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Abstract

Background—Sensory intolerance refers to high levels of distress evoked by everyday sounds

(e.g., sounds of people chewing) or commonplace tactile sensations (e.g., sticky or greasy

substances). Sensory intolerance may be associated with obsessive-compulsive (OC) symptoms,

OC-related phenomena, and other forms of psychopathology. Sensory intolerance is not included

as a syndrome in current diagnostic systems, although preliminary research suggests that it might

be a distinct syndrome.

Objectives—First, to investigate the latent structure of sensory intolerance in adults; that is, to

investigate whether it is syndrome-like in nature, in which auditory and tactile sensory intolerance

co-occur and are associated with impaired functioning. Second, to investigate the

psychopathologic correlates of sensory intolerance. In particular, to investigate whether sensory

intolerance is associated with OC-related phenomena, as suggested by previous research.

Method—A sample of 534 community-based participants were recruited via Amazon.com’s

Mechanical Turk program. Participants completed measures of sensory intolerance, OC-related

phenomena, and general psychopathology.

Results—Latent class analysis revealed two classes of individuals: Those who were intolerant of

both auditory and tactile stimuli (n = 150), and those who were relatively undisturbed by auditory

or tactile stimuli (n = 384). Sensory intolerant individuals, compared to those who were

comparatively sensory tolerant, had greater scores on indices of general psychopathology, more

severe OC symptoms, a higher likelihood of meeting caseness criteria for OC disorder, elevated

scores on measures of OC-related dysfunctional beliefs, a greater tendency to report OC-related

phenomena (e.g., a greater frequency of tics), and more impairment on indices of social and

occupational functioning. Sensory intolerant individuals had significantly higher scores on OC

symptoms even after controlling for general psychopathology.
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Conclusions—Consistent with recent research, these findings provide further evidence for a

sensory intolerance syndrome. The findings provide a rationale for conducting future research for

determining whether a sensory intolerance syndrome should be included in the diagnostic

nomenclature.

1. Introduction

Sensory intolerance refers to high levels of distress evoked by everyday sounds

(misophonia; e.g., sounds of people chewing) or commonplace tactile sensations (e.g., sticky

or greasy substances, or tactile sensations from clothing such as clothing tags) [1]. Much

remains to be learned about the nature and etiology of sensory intolerance. Preliminary

research in child samples suggest that sensory intolerance might constitute an empirically

defined psychiatric syndrome, as defined by the co-occurrence of distressing symptoms or

signs, along with impairment in social or occupational functioning [2–3]. Little is known as

to whether such a syndrome can be found in adults. Sensory intolerance in adults is not

described in either DSM-5 or ICD-10.1 However, clinical observations and preliminary

findings suggests that it can be highly distressing and is associated with obsessive-

compulsive (OC) symptoms [4–7]. Sensory intolerance has been implicated in tic disorders,

which are related to obsessive-compulsive disorder (OCD) [8–10].

In a study of 42 adult patients referred to an OCD clinic with misophonia as a presenting

problem, Schröder et al. [5], concluded that misophonia should classified as a discrete

psychiatric disorder, based on the fact that misophonia is distressing, associated with

functional impairment, and cannot be attributed to psychiatric disorders described in current

diagnostic systems. It is unclear, however, whether the disorder should be limited to, or

emphasize, auditory intolerance (misophonia); it may be that auditory and tactile intolerance

are both prominent features of a sensory intolerance syndrome.

The available research, although limited, suggests that sensory intolerance might form a

syndrome in adults and might be associated with OC symptoms and related phenomena.

Sensory intolerance has long been described as a common feature of adults diagnosed with

OCD [11]. Contemporary models of OCD, including cognitive-behavioral models, fail to

explain sensory intolerance. The sound of someone chewing loudly, for example, cannot be

explained by cognitive-behavioral models of OCD. Those models emphasize the roles of

personal perfectionism, personal responsibility for preventing harm, and catastrophic beliefs

about the meaning of unwanted intrusive thoughts [12]. Such models do not explain sensory

intolerance. Further research is needed to understand such phenomena and, in turn, to

develop empirically informed explanations.

