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Validation of the Chinese Version of ObsessiveCompulsive Inventory-Revised
SKH Hon, BWM Siu, CW Cheng, WCW Wong, EB Foa

Abstract
Background: The Obsessive-Compulsive Inventory-Revised (OCI-R) is a psychometrically sound
and valid self-report measure for evaluating the severity of six dimensions of obsessive-compulsive
symptoms: washing, obsessing, hoarding, ordering, checking, and neutralising. We aimed to validate the
Chinese version of the OCI-R (C-OCI-R) in patients with obsessive-compulsive disorder (OCD) in Hong
Kong.
Methods: The C-OCI-R was forward and backward translated and reviewed by an expert panel and a focus
group. The internal consistency and test-retest reliability (2-week interval) were examined. Confirmatory
factor analysis was used to examine the construct validity of the C-OCI-R. Concurrent validity was
examined by the correlation between the C-OCI-R and the Yale-Brown Obsessive-Compulsive Scale
(Y-BOCS), whereas divergent validity was examined by the correlation of the C-OCI-R with the Beck
Depression Inventory-Second Edition and the Hamilton Depression Rating Scale.
Results: 130 OCD patients were recruited. The C-OCI-R showed excellent internal consistency
(Cronbach’s alpha = 0.92) and test-retest reliability (Spearman’s rho correlation coefficient = 0.96).
The original six-factor model was supported by confirmatory factor analysis. Concurrent validity and
divergent validity were established. However, the neutralising subscale may need further development,
and the divergent validity of the obsessing subscale was unsatisfactory. The structure of OCD symptoms
was similar in Chinese and western patients.
Conclusion: The C-OCI-R is a valid and reliable measure for assessing the severity of obsessivecompulsive symptoms in local Chinese patients with OCD.
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Introduction
Obsessive-compulsive disorder (OCD) is characterised by
ego-dystonic obsessions and compulsions. Among United
States adults, the 12-month prevalence of OCD was 1.2%.1
In Hong Kong, the only large-scale community survey was
conducted in the 1980s and reported a lifetime prevalence
of OCD of 1%.2 Self-report instruments for comprehensive
measurement of the heterogeneous clinical picture of OCD
have been developed for disease screening, assessment of
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symptom severity, and monitoring of treatment progress.
In particular, the Obsessive-Compulsive Inventory-Revised
(OCI-R) is brief, time-efficient, and has good psychometric
properties. It is the most translated questionnaire of similar
type and is reliable and valid for self-measuring OCD
severity across different cultures.3 The OCI-R comprises
18 items in six subscales (three each), including washing,
obsessing, hoarding, ordering, checking, and neutralising.
It assesses the associated distress of each item in the past
month on a 5-point Likert scale from ‘not at all’ (0) to
‘extremely’ (4). The total score ranges from 0 to 72 and the
subscale scores from 0 to 12. It takes about 5 minutes to
complete. The OCI-R has good psychometric properties in
a mixed clinical and non-clinical sample.4 It has a stable
six-factor structure and has high internal consistency (r
= 0.81-0.93), good to excellent test-retest reliability (r =
0.57-0.91), and good convergent validity (r = 0.53) with
the Yale-Brown Obsessive-Compulsive Scale (Y-BOCS).4
The reliability and validity of the OCI-R subscales and the
sensitivity of the OCI-R in measuring treatment effects have
also been reported.5,6 In a receiver operating characteristic
curve analysis for the OCI-R, the optimal cut-off score
was 21 for distinguishing patients with OCD from nonpatients (65.6% sensitivity and 63.4% specificity) and 18
for distinguishing patients with OCD from anxious controls
(74.0% sensitivity and 75.2% specificity).4 Replication of
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studies across different cultures requires standardised and
validated tools. Although the OCI-R has been translated
into Mandarin-Chinese in mainland China, the validity
and reliability of the translated version was undermined
because the sample was mostly students and few patients
with OCD and only data of the students were used for factor
analyses,7,8 and therefore the clinical diagnoses of patients
were not confirmed.8 The present study aimed to develop
and validate another Chinese version of the OCI-R (C-OCIR) in a sample of patients with OCD in Hong Kong.

