause of OCD symptoms (Nedeljkovic & Kyrios, 2007; Nedeljkovic, Moulding, Kyrios, & Doron, 2009). Impaired performance in memory tasks, for instance, may result from nonspecific factors such as perfectionism and the inability to make decisions rather than from neurological vulnerabilities (e.g., Otto, 1992; Purcell, Maruff, Kyrios & Pantelis, 1998). In fact, Abramovitch, Dar, Hermesh and Schweiger (2011) recently suggested a novel Executive Overload Model of OCD that illustrates how overflow of obsessive thoughts may cause an overload on the executive system, which, in turn, interferes with neuropsychological functioning. Moreover, whereas some studies report an association between neuropsychological functioning and OCD symptom severity (e.g., Abramovitch, Dar, Hermesh & Schweiger, 2011; Lacerda et al., 2003), others have failed to document such an association (e.g., Kuelz et al., 2004), while some have found a negative association despite poorer performance amongst OCD patients relative to controls (Purcell et al., 1998).    
Cognitive behavioral theories have generated a more consistent body of empirical evidence that has led to the development of effective treatments (see Frost & Steketee, 2002, for review). According to these theories, most of us experience a range of intrusive phenomena that are similar in form and content to clinical obsessions (Rachman & de Silva, 1978), but individuals with OCD misinterpret such intrusions based on dysfunctional beliefs (e.g., inflated responsibility, perfectionism, intolerance for uncertainty, threat overestimation; Obsessive Compulsive Cognitions Working Group [OCCWG], 1997). Moreover, individuals with OCD tend to rely on ineffective strategies for managing intrusive thoughts and reducing anxiety (e.g., thought suppression, compulsive behavior), which, paradoxically, exacerbate the frequency and intensity of intrusions and result in OCD (Clark & Beck, 2010; Salkovskis, 1985). 
Whereas cognitive models have improved the understanding and treatment of OCD, recent findings suggest that a substantial proportion of individuals with OCD do not exhibit higher levels of dysfunctional beliefs than those recorded in community samples (e.g., Taylor et al., 2006). In addition, findings regarding the specificity of the dysfunctional beliefs related to OCD are equivocal (e.g., OCCWG, 2005; Tolin, Worhunsky, & Maltby, 2006). Cognitive theories have also been criticized for not sufficiently addressing the developmental and motivational bases of the disorder (e.g., Guidano & Liotti, 1983; O'Kearney, 2001). Moreover, although very effective with most clients, a substantial proportion of patients do not respond to cognitive behavioral therapy (CBT; Fisher & Wells, 2005).

Self-Sensitivity and OCD

In response to these criticisms, Doron and colleagues (e.g., Doron & Kyrios, 2005; Doron, Kyrios, & Moulding, 2007; Doron, Kyrios, Moulding, Nedeljkovic, & Bhar, 2007) incorporated theories of the self within existing cognitive models of OCD. Specifically, they proposed that the transformation of intrusive thoughts into obsessions is moderated by the extent to which intrusive thoughts challenge core perceptions of the self. Indeed, Bhar and Kyrios (2007) and Clark and Purdon (1993) had already argued that the appraisal of an intrusive thought as challenging or inconsistent with one’s sense of self (i.e., as ego dystonic) contributes to the formation of obsessions. 