The present study investigated (a) whether auditory and tactile intolerance tend to co-occur

(as defined by Latent Class Analysis), (b) if so, whether sensory intolerance is associated

with social and occupational impairment, as would be required to diagnose a clinical

1There is a provisional diagnostic category in the Diagnostic Classification of Mental Health and Developmental Disorders of Infancy
and Early Childhood-Revised, called “Regulation Disorder of Sensory Processing, Hypersensitive subtype” (34). The diagnostic
system is not official. The disorder, which has poor inter-rater reliability (1), is considered to be transient and therefore unlikely to be
found in adult samples.
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syndrome, and (c) to investigate the psychopathologic correlates of sensory intolerance; in

particular, to investigate whether it is associated with OC-related phenomena. To investigate

the specificity of the association between sensory intolerance and OC-related phenomena,

we also conducted analyses in which we controlled for general psychopathology.

2. Method

2.1. Participants

A community-based sample of 534 English-speaking adults, expressing interest in clinical

psychology research, participated in this study. The utility of such an analogue sample is

justified in another unrelated analysis of this dataset [13] and, more broadly, in a recent

review [14]. Such samples are useful because psychopathologic phenomena such as mild or

moderately severe OC-related symptoms and sensory intolerance appear to be common in

the general population, and may be even more common in people who express interest in

participating in clinical research [14].

The mean age of the sample was 33 years (SD = 12 years; range 18–82 years) and 58% were

female. Most (81%) lived in the United States. Most (73%) were Caucasian, and almost all

(99%) had at least a high school level of education. The remaining 1% had completed at

least some high school. Most participants were either single (43%) or married (40%), with

the remainder cohabiting (9%), divorced or separated (7%) or widowed (1%). Most were

employed full-time (42%), with the remainder being employed part time (22%), unemployed

(21%), full-time students (10%), retired (3%), or subsisting on disability benefits (2%).

2.2. Measures

Given the paucity of measures of sensory intolerance, we developed two face-valid, true/

false items. Tactile intolerance was assessed by item, “I am very bothered by certain tactile

sensations, such as clothing textures or tightness; substances that feel sticky, greasy, or wet,

or activities like haircuts or cutting my nails.” Auditory intolerance was assessed by the

item, “I am very bothered by certain auditory sensations, such as the sound of alarms, sirens,

appliances, or background noises like people talking or ticking clocks.”

We assessed four other domains of psychopathology: (a) OC symptoms (and OCD

caseness), (b) OC-related dysfunctional beliefs, (c) other OC-related phenomena (i.e.,

incompleteness, tics, and disgust proneness), and (d) three indices of general

psychopathology: depression, harm avoidance, and negative emotionality. Incompleteness is

the sense or feeling that one’s actions, intentions, or experiences have not been properly

achieved; that is, the experience that something is not “just right” (e.g., the feeling that both

shoelaces are not tied to precisely the same tension or that a door lock has not been properly

locked [15]. Incompleteness may be a motivator of OC symptoms [13]. Harm avoidance

refers to the tendency to worry about and avoid all sources of potential general, along with

general fearfulness [16]. Although harm avoidance is correlated with OC symptoms, it is,

just like depression, a nonspecific marker of psychopathology in that it is associated with

many different forms of psychopathology [13]. Negative emotionality refers to the

proneness to experience all kinds of aversive emotions, such as general anxiety, depression,

and anger [17].
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OC symptoms and OCD caseness were assessed with the Obsessive Compulsive Inventory –

Revised (OCI-R; [18]. Caseness (i.e., full or subclinical OCD) was defined by a score of ≥ 4

on the Obsessions subscale, which best discriminates, in terms of sensitivity and specificity,

OCD patients from controls [18]. OC-related dysfunctional beliefs were measured by the