Methods
The study was approved by the New Territories West
Cluster Research Ethics Committee (NTWC/CREC/15069).
Written informed consent was obtained from each patient
before the assessment. Between 1 November 2015 and 31
March 2016, 290 patients were diagnosed as having OCD
at the General Adult Psychiatry Clinic of the Tuen Mun
Mental Health Centre. The centre provides psychiatric
outpatient services to a population of 1.07 million residing
in the Tuen Mun and Yuen Long districts of Hong Kong.9
Inclusion criteria were ethnic Chinese aged 18 to 64 years
with a principal diagnosis of OCD according to the DSMIV-TR.10 Exclusion criteria were the presence of current or
past schizophrenia spectrum and other psychotic disorders,
bipolar and related disorders, neurocognitive disorders,
intellectual disabilities, or autism spectrum disorder. Those
with OCD as a secondary diagnosis or with a current
substance-related disorder or chronic neurological disorder
were also excluded.
International guidelines for cross-cultural validation
of self-report measures were observed.11 The OCI-R was
translated into Chinese separately by a psychiatrist and a
translator. The two drafts were compared and discrepancies
were resolved through consensus. The C-OCI-R was then
back-translated into English by two other psychiatrists
who had never seen the original English version. The
translator and the fourth psychiatrist compared the original
English version and the back-translated version until both
versions were comparable in terms of wording, cultural
appropriateness, fluency, and clarity. The content validity
and cultural relevance of the C-OCI-R was evaluated by
an expert panel. In a focus group, the C-OCI-R was well
accepted as a rating scale for OCD with satisfactory face
validity. The C-OCI-R was pilot tested in five patients with
OCD in different sexes, age groups, and education levels.
The administrative time was acceptable and there was no
problem in understanding the wordings. The final version
(appendix) was then used.
Other measurements included the Chinese bilingual
version of the Structured Clinical Interview for DSM-IVTR Axis I Disorders, Research Version, Patient Edition
(CB-SCID-I/P),12 the Yale-Brown Obsessive-Compulsive
Scale (Y-BOCS),13,14 the Beck Depression InventorySecond Edition (BDI-II),15 and the Hamilton Depression
Rating Scale (HDRS).16
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The CB-SCID-I/P has good agreement among raters
and between raters and clinicians. The overall kappa
value was 0.81 for anxiety disorders, and the inter-rater
reliability was 0.87 for psychiatric patients in a multisite
study.17-19
The Y-BOCS is a semi-structured, clinicianadministered measure that assesses the severity of
obsessions and compulsions over the previous week based
on patient-provided information and clinical observation.13,14
It contains both a symptom checklist and a 10-item severity
scale, which assesses the severity of distress, frequency,
interference, resistance, and symptom control, and yields
three scores: (1) obsession severity score (range, 0-20),
(2) compulsion severity score (range, 0-20), and (3) total
score (range, 0-40). The Y-BOCS is considered the gold
standard for assessing symptom severity.20 It has good interrater reliability (r = 0.80-0.99) and test-retest reliability (r
= 0.81-0.97) over a 2-week interval, and acceptable to good
internal consistency (Cronbach’s alpha = 0.69-0.91).21
The BDI-II is a 21-item self-report questionnaire
for assessing the severity of depressive symptoms over a
2-week period.15 It consists of two dimensions: depressive
and physical symptoms. Total scores range from 0 to 63. The
Chinese version of the BDI-II has an internal consistency
coefficient of 0.94.22
The HDRS is a 17-item clinician-rated scale of
depressive symptoms.16 Total scores range from 0 to 50.
The Chinese version of the HDRS has excellent interrater reliability (r = 0.92) and good internal consistency
(Cronbach’s alpha = 0.71).23
The CB-SCID-I/P was performed to ascertain
the diagnosis. The Y-BOCS and the HDRS were then
administered, followed by the C-OCI-R and the BDI-II
to minimise undue influence to the clinician-rated
questionnaires. Each interview took approximately 90
minutes. 37 of the participants completed the C-OCI-R 2
weeks later for evaluation of test-retest reliability.
Data were analysed using PASW Statistics (Windows
version 18; SPSS Inc, Chicago [IL], US). Confirmatory
factor analysis (CFA) was conducted to confirm the latent
structure of the C-OCI-R using AMOS software version
19.0. All participants had no more than 5% missing values.
Missing value imputation was performed by k-nearestneighbour imputation using R 3.0.3 (package visualisation
and imputation of missing values). The significance level
was set at p < 0.05. The normality of data was examined
by the Shapiro-Wilk test. Cronbach’s alphas and correlation
coefficients were calculated to determine the internal
consistency and test-retest reliability of the C-OCI-R. CFA
was performed to analyse the interrelationship between
items in the C-OCI-R and to explain these in terms of
their common underlying components. Goodness-of-fit
was evaluated, with normed fit index of ≥ 0.9, goodness
of fit index of ≥ 0.9, comparative fit index of ≥ 0.9, and
root mean square error of approximation of ≤ 0.08.24 The
Y-BOCS was used to calculate concurrent validity as it is
considered a gold standard for measuring the severity of
East Asian Arch Psychiatry 2019, Vol 29, No.4
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290 patients with a diagnosis of obsessivecompulsive disorder within study period
79 patients excluded:
- 48 had other diagnoses listed in exclusion criteria
- 25 were aged ≥65 years
- 5 were non-Chinese
- 1 did not have obsessive-compulsive disorder
211 patients invited to participate
81 non-participants:
- 78 refused
- 2 had other diagnoses as confirmed by Chinese Bilingual version
of the Structured Clinical Interview for DSM-IV-TR Axis I
Disorders, Research Version, Patient Edition
- 1 could not follow instructions of questionnaire
130 patients recruited