According to Doron and Kyrios (2005), due to socio-cultural and developmental factors (e.g., parental acceptance that is contingent on competence in particular domains, or ambivalent parenting characterized by rejection but camouflaged by an outward expression of devotion; Guidano & Liotti, 1983), specific self-domains become extremely important for defining a person’s sense of self-worth (“sensitive self-domains”; Doron & Kyrios, 2005). As a result, perceived competence in these self-domains becomes crucial for maintaining self-worth (Harter, 1998), and people tend to be preoccupied with events that bear on their perceived competence in sensitive self-domains (e.g., Wolfe & Crocker, 2003). In OCD, sensitive self-domains include areas such as morality, job/school performance, and relationship functioning (e.g., Doron, Moulding, Kyrios, & Nedeljkovic, 2008; Doron, Sar-El, Mikulincer, & Kyrios, 2012). 
Possibly due to unrelenting high expectations and perceived punitive consequences for not meeting such unrealistic expectations, individuals with OCD feel a sense of incompetence in these specific domains. It is not sufficient that individuals have a sense of self that is contingent on morality- or competence-based domains in order to be vulnerable to OCD, although having a limited range of self-worth contingencies may place one at general risk (Ahern & Kyrios, 2010; Doron & Kyrios, 2005; Kyrios, 2010). However, a sense of incompetence in contingent domains (i.e., “sensitive self-domains”) may constitute vulnerability for OCD (Doron & Kyrios, 2005; Doron et al., 2008).
Doron and Kyrios (2005) further proposed that thoughts or events that challenge sensitive self-domains (e.g., immoral thoughts or behaviors) damage a person’s self-worth and activate attempts at repairing the damage and compensating for the perceived deficits. In the case of individuals with OCD, these coping responses may, paradoxically, further increase the occurrence of unwanted intrusions and the accessibility of “feared self” cognitions (e.g., “I’m bad”, “I’m immoral”, “I’m unworthy”). In this way, for such individuals, common aversive experiences may activate overwhelmingly negative evaluations in sensitive self-domains (Doron et al., 2008). These processes, together with the activation of other dysfunctional thoughts (e.g., an inflated sense of responsibility, threat overestimation), are self-perpetuating and can result in the development of obsessions and compulsions (see Figure 1).
The Moderating Role of Attachment Insecurities
Although sensitive self-domains have been implicated in OCD (Doron et al., 2008), it is unlikely that every person experiencing an aversive event that challenges such self-domains will be flooded by negative self-evaluations, dysfunctional beliefs, and obsessions. Some individuals whose sensitive self-domains are challenged by failures and setbacks adaptively protect their self-images from unwanted intrusions and restore emotional equanimity. In fact, for most people, experiences challenging sensitive self-domains would result in the activation of distress-regulation strategies that can dissipate unwanted intrusions, reaffirm the challenged self, and restore emotional composure. The main question here concerns the psychological mechanisms that interfere with this adaptive regulatory process and foster the activation of “feared self” cognitions and the cascade of dysfunctional beliefs that result in OCD symptoms.

In an attempt to respond to this question, Doron, Moulding, Kyrios, Nedeljkovic, and Mikulincer (2009) proposed that attachment insecurities can disrupt the process of coping with experiences that challenge sensitive self-domains and thereby contribute to OCD. According to attachment theory (Bowlby, 1973, 1982; Mikulincer & Shaver, 2007a; Shaver & Mikulincer, this volume Chapter 2), interpersonal interactions with protective others (“attachment figures”) are internalized in the form of mental representations of self and others (“internal working models”), which have an impact on close relationships, self-esteem, emotion regulation, and mental health throughout life. Interactions with attachment figures who are available and supportive in times of need foster the development of both a sense of attachment security and positive internal working models of the self and others. When attachment figures are rejecting or unavailable in times of need, attachment security is undermined, and negative models of self and others and attachment insecurities are formed. Research, beginning with Ainsworth, Blehar, Waters, and Wall (1978) and continuing through recent studies by social and personality psychologists (reviewed by Mikulincer & Shaver, 2003, 2007a), indicates that attachment insecurities are organized around two orthogonal dimensions, attachment-related anxiety and avoidance (Brennan, Clark, & Shaver, 1998). The first dimension, attachment anxiety, reflects the degree to which a person worries that a partner will not be available or adequately responsive in times of need. The second dimension, avoidance, reflects the extent to which he or she distrusts relationship partners’ goodwill and strives to maintain autonomy and emotional distance from them.