Obsessive Beliefs Questionnaire-44 [19], which measures three empirically derived types of

dysfunctional beliefs: (a) inflated responsibility and overestimation of threat, (b)

perfectionism and intolerance for uncertainty, and (c) overimportance of thoughts and need

to control of thoughts. Incompleteness and harm avoidance were measured by the

Obsessive-Compulsive Core Dimensions Questionnaire – Trait Version [15]. Disgust

proneness was measured by subscales from the Disgust Sensitivity Scale [20]: (a) core

disgust (avoidance of oral incorporation of disgusting stimuli), (b) animal reminder disgust

(stimuli that remind us of our animal origins, such as those pertaining to sex, body violation,

and death), and (c) contamination disgust (related to disease and contagion) [21]. Lifetime

history of tics was assessed by the self-report version of the Yale Global Tic Severity Scale

[22]. Negative emotionality was assessed by the Positive and Negative Affect Scale [17].

Depression was measured with the Center for Epidemiologic Studies Depression Scale [23].

The validity scale of the Psychopathic Personality Inventory [24] was used to detect

abnormally elevated and therefore likely invalid responses. Each of these measures had

acceptable psychometric properties (reliability and validity), as indicated in the above-

mentioned references.

2.3. Procedure

Participants were recruited via the Mechanical Turk program operated by Amazon.com. The

Mechanical Turk is a well-established crowd-sourcing platform frequently used in

behavioral research [25]. It has been found to be a valid and acceptable means for

conducting psychopathology survey research [26]. Participants were included if they

provided informed, voluntary, written consent, and were proficient in English. Exclusion

criteria were failure to complete the measures or abnormally elevated scores (3 or more

deviant responses) on the validity scale of the Psychopathic Personality Inventory [27].

2.4. Statistical Procedures

Latent Class Analysis, using Robust Maximum Likelihood (RML), was computed with

MPlus version 6.1 [28]. RML was used because it is robust to departures of normality in the

data distribution. Input variables were the two sensory intolerance items. Four models were

compared, consisting of either 1, 2, 3, or 4 classes, with the best-fitting model having the

smallest values on three fit indices based on information criteria: The Akaike Information

Criterion, Bayesian Information Criterion (BIC), and the sample sized adjusted BIC.

Once the best-fitting model was identified, the classes were compared in terms of

demographic and other variables. Scores on the questionnaires were modeled as latent

variables using RML with MPlus. This was done in order to minimize error variance. Factor

scores for each latent variable were also computed via MPlus. To facilitate the interpretation

of the results, for statistical comparisons between classes, factor scores were transformed

into T scores (M = 50, SD = 10 across the entire sample for each latent variable). Given the

number of analyses conducted in this study, α was set at .01 in order to reduce Type I error
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without unduly inflating Type II error. To further facilitate the interpretation of the

magnitude of between-class differences, effect sizes were computed, based on Cohen’s d

[29]. According to Cohen’s criteria, small, medium, and large effect sizes are indicated by d

values of .2, .5, and .8, respectively.

3. Results

3.1. Latent Class Analysis

Fit indices (Table 1) indicated a 2-class model, in which Class 1 (n = 150) was classified as

sensory intolerant and Class 2 (n = 348) was classified as relatively sensory tolerant. All

participants in Class 1 reported being distressed by both tactile and auditory stimuli.

Participants in Class 2 mostly reported being distressed by neither tactile nor auditory

stimuli (59% of that class), or were bothered by only tactile (21%) or only auditory (21%)

stimuli.

3.2. Comparisons between Classes

The classes did not differ in age (t(df = 532) = 2.37, p > .01) or gender (χ2(df = 1) = 0.59, p

> .40). The classes differed in marital status, tested by an omnibus test across the above-

mentioned five categories of marital status; χ2(df = 4) = 13.80, p < .01. Follow-up analysis

indicated that people classified as sensory intolerant were more likely to be single, whereas

people classified as sensory tolerant were more likely to be married; χ2(df = 1) = 8.77, p < .

005, Cohen’s d = 0.35. The classes also differed in an omnibus test of employment status

(i.e., across the above-mentioned six categories of employment status); χ2(df = 4) = 13.80, p

< .01. People classified as sensory intolerant, compared to those classified as sensory

tolerant, had a lower level of occupational functioning, in that people classified as sensory

intolerant were less likely to be employed full-time and more likely to be employed only on

a part-time basis; χ2(df = 1) = 12.19, p < .001, Cohen’s d = 0.46.