Figure 1. Flowchart of patient recruitment.

Table 1. Sex and age of participants and non-participants.
Sex
Female
Male

Participants (n = 130)*

Age, y

*

73 (56.2)
57 (43.8)

41 (32-53)

Non-participants (n = 78)*
43 (55.1)
35 (44.9)

42 (29.75-51)

p Value
0.885

0.342

Data are presented as No. (%) of participants or median (interquartile range)

OCD symptoms.20 Divergent validity was determined by
the correlation of the C-OCI-R with the BDI-II and the
HDRS. To avoid underestimation of divergent validity,25
participants with current depressive disorders (n = 17) were
excluded, as the correlation between the C-OCI-R and
depressive symptoms was invariably higher in patients with
depressive disorder.

Results
Of the 290 patients, 79 were excluded and 211 were invited
to participate (Figure 1). Of the latter, 81 did not and 130
did participate. The participants and non-participants were
comparable in terms of sex and age (Table 1). For the 73
female and 57 male participants, the median age was 41
(interquartile range, 32-53) years; the median years of
education was 11 (interquartile range, 9-16); the median age
of onset of OCD was 20 (interquartile range, 15-30) years;
and the median duration of OCD was 15 (interquartile
East Asian Arch Psychiatry 2019, Vol 29, No.4

range, 10-27) years. 75 of the participants had psychiatric
comorbidities, including current depressive disorder (n =
17), prior depressive disorder currently in remission (n =
55), and anxiety disorder (n = 3).
The median C-OCI-R score was 25 (interquartile
range, 17-42). The median scores for subscales were 4 for
washing, 6 for obsessing, 3 for hoarding, 4 for ordering,
6 for checking, and 3 for neutralising. Internal consistency
was excellent (Cronbach’s alpha, 0.92) for the C-OCI-R and
good to excellent for subscales of washing (0.79), obsessing
(0.84), hoarding (0.83), ordering (0.91), checking (0.89),
and neutralising (0.74). Test-retest reliability was excellent
(r = 0.96) for C-OCI-R and good to excellent (r = 0.79-0.96)
for subscales (Table 2). The six-factor solution showed a
normed fit index of 0.89, a goodness of fit index of 0.88, a
comparative fit index of 0.96, and a root mean square error
of approximation of 0.056. All these indices suggested a
good fit of the six-factor structure.26 The standardised factor
loadings of the CFA are shown in Figure 2.
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Table 2. Test-retest reliability of the Chinese version of the Obsessive-Compulsive Inventory-Revised (C-OCI-R).
C-OCI-R

First test score
(n = 37)*

Retest score
(n = 37)*

Washing

3 (1-7.5)

3 (0-7)

Hoarding

2 (0-5)

3 (0-4)

Obsessing
Ordering

Checking

Neutralising
Total

*

5 (2.5-8)
3 (1-9)

5 (3-7)

2 (1-6)

23 (11-40.5)

5 (3-8.5)
3 (1-7)

4 (3-6)

3 (1-6)

22 (12-38)

p Value
Test-retest reliability
(Wilcoxon
(Spearman’s rho
Signed-rank test) correlation coefficient, r)

p Value

0.192

0.96

<0.001

0.915

0.88

<0.001

0.741

0.468
0.13

0.914

0.246

0.79

0.93

0.93

0.91

0.96

<0.001

<0.001

<0.001

<0.001

<0.001

Data are presented as median (interquartile range)