According to attachment theory, a sense of attachment security facilitates the process of coping with, and adjustment to, life’s adversities, and the restoration of emotional equanimity following aversive events (Mikulincer & Shaver, 2007a). Moreover, attachment security is associated with heightened perceptions of self-efficacy, constructive distress-regulation strategies, and maintenance of a stable sense of self-worth (e.g., Collins & Read, 1990; Mikulincer & Florian, 1998). Laboratory studies also indicate that experimental manipulations aimed at contextually heightening access to security-enhancing representations (i.e., security priming) restore emotional equanimity after distress-eliciting events and buffer post-traumatic dysfunctional cognitions (see Mikulincer & Shaver, 2007b, for a review).

The sense of attachment security may act, at least to some extent, as a protective shield against OCD-related processes, such as the activation of feared-self cognitions and dysfunctional beliefs following events that challenge sensitive self-domains (Doron et al., 2009). For people who have chronic or contextually heightened mental access to the sense of attachment security, these aversive experiences and the intrusion of unwanted thoughts will result in the activation of effective distress-regulation strategies that dissipate the thoughts, reaffirm the challenged self, and restore wellbeing.

Conversely, attachment insecurities can impair the process of coping with experiences challenging sensitive self-domains and thereby increase the chances of OCD symptoms. Following these experiences, insecurely attached individuals may fail to find inner representations of security and/or external sources of support, and so may experience a cascade of distress-exacerbating mental processes that can culminate in emotional disorders. For example, anxiously attached individuals tend to react to such failure with catastrophizing, exaggerating the negative consequences of the aversive experience, ruminating on these negative events, and hyperactivating attachment-relevant fears and worries, such as the fear of being abandoned because of one’s “bad” self (Mikulincer & Shaver, 2003). Avoidant people tend to react to such aversive events by attempting to suppress distress-eliciting thoughts and negative self-representations. However, these defenses tend to collapse under high emotional or cognitive load (Mikulincer, Dolev, & Shaver, 2004), leaving the avoidant person flooded with unwanted thoughts, negative self-representations, and self-criticism. These kinds of thoughts and feelings tend to perpetuate threat overestimation, lead to overwhelming, uncontrollable distress, and exacerbate unwanted thought intrusions and negative self-views, thereby contributing to the development of obsessions.
Self-Sensitivity, Attachment Insecurities, and OCD: Empirical Evidence
There is growing evidence for the role of self-structures in the transformation of intrusive thoughts into OCD symptoms.  For example, Rowa, Purdon, Summerfeldt, and Antony (2005) found that individuals with OCD rated more upsetting obsessions as more meaningful and contradictory of valued aspects of the self than less upsetting obsessions. Bhar and Kyrios (2007) found that individuals with OCD exhibited higher levels of self-ambivalence (i.e., worry and uncertainty about their self-concept) than non-clinical controls, although they did not differ from individuals suffering from other anxiety disorders. Doron, Kyrios and Moulding (2007) found that young adults who reported higher sensitivity to morality-related self-domains, social acceptability, and job/school competence (overvaluing a domain while feeling incompetent in that domain) were more likely to report OCD-related cognitions and symptoms. In another study, Doron et al. (2008) found that individuals with OCD reported higher levels of self-sensitivity in the domains of morality and job competence than individuals with other anxiety disorders. 

There is also evidence supporting the involvement of attachment insecurities in vulnerability to OCD. First of all, both attachment anxiety and avoidance are associated with dysfunctional cognitive processes similar to those included in current cognitive models of OCD (OCCWG, 2005). For instance, attachment anxiety is associated with exaggerated threat appraisals (e.g., Mikulincer & Florian, 1998), perfectionism (e.g., Wei, Mallinckrodt, Russell, & Abraham, 2004), difficulties in suppressing unwanted thoughts (e.g., Mikulincer et al., 2004), rumination on these thoughts (e.g., Mikulincer & Florian, 1998), and self-devaluation in aversive situations (Mikulincer, 1998). Similarly, avoidant attachment is associated with setting high, unrealistic, and rigid personal standards of excellence (Mikulincer & Shaver, 2003, 2007a), self-criticism, maladaptive perfectionism, and intolerance of uncertainty, ambiguity, and personal weaknesses (Mikulincer & Shaver, 2007a). Moreover, avoidant people tend to overemphasize the importance of maintaining control over undesirable thoughts and suppressing thoughts of personal inadequacies and negative personal qualities (Mikulincer et al., 2004). 