There was a higher proportion of OCD caseness in people classified as sensory intolerant

(59%) as compared to people classified as sensory tolerant (26%); χ2(df = 1) = 52.21, p < .

001, Cohen’s d = 0.78. There was also an overrepresentation of a lifetime history of tics

among people classified as sensory intolerant (17%) as compared to people classified as

sensory tolerant (6%); χ2(df = 1) = 11.40, p < .001, Cohen’s d = 0.57.

Table 2 shows a comparison between classes in terms of dimensional measures of OC-

related variables and indices of general psychopathology. The table shows that people

classified as sensory intolerant, compared to those classified as sensory tolerant, tended to

have higher levels of psychopathology. Effect sizes were generally medium to large, with

the exception of measures of disgust, which showed small effects. Analyses of covariance,

in which OC-related variables served as dependent measures and three indices of general

psychopathology served as a covariates, showed that the sensory intolerant class, compared

to the sensory tolerant class, had higher scores on OC symptoms but not on OC-related

phenomena or OC-related dysfunctional beliefs (see Table 2).
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4. Discussion

Latent class analysis revealed two groups of individuals; those who were intolerant of both

auditory and tactile stimuli, and those who were mostly undisturbed by auditory or tactile

stimuli. Sensory intolerant individuals, compared to their comparatively tolerant

counterparts, had greater scores on indices of general psychopathology, more severe OC

symptoms, a higher likelihood of meeting caseness criteria for OCD, more severe scores on

measures of OC-related dysfunctional beliefs, a greater proneness toward OC-related

phenomena (e.g., incompleteness phenomena and tics), and more impairment on indices of

social and occupational functioning. For the dimensional measures, OC symptom scores

were significantly higher in the sensory intolerant class even after controlling for general

psychopathology. Effect sizes tended to be medium-to-large, indicating that the statistically

significant group differences were not simply due to the large sample size. Our findings

complement and extend the recent findings of Schröder and colleagues [5]. Those authors

concluded that misophonia should be regarded as a diagnostic syndrome that is related to,

but different from, OCD and other disorders. Our findings suggest that the syndrome should

be defined more broadly than misophonia, to emphasize both auditory and tactile sensory

intolerance. Our findings, like those of Schröder et al., provide a rationale for conducting

further investigations, including studies of people suffering from clinically severe sensory

intolerance. Such individuals could be recruited from Internet websites and support groups

focusing on sensory intolerance (e.g., www.misophonia.com).

We found that sensory intolerance was related to OC symptoms even after simultaneously

controlling for three indices of general psychopathology. Our finding of an association

between sensory intolerance and OC symptoms is consistent with previous studies [4,5,30].

However, further research is required to evaluate whether sensory intolerance can be

regarded as an OCD-related disorder. A number of clinical conditions are currently regarded

as OCD-related disorders, such as body dysmorphic disorder, trichotillomania, and

excoriation (skin picking) disorder [31].

Sensory intolerance has been observed in people with autism spectrum disorder [31, 32].

Our sample consisted of educated, mostly employed, computer literate adults. Although we

did not assess autism spectrum disorder, it seems likely that few if any of the people in our

sample suffered from this rare clinical condition. Even so, it remains to be determined

whether our findings generalize to people diagnosed with autism spectrum disorder. It could

be that some forms of sensory intolerance, just like some types of OC symptoms, take the

form of a diagnostic syndrome but sometimes are only associated features of autism

spectrum disorder or other disorders. Future research is needed to investigate this possibility.

With regard to treatment implications, our findings suggest that clinicians should make a

detailed assessment of patients presenting with problems of sensory intolerance. If a patient

presents, for example, with distress about auditory intolerance (e.g., sounds of people

chewing) then our results suggest that clinicians should also inquire about intolerance in

other sensory modalities (e.g., tactile intolerance) and any associated avoidance or OC

rituals (e.g., handwashing rituals after touching sticky surfaces, or excessive avoidance of

unwanted sounds by wearing headphones with music played loud). Cognitive-behavioral
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interventions are among the first-line treatments for OCD, but it remains to be seen as to

whether they are effective for sensory intolerance. Further research is needed.