Figure 2. Model of the confirmatory factor analysis: all estimates are standardised. Rectangles represent observed
variables (items in the Chinese version of the Obsessive-Compulsive Inventory-Revised). Ellipses represent
unobserved variables (latent variables). Correlations are shown by double-headed arrows. Values on the left are
variance of error term of the items. Values next to arrows between the latent variables are standardised regression
weights.
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Table 3. Inter-factor correlations of the Chinese version of the Obsessive-Compulsive Inventory-Revised (C-OCI-R).
Subscale
Washing

Obsessing

Hoarding

Ordering

Checking

Neutralising
*

Total
r = 0.71

r = 0.78

r = 0.74

r = 0.79

r = 0.77

r = 0.78

Washing
r = 0.52

r = 0.41

r = 0.53

r = 0.35

r = 0.48

C-OCI-R*

Obsessing

r = 0.55

r = 0.48

r = 0.57

r = 0.48

Hoarding

r = 0.49

r = 0.57

r = 0.46

Ordering

r = 0.51

r = 0.58

Checking

r = 0.63

Analysed by Spearman’s rho correlation coefficient, all p < 0.001

Table 4. Concurrent and divergent validity of the Chinese version of the Obsessive-Compulsive Inventory-Revised
(C-OCI-R)*.
C-OCI-R

Washing

Obsessing

Hoarding

Ordering

Checking

Neutralising

Total
*

Yale-Brown Obsessive-Compulsive Scale

Obsessions
(n = 130)

Compulsions
(n = 130)

Total
(n = 130)

r = 0.59

r = 0.32

r = 0.46

r = 0.50

r = 0.32

r = 0.41

r = 0.44

r = 0.40
r = 0.59

r = 0.56

r = 0.29

r = 0.48

r = 0.37

r = 0.35
r = 0.53

Beck Depression
Inventory-2nd ed
(n = 113)

Hamilton Depression
Rating Scale
(n = 113)

r = 0.49

r = 0.33

r = 0.58

r = 0.33

r = 0.49

r = 0.42

r = 0.40
r = 0.60

r = 0.53

r = 0.43

r = 0.23

r = 0.22

r = 0.41

r = 0.28

r = 0.26
r = 0.49

r = 0.36

r = 0.30

r = 0.12 (p >0.05)
r = 0.39

All p < 0.05, except for C-OCI-R neutralising vs Hamilton depression Rating Scale

Correlations between the total and subscale scores of
C-OCI-R were high (r = 0.71-0.79). However, correlations
between the six subscales were low to moderate (r = 0.350.63), indicating that the subscales were related to each
other but not redundant (Table 3). Correlation between
the C-OCI-R score and the Y-BOCS score was moderate
(Spearman’s r = 0.60, p < 0.001). The obsessing subscale
of the C-OCI-R showed the highest correlation with the
obsession subscale of the Y-BOCS (Spearman’s r = 0.59,
p < 0.001), indicating that the C-OCI-R and its obsessing
subscale had good concurrent validity (Table 4). Correlation
between the C-OCI-R score and the BDI-II score was low
(Spearman’s r = 0.49, p < 0.001), as was between the
C-OCI-R score and the HDRS score (Spearman’s r = 0.39,
p < 0.001). Compared with other subscales, the obsessing
subscale of the C-OCI-R had the highest correlation with
the BDI-II (Spearman’s r = 0.53, p < 0.001) and the HDRS
(Spearman’s r = 0.43, p < 0.001). These results suggested a
East Asian Arch Psychiatry 2019, Vol 29, No.4

good divergent validity of the C-OCI-R.