Recently, Doron et al. (2009) provided direct evidence for a link between attachment insecurities and OCD symptoms. They showed that attachment insecurities, both anxiety and avoidance, predicted dysfunctional OCD-related beliefs (e.g., perfectionism and overestimation of threat) and OCD symptoms. Moreover, the contribution of attachment anxiety and avoidance to OCD symptoms was fully mediated by OCD-related beliefs, and remained significant even after statistically controlling for depression symptoms. 
Moral Sensitivity and OCD

Morality is one of the sensitive self-domains most frequently involved in the development and maintenance of OCD. The idea that moral preoccupation is related to OCD has been a part of the psychiatric literature since the beginning of the 20th century. For example, Freud (1909/1987) suggested that persistent unwanted aggressive, horrific, or sexual thoughts accompanied by ritualistic behaviors are the result of unsuccessful defense mechanisms (characteristic of the anal-sadistic psychosexual developmental stage) against potential violations of moral standards. Individuals with OCD tend to suffer from unconscious conflicts between unacceptable, immoral sexual or aggressive impulses and the demands of the superego (moral conscience). They attempt to resolve this conflict by relying on undoing (i.e., defensively neutralizing unacceptable ideas by compulsive acts) and reaction formation (i.e., unconsciously developing attitudes and behaviors opposite to the unacceptable repressed impulses). 

More recent object-relations theories emphasize the role of mental representations or cognitive-affective schemas of self and others in the development of OCD (Blatt, Auerbach, & Levy, 1997; Levy, Blatt, & Shaver, 1998). According to this view, the same psychic structures (ego, superego, and id) and conflicts exist in non-pathological and pathological psychological functioning (Blatt & Shichman, 1983). However, the capacity to integrate and balance these conflictual aspects of the ego system in individuals with OCD is compromised (Kempke & Luyten, 2007). As a result, these individuals tend to hold negative representations of the self, self-criticism, hypermorality, and negative views of others as critical and punishing. This seems to lead to difficulties commonly associated with OCD, such as ambivalence, intolerance of personal imperfections, and strong need for control and autonomy (e.g., Blatt & Shichman, 1983; Mallinger, 1984; Shapiro, 1965). 

Cognitive theories of OCD have also implicated morality concerns in the maintenance of OCD. For instance, Rachman and Hodgson (1980) argued that individuals with OCD are of “tender conscience,” and Salkovskis, Shafran, Rachman, and Freeston (1999) suggested that individuals suffering from OCD exhibit “dedication to work and an acute sense of social obligation” (p. 1060). Salkovskis (1985) argued that an overinflated sense of personal responsibility, defined as the tendency to believe that one may be pivotally responsible for causing or failing to prevent harm to oneself or others, is one of the core beliefs leading to the transformation of common intrusive thoughts into obsessions. Beliefs about the importance of thoughts have also been suggested to have an important moral element, such as the belief that having a negative thought is as bad as performing a negative act (moral thought-action fusion; Shafran, Thordarson, & Rachman, 1996).