A limitation of the present study, as with other studies in this area, concerns the

measurement of sensory intolerance. Schröder et al. [5] developed a detailed, face-valid

measure of misophonia, but did not report data on the reliability and validity of their

instrument. Measures of sensory intolerance in children (e.g., [33]) have not been adapted

for adult samples and have unknown psychometric properties. We developed face-valid

items assessing auditory and tactile sensory intolerance but we too do not have data on their

psychometric properties. Nevertheless, it is noteworthy that our assessment yielded evidence

suggestive of a psychopathologic syndrome. In order to better understand whether sensory

intolerance can be regarded as a psychiatric syndrome, it is important to develop reliable,

valid measures of many different forms of sensory intolerance, including auditory and tactile

intolerance, along with visual intolerance (e.g., distress evoked by witnessing someone

fidgeting; [5]), and olfactory intolerance (e.g., distress evoked by commonplace odors).

Acknowledgments

Funding: This study was supported by an unrestricted grant to Dr. McKay by the Graduate School of Arts and
Sciences, Fordham University. Dr. Conelea’s contributions were supported by a grant from the National Institute of
Mental Health (F32MH095274).

References

1. Rogers C, Luby J. Sensory over-responsivity: A diagnosis whose time has come? American Journal
of the Academy of Child and Adolescent Psychiatry. 2011; 50:1205–7.

2. Carter AS, Ben-Sasson A, Briggs-Gowan MJ. Sensory over-responsivity, psychopathology, and
family impairment in school-aged children. Journal of the American Academy of Child &
Adolescent Psychiatry. 2011; 50(12):1210–9. [PubMed: 22115142]

3. Van Hulle CA, Schmidt NL, Goldsmith HH. Is sensory over-responsivity distinguishable from
childhood behavior problems? A phenotypic and genetic analysis. Journal of Child Psychology and
Psychiatry. 2012; 53(1):64–72. [PubMed: 21797864]

4. Ferrão YA, Shavitt RG, Prado H, Fontenelle LF, Malavazzi DM, de Mathis MA, et al. Sensory
phenomena associated with repetitive behaviors in obsessive-compulsive disorder: An exploratory
study of 1001 patients. Psychiatry Research. 2012; 197:253–8. [PubMed: 22361443]

5. Schröder A, Vulink N, Denys D. Misophonia: Diagnostic criteria for a new psychiatric disorder.
PLOS ONE. 2013; 8:e54706. [PubMed: 23372758]

6. Webber T, Johnson P, Storch EA. Pediatric misophonia with comorbid obsessive compulsive
spectrum disorders. General Hospital Psychiatry. 2014:36.

7. Johnson PL, Webber TA, Wu MS, Lewin AB, Murphy TK, Storch EA. When selective audiovisual
stimuli become unbearable: A case series on pediatric misophonia. Neuropsychiatry. 2013; 3:569–
76.

8. Belluscio BA, Jin L, Watters V, Lee TH, Hallett M. Sensory sensitivity to external stimuli in
Tourette syndrome patients. Movement Disorders. 2011; 26:2538–43. [PubMed: 22038938]

9. Cohen AJ, Leckman JF. Sensory phenomena associated with Gilles de la Tourette’s syndrome.
Journal of Clinical Psychiatry. 1992; 53:319–23. [PubMed: 1517194]

10. Ferreira GM, Harrison BJ, Fontenelle LF. Hatred of sounds: Misophonic disorder or just an
underreported psychiatric symptom? Annals Of Clinical Psychiatry: Official Journal Of The
American Academy Of Clinical Psychiatrists. 2013; 25(4):271–4. [PubMed: 24199217]

11. Janet, P. Les obsessions et la psychasthénie. 2. Paris: Alcan; 1908.

Taylor et al. Page 7

Compr Psychiatry. Author manuscript; available in PMC 2015 July 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



12. Frost, RO.; Steketee, G. Cognitive approaches to obsessions and compulsions: Theory, assessment
and treatment. Oxford: Elsevier; 2002.