Discussion
Our results confirmed that the C-OCI-R is a reliable and
valid tool to assess the severity of OCD symptoms in the
local population. CFA confirmed the original six-factor
structure.4 The C-OCI-R is a good fit of the original version.
The inter-factor correlations of the subscales were low
to moderate, whereas the correlations between total and
subscale scores were high, indicating that the subscales
cover different aspects of OCD while sharing a common
theme (OCD symptoms). This confirms the construct
validity of the C-OCI-R and the underlying assumption of
heterogeneous OCD symptoms belonging to a joint disorder
category of OCD. The C-OCI-R demonstrated excellent
internal consistency and test-retest reliability. The C-OCI-R
is a reliable instrument to measure OCD symptoms.
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The neutralising subscale had the lowest internal
consistency (Cronbach’s alpha = 0.74), consistent with
previous studies.4,5,7,25 The three items of the neutralising
subscale are all related to numbers and counting-complaints,
and are designed to capture covert neutralising strategies on
a superstitious basis. Item 16 (“I feel that there are good
and bad numbers”) was criticised during the development
stage, as Chinese people commonly think certain number is
good (8 is associated with good fortune in Chinese culture)
or bad (4 and 7 are associated with death and bad luck,
respectively). Such beliefs may be normal in the Chinese
context, and endorsement of item 16 may not necessarily
indicate the presence of OCD symptom.
Similarly, item 4 (“I feel compelled to count while
I am doing things”) may not be exclusive to the rubric of
neutralising. It may also be endorsed by OCD patients
presented with other symptom subtypes (checking,
washing) who simply count how often they have already
repeated a particular ritual. In such case, the counting is not
motivated by superstitious beliefs, but by a need to define
an artificial criterion for action completion (eg, I always
have to wash my hands thirty times).27 In fact, numbers
and counting-complaints are easily observed in various
presentations of OCD, especially in patients with the sense
of incompleteness.28 This explains that the inter-factor
correlation between neutralising and checking was the
highest (r = 0.63) among different subscales.
The relatively low internal consistency of the
neutralising subscale can be explained by the fact that the
three items seem to tap into different constructs, and that
items 4 and 16 are not specific for neutralising strategy.
Moreover, these items focus only on numbers and counting
but fail to capture other clinically relevant neutralisation
phenomena. For example, overt neutralisation by repeating
compulsions based on superstitious beliefs, or covert
praying rituals to undo blasphemous obsessions. Hence, the
relatively low median score in the neutralising subscale may
underestimate the actual severity of neutralising symptoms.
To further refine the C-OCI-R, removal of items 4 and 16
and addition of other neutralisation strategies unrelated to
numbers and counting should be considered.
The median score in the hoarding subscale was also
low, consistent with previous studies.4,28-30 This could be
due to a low frequency of hoarding in OCD patients31 or
weak relevance between hoarding and OCD.32,33 Patients
with OCD have no more elevated score in hoarding
subscale than non-clinical participants.5 Although the interfactor correlations between hoarding and other subscales
were moderate, the correlations of the C-OCI-R hoarding
subscale with the Y-BOCS, BDI-II, and HDRS were
consistently lower (r = 0.22-0.33) than other subscales,
supporting the assumption that hoarding symptom may
be a distinct construct from OCD. Given the adoption of
hoarding disorder as a distinctive category from OCD in the
latest DSM-5 and the coming International Classification of
Diseases 11 Edition, the relationship between the hoarding
subscale and the other subscales and its relevance in the
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C-OCI-R should be further examined.34,35
The C-OCI-R had good concurrent validity. The
correlation between the C-OCI-R score and the Y-BOCS
score was moderate (r = 0.60), as was correlation between
the original OCI-R score and the Y-BOCS score (r =
0.53).4 The obsessing subscale of the C-OCI-R had the
highest correlation with the Y-BOCS obsession subscale.
Correlation was likely attenuated as the focus of the two
instruments differs: the C-OCI-R measures the distress
associated with specific OCD complaints, whereas the
Y-BOCS measures severity of five different parameters
(time, interference, distress, resistance, and control).28 In
addition, method variance may be another reason, as the
C-OCI-R is a self-report measure whereas the Y-BOCS
is a semi-structured interview. However, a study reported
the same range of moderate correlation between the
OCI-R and the Y-BOCS-SR (a self-report version of the
Y-BOCS), suggesting the inherent method variance is less
important than differences in the contents covered by the
two measures.25
Convergent validity was supported by the high
correlation (r = 0.85) between the original OCI-R and the
Maudsley Obsessive-Compulsive Inventory, which is a
self-report measure.4,36 However, so far none of the selfreport measures of OCD symptoms has been translated and
validated in Hong Kong, and hence no comparison can be
made between the C-OCI-R and other self-report measure
of OCD severity.
Divergent validity was demonstrated by the low
correlation of the C-OCI-R score with the BDI-II score (r
= 0.49) and the HDRS score (r = 0.39). The correlation of
the C-OCI-R with the Y-BOCS was clearly higher than that
of the C-OCI-R with the BDI-II and the HDRS. However,
the correlation of the original OCI-R with the BDI (r =
0.70) and the HDRS (r = 0.58) were higher. The higher
correlations between OCD and depression may reflect
the high levels of depression observed in OCD patients.4
Subsequent studies in clinical and non-clinical samples
reported a lower correlation in divergent validity with
the BDI (r = 0.39-0.41).28,37 The weak divergent validity
with depression measures is a substantial shortcoming of
all OCD measures.28,38 Overall, our findings support the
divergent validity of the C-OCI-R score.
The divergent validity of the obsessing subscale of
the C-OCI-R was unsatisfactory, consistent with previous
studies,25,30,37 indicating that there is an overlap between
obsession and depression. The correlations of the obsessing
subscale of the C-OCI-R with the BDI-II (r = 0.53) and the
HDRS (r = 0.53) were similar to the correlation between
the obsessing subscale of the C-OCI-R and the Y-BOCS (r
= 0.46). Depressive symptoms have a stronger association
with obsessional than compulsive symptoms,39 which could
explain the significant correlation between the obsessing
subscale and depressive measures in the present study.
This study has some limitations. Patients were
sampled from a single psychiatric centre. Although OCD
patients with current comorbid depressive disorders were
East Asian Arch Psychiatry 2019, Vol 29, No.4
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not excluded, the number of such patients turned out to be
lower than expected (n = 17). Given the high comorbidity
rate of OCD with depressive disorders, the present sample
might not be representative of all OCD patients, thereby
limiting the generalisability of our results.40 In addition, the
present study is a cross-sectional study, some psychometric
properties such as sensitivity to change and predictive
validity of the C-OCI-R were not explored. Future studies
should include a larger and more representative sample and
patients with OCD as a secondary diagnosis to improve
the generalisability of the results. A longitudinal study can
explore the sensitivity to change and predictive validity of
the C-OCI-R. In addition, future research should focus on
the validation of the neutralising subscale to determine if
further refinement is needed. Finally, further studies should
include other non-clinical participants aiming at evaluating
the psychometric properties of the C-OCI-R as a screening
tool.