Research has also linked morality-relevant emotions such as guilt, shame, and disgust with obsessive compulsive phenomena. For instance, stronger feelings of guilt and shame (i.e., negative emotional reactions to social or moral transgressions) have been associated with OCD, anxiety, and depression (see Tangney & Dearing, 2002, for a review). Disgust, which has been theoretically and empirically linked with OCD symptoms (e.g., Olatunji, Lohr, Sawchuk & Tolin, 2007; Rachman, 2004), has been found to be provoked by violations of moral standards (e.g., Miller,1997; Rozin, Haidt, & McCauley, 2000) and to elicit the need to physically cleanse (Zhong & Liljenquist, 2006). Finally, there are indications that obsessive compulsive phenomena are associated with religious denomination and strength of religiosity (e.g., Sica, Novara, & Sanavio, 2002). Highly religious individuals exhibit OCD-related beliefs and symptoms with religious themes, such as praying or washing away one’s sins (e.g., Abramowitz, Deacon, Woods, & Tolin, 2004; Rasmussen & Tsuang, 1986; Steketee et al., 1991). 
More recently, research has provided evidence of the association between OCD and sensitivity in the morality self-domain (e.g., Doron et al., 2008). For example, Ferrier and Brewin (2005) reported that, compared to individuals with other clinical anxiety disorders, as well as normal controls, individuals with OCD were more likely to draw negative moral inferences about themselves from their intrusive thoughts (e.g., perception of self as dangerous by virtue of being bad, immoral, or insane). Ahern and Kyrios (2010) reported that, compared to individuals who experienced distressing reactive obsessions, those experiencing moral/sexual intrusions were significantly more likely to appraise their intrusive thoughts as ego dystonic, to report greater self-ambivalence, and to use avoidant cognitive techniques (e.g., distracting themselves with an activity, replacing the thought with a more pleasant thought, telling themselves to stop). However, Franklin, McNally, and Riemann (2009) failed to find an association between moral reasoning and OCD. Specifically, OCD patients and controls were asked to choose one of two undesirable courses of action (both involving loss of life) in a series of hypothetical moral dilemmas. No group difference was found in the choice of options and latencies to resolve the moral dilemmas. Hence, it is possible that the relationship between OCD symptoms and morality is not extended to moral reasoning but is limited to the emotional and self-relevant aspects of moral concerns. 
In three experimental studies using subtle cues of threat to the morality self-domain, Doron, Sar-El, and Mikulincer (2012) have shown that this threat led to heightened reported urge to act and likelihood of acting in response to contamination-related scenarios in a nonclinical sample. These effects were specific to cues that were ascribed as self-relevant, baring negative undertone, and targeting the morality domain (versus a morality-irrelevant domain). These effects were not related to pre-existing variations in self-esteem, stress, anxiety, or depression, and were not accounted for by mood fluctuations (Doron, et al., 2012). It seems that even subtle threats to the morality self-domain can increase OC-related behavioral tendencies.

Intimate relationships and OCD
One theme of OCD that has only recently begun to be systematically explored is OC symptoms centering on romantic relationships (Doron, Derby, et al., 2012a; Doron, Derby, Szepsenwol & Talmor, 2012b; Doron, Talmor, Szepsenwol & Derby, 2012). Previous research has indicated that, compared with the general population, OCD patients often report disturbances in relationship functioning, including lower likelihood of marrying and increased marital distress (e.g., Emmelkamp, de Haan, & Hoogduin, 1990; Rasmussen & Eisen, 1992; Riggs, Hiss, & Foa, 1992). Doron, Derby et al. (2012a), however, proposed that OC phenomena are likely to affect relationships more directly when the main focus of the symptoms is the relationship itself. Specifically, intrusive thoughts and compulsions focused on the individual's feelings towards his or her partner (e.g., "Do I really love my partner?"), the partner's feelings towards the individual (e.g., "Does my partner really love me?"), or the "rightness" of the relationship experience (e.g., "Is this relationship the right one?") can directly erode relationship quality and contribute to relationship termination. 
Recently, Doron, Derby et al. (2012a) conducted two independent studies using nonclinical cohorts to assess relationship-centered OC phenomena and their links with related constructs. In the first study, Doron and colleagues (2012) constructed a 12-item self-report scale tapping relational OCD – the Relationship Obsessive Compulsive Inventory (ROCI). This scale assesses the severity of obsessive thoughts (e.g., preoccupation and doubts) and compulsive behaviors (e.g., checking and reassurance seeking) on three relational dimensions: one's feelings towards one’s partner (e.g., "I continuously reassess whether I really love my partner"), the partner's feelings towards the individual (e.g., "I continuously doubt my partner's love for me"), and the "rightness" of the relationship ("I check and recheck whether my relationship feels right"). A confirmatory factor analysis supported the three-factor structure of the ROCI and the three subscales revealed high reliability scores (ranging from .84 to .89).  