13. Taylor S, McKay D, Crowe KB, Abramowitz JS, Conelea CA, Calamari JE, et al. The sense of
incompleteness as a motivator of obsessive-compulsive symptoms: An empirical analysis of
concepts and correlates. Behavior Therapy. 2013; 45:254–62. [PubMed: 24491200]

14. Abramowitz JS, Fabricant LE, Taylor S, Deacon BJ, McKay D, Storch EA. The relevance of
analogue studies for understanding obsessions and compulsions. Clinical Psychology Review.
2014; 34:206–17. [PubMed: 24561743]

15. Summerfeldt, LJ.; Kloosterman, P.; Parker, JDA.; Antony, MM.; Swinson, RP. Assessing and
validating the obsessive-compulsive-related construct of incompleteness. 62nd annual convention
of the Canadian Psychological Association; Ste-Foy, Quebec. 2001.

16. Cloninger CR, Svrakic DM, Przybeck TR. A psychobiological model of temperament and
character. Archives of General Psychiatry. 1993; 50:975–90. [PubMed: 8250684]

17. Watson D, Clark LA, Tellegen A. Development and validation of brief measures of positive and
negative affect: The PANAS scales. Journal of Personality and Social Psychology. 1988; 54:1063–
70. [PubMed: 3397865]

18. Foa E, Huppert J, Leiberg S, Langner R, Kichic R, Hajcak G, et al. The Obsessive-Compulsive
Inventory: Development and validation of a short version. Psychological Assessment. 2002;
14:485–96. [PubMed: 12501574]

19. Obsessive Compulsive Cognitions Working Group. Psychometric validation of the obsessive belief
questionnaire and interpretation of intrusions inventory--Part 2: Factor analyses and testing of a
brief version. Behaviour Research and Therapy. 2005; 43:1527–42. [PubMed: 16299894]

20. Haidt J, McCauley C, Rozin P. Individual differences in sensitivity to disgust: A scale sampling
seven domains of disgust elicitors. Personality and Individual Differences. 1994; 16:701–13.

21. Olatunji BO, Broman-Fulks JJ. A taxometric study of the latent structure of disgust sensitivity:
Converging evidence of dimensionality. Psychological Assessment. 2007; 19:437–48. [PubMed:
18085936]

22. Conelea CA, Woods DW, Zinner SH, Budman CL, Murphy TK, Scahill LD, et al. The impact of
Tourette syndrome in adults: Results from the Tourette Syndrome Impact Survey. Community
Mental Health Journal. 2013; 49:110–20. [PubMed: 22052430]

23. Radloff LS. The CES-D scale: A self-report depression scale for research in the general population.
Applied Psychological Measurement. 1977; 1:385–401.

24. Lilienfeld SO, Andrews BP. Development and preliminary validation of a self-report measure of
psychopathic personality traits in noncriminal populations. Journal of Personality Assessment.
1996; 66:488–524. [PubMed: 8667144]

25. Mason W, Suri S. Conducting behavioral research on Amazon’s Mechanical Turk. Behavior
Research Methods. 2012; 44:1–23. [PubMed: 21717266]

26. Shapiro DN, Chandler J, Mueller PA. Using Mechanical Turk to study clinical populations.
Clinical Psychological Science. 2013 Advance online publication. 10.1177/2167702612469015

27. Cuttler C, Sirois-Delisle V, Alcolado GM, Radomsky AS, Taylor S. Diminished confidence in
prospective memory causes doubts and urges to check. Journal of Behavior Therapy and
Experimental Psychiatry. 2013; 44:329–34. [PubMed: 23500815]

28. Muthén, L.; Muthén, B. MPlus (version 6.1) [Computer progam]. Los Angeles, CA: Author; 2010.

29. Cohen, J. Statistical power analyses for the behavioral sciences. 2. Hillsdale, NJ: Erlbaum; 1988.

30. Dar R, Kahn DT, Carmeli R. The relationship between sensory processing, childhood rituals and
obsessive–compulsive symptoms. Journal of Behavior Therapy and Experimental Psychiatry.
2012; 43(1):679–84. [PubMed: 21963890]

31. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 5.
Arlington, VA: Author; 2013.