Conclusion
The C-OCI-R is a brief, reliable, and valid measure for
assessing severity of a broad range of OCD symptoms
in both clinical and research settings. Validation of the
C-OCI-R may facilitate future studies of OCD in Hong
Kong.
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Appendix. Chinese version of the Obsessive-Compulsive Inventory-Revised.
強迫症症狀問卷修訂版 (中文版)
姓名:             

年齡:              

性別: 男 / 女

評估日期:             

下列各項描述很多人日常生活中的經驗。試根據各項經驗於上一個月對你造成痛苦或困擾的程度，圈出相應
的數字。
0

1

2

3

4

一點都不

輕度

中度

高度

極度

1.

我收藏很多東西以致它們變得礙事。

0

1

2

3

4

2.

我不必要地多次檢查東西。

0

1

2

3

4

3.

我會因為物品沒有好好排列而感到不高興。

0

1

2

3

4

4.

我做事時會不由自主地點算數目。

0

1

2

3

4

5.

當我知道一件物件已被陌生人或某些人觸碰過，我會抗拒去觸摸它。

0

1

2

3

4

6.

我難以控制自己的想法。

0

1

2

3

4

7.

我會收藏自己不需要的物品。

0

1

2

3

4

8.

我會重覆檢查門、窗、抽屜等物品。

0

1

2

3

4

9.

我會因為其他人改變我排列物品的方式而感到不高興。

0

1

2

3

4

10. 我覺得有必要去重覆某些數字。

0

1

2

3

4

11. 我有時只是覺得自己受到污染而去洗澡或清潔自己。

0

1

2

3

4

12. 我會因為腦海不由自主地浮現出不愉快的想法而感到沮喪。

0

1

2

3

4

13. 我避免扔掉東西，因為我怕將來我可能需要它們。

0

1

2

3

4

14. 我會在關掉氣體、水喉開關及燈掣後重覆檢查它們。

0

1

2

3

4

15. 我需要物品按特定的次序排列。

0

1

2

3

4

16. 我覺得數字有分好與壞。

0

1

2

3

4

17. 我過分頻密地並以過長時間洗手。

0

1

2

3

4

18. 我經常有糟糕的想法並難以把它們排除。

0

1

2

3

4

總分 (1-18) :     

/72
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