In the second study, Doron and colleagues (2012) found that higher ROCI scores were associated with higher levels of common OCD symptoms and cognitions, negative mood, low self-esteem, relationship ambivalence, and attachment insecurities. Findings also showed that ROCI scores significantly predicted relationship dissatisfaction and depression, over and above common OCD symptoms, relationship ambivalence, negative mood, low self-esteem, and attachment insecurities. These findings indicate that the ROCI captures a relatively distinct theoretical construct and has unique predictive value. 

Findings also revealed moderate associations between relationship-centered OC symptoms and other cognitive dysfunctional beliefs, suggesting that additional factors may contribute to the development and maintenance of relationship-centered OC phenomena. Since effective treatment of particular OCD presentations involves improved understanding of both common OCD mechanisms and more specific mechanisms that are adjusted to each manifestation (e.g., Abramowitz, Huppert, Cohen, Tolin, & Cahill, 2002; McKay et al., 2004), further exploration should be devoted to the unique etiological processes involved in the formation and preservation of relationship-centered OC symptoms. 

We believe that self-sensitivity in the romantic domain, catastrophic relationship beliefs, and attachment insecurities may be particularly important in the development and maintenance of relationship-centered OC phenomena. Specifically, perceptions of incompetence in the romantic domain may enhance sensitivity to intrusions challenging self-perceptions in this relational domain (e.g., "I do not feel right with my partner at the moment"). Such intrusions may then trigger catastrophic relationship appraisals (e.g., "being in a relationship I am not sure about will make me miserable forever") and other maladaptive appraisals (e.g., "I shouldn't have such doubts regarding my partner"), followed by neutralizing behaviors (e.g., reassurance seeking and checking). 

Attachment insecurities, and especially attachment anxiety, may exacerbate this cascade of unpleasant mental events in several important ways. Anxiously attached individuals' hypervigilance toward real or imagined relationship threats may make them especially vulnerable to intrusions challenging self-perceptions in the relational domain. Moreover, their reliance on hyperactivating strategies, such as insistent, repetitive attempts to obtain love from relationship partners (Mikulincer  & Shaver, 2007a), may predispose such individuals to compulsive reassurance seeking and checking behaviors, particularly in the context of intimate relationships. 

Insecurely attached individuals may also fail to find inner representations of security or external sources of support, and may therefore experience a cascade of distress-exacerbating mental processes following negative relational events (e.g., disapproval, rejection, criticism, betrayal). For instance, anxiously attached individuals tend to react to such events with catastrophizing, exaggerating the negative consequences of the aversive experience, ruminating on the negative event and its consequences, and hyperactivating attachment-relevant fears and worries, such as the fear of being abandoned because of one’s “bad” self (Mikulincer & Shaver, 2003). In addition, since attachment figures in adulthood are likely to be one’s romantic partners, the tendency to search for physical, emotional, or cognitive proximity to attachment figures in times of need may refocus insecurely attached individuals on their aversive relational experience (i.e. the initial trigger of intrusions and compulsions), thereby exacerbating rather than inhibiting the obsessional cycle.  On this basis, we suggest that self-sensitivity in the relational domain and attachment insecurities contribute to the development of relationship-centered obsessions by, on the one hand, increasing insecure individuals' vigilance to relationship threats, and, on the other, impairing their capacity for adaptive coping with such challenging experiences.
Discussion and Conclusions
In our view, some individuals perceive themselves as incompetent in domains that they view as extremely important for self-worth (i.e., sensitive self-domains), such as the domains of morality and intimate relationships. Experiences challenging such self-domains (e.g., doubts about one’s capacity to provide others with help, not being sure about one's partner’s love) may lead to an increase in negative self-cognitions (e.g., “I’m bad,” “I’m incompetent”) and lead to the development of obsessive intrusions. Attachment insecurities can exacerbate this cascade of unpleasant mental events by impairing adaptive coping. Conversely, attachment security may protect a person against the adverse effects of these experiences. 
In this chapter, we reviewed both correlational and experimental findings that support the hypothesized roles of morality concerns and attachment insecurities in OCD. We then proposed that such mechanisms may be involved in a yet unexplored area of OCD – relationship-centered OC symptoms. Taken together, the reviewed findings expand our understanding of the ways in which self-sensitivity and attachment insecurities are involved in the development and maintenance of OCD. Intrusions are more likely to activate dysfunctional beliefs and trigger OCD symptoms in insecurely attached individuals who are sensitive in a specific self-domain. 

Although consistent with our theoretical model, this new body of research has several limitations. First, many studies have been conducted with nonclinical samples. Although nonclinical individuals experience OCD-related beliefs and symptoms, they may differ from clinical patients in the type and severity of symptoms and the resulting degree of impairment. Future research on self-sensitivity, attachment insecurities, and OCD symptoms should include clinical samples. Examining different clinical groups would facilitate the identification of specific factors associated with particular kinds of OCD symptoms. Second, laboratory studies conducted with clinical and nonclinical samples should further examine whether dispositional attachment insecurities intensify the adverse effects of experimental inductions challenging self-perceptions in the morality and relational domains. These studies should also examine the extent to which experimentally induced attachment security (security priming) buffers the adverse effects of dispositional attachment insecurities and events challenging self-perceptions in the morality or relational domains on OCD-related behavioral tendencies. 

Despite these limitations, and pending further replication of the reviewed findings, particularly with clinical samples, our findings may have important implications for the understanding and treatment of OCD. We believe that OCD-related assessments and interventions focused on sensitive self-domains and attachment insecurities can improve therapeutic outcomes. When dealing with individuals presenting with OCD, therapists should consider expanding their conceptualization of OCD to include the evaluation of a patient’s self-sensitivities and his or her attachment working models (Doron & Moulding, 2009). Patients may, for example, have a rigid and limited perception of morality (e.g., believing they should be free of sexual urges before marriage), such that any urge or thought that challenges their moral standards leads to self-criticism, morbid rumination, and compulsions. Similarly, other patients may have rigid views of competence in the romantic relationship domain (e.g., the behavior, feelings, and thoughts they should have when in an intimate relationship), such that any intrusion threatening their competence in this domain could result in the development of morbid preoccupations. 

When a client has this kind of limiting self-view, special emphasis should be placed on expanding his or her self-concept. This could be done by identifying and bolstering other self-domains, increasing the client’s skills in other domains, or challenging the rigidity and boundaries of the sensitive self-domain (e.g., “What does being moral mean to you?"; “What does it mean to be a good relationship partner?"). The contingency of self-worth in the sensitive domain could also be explicitly explored, such that the client understands the relation between anxiety and perceptions of failure in that self-domain. This would help the clinician with case formulation, particularly in understanding why specific mental intrusions lead to heightened emotional reactions or avoidance behavior.  

In a similar way, “attachment-based CBT” (Doron & Moulding, 2009) addresses issues regarding trust and heightened fear of abandonment, and explores attachment-related internal models within the therapeutic context. It is common for OCD symptoms to be associated with strong attachment-related fears (e.g., horrific images of a partner having an accident followed by making repeated phone calls). In such cases, fear of abandonment can be addressed by challenging dysfunctional perceptions, exploring the relation between relationship fears and OCD, and devising behavioral experiments aimed at increasing tolerance for ordinary separations. This may reduce a client’s tendency to interpret relationship experiences, including the therapeutic relationship, in frightening terms, improve therapeutic efficacy, and possibly reduce drop-out and relapse rates compared with those for traditional CBT. 
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Figure 1. Hypothesized relationship between self-structures, attachment and OC phenomena. 
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