32. Reynolds S, Lane SJ. Diagnostic validity of sensory over-responsivity: A review of the literature
and case reports. Journal of Autism and Developmental Disorders. 2008; 38(3):516–29. [PubMed:
17917804]

Taylor et al. Page 8

Compr Psychiatry. Author manuscript; available in PMC 2015 July 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



33. Schoen SA, Miller LJ, Green KE. Pilot study of the Sensory Over-Responsivity Scales:
Assessment and inventory. American Journal of Occupational Therapy. 2008; 62:393–406.
[PubMed: 18712002]

34. Zero to Three Press. Diagnostic Classification of Mental Health and Developmental Disorders of
Infancy and Early Childhood: Revised Edition. Washington, DC: Author; 2005.

Taylor et al. Page 9

Compr Psychiatry. Author manuscript; available in PMC 2015 July 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Taylor et al. Page 10

T
ab

le
 1

Fi
t i

nd
ic

es
 f

or
 la

te
nt

 c
la

ss
 a

na
ly

se
s 

of
 s

en
so

ry
 in

to
le

ra
nc

e 
va

ri
ab

le
s.

N
um

be
r 

of
 la

te
nt

 c
la

ss
es

A
ka

ik
e 

In
fo

rm
at

io
n 

C
ri

te
ri

on
B

ay
es

ia
n 

In
fo

rm
at

io
n 

C
ri

te
ri

on
 (

B
IC

)
Sa

m
pl

e-
si

ze
 A

dj
us

te
d 

B
IC

1
1,

46
2.

86
1,

47
1.

42
1,

46
5.

07

2
1,

38
3.

45
1,

40
4.

85
1,

38
8.

98

3
1,

38
9.

45
1,

42
3.

69
1,

39
8.

29

4
1,

39
5.

45
1,

44
2.

53
1,

40
7.

61

B
ol

d 
=

 b
es

t-
fi

tti
ng

 m
od

el

Compr Psychiatry. Author manuscript; available in PMC 2015 July 01.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Taylor et al. Page 11

T
ab

le
 2

C
la

ss
 c

om
pa

ri
so

ns
 f

or
 c

on
tin

uo
us

 v
ar

ia
bl

es
: T

 s
co

re
 m

ea
ns

 (
SD

s)
.

D
om

ai
n 

of
 v

ar
ia

bl
e

V
ar

ia
bl

e
C

la
ss

 1
: 

Se
ns

or
y

In
to

le
ra

nt
 (

n 
= 

15
0)

C
la

ss
 2

: 
Se

ns
or

y
T

ol
er

an
t 

(n
 =

 3
84

)
t(

df
 =

 5
32

)
E

ff
ec

t 
si

ze
 f

or
 c

la
ss

di
ff

er
en

ce
s:

 C
oh

en
’s

d

C
on

tr
ol

lin
g 

fo
r 

ge
ne

ra
l

ps
yc

ho
pa

th
ol

og
y:

A
N

C
O

V
A

 F
(1

, 5
29

)

O
C

 s
ym

pt
om

s

C
he

ck
in

g
54

.4
 (

10
.1

)
48

.3
 (

9.
4)

6.
66

**
*

0.
64

10
.6

1*
**

H
oa

rd
in

g
54

.0
 (

9.
6)

48
.4

 (
9.

7)
6.

00
**

*
0.

58
6.

64
*

N
eu

tr
al

iz
in

g
54

.2
 (

10
.1

)
48

.3
 (

9.
5)

6.
36

**
*

0.
61

8.
25

**

O
bs

es
si

ng
55

.5
 (

9.
6)

47
.9

 (
9.

3)
8.

44
**

*
0.

81
26

.6
2*

**

O
rd

er
in

g
54

.2
 (

9.
5)

48
.4

 (
9.

7)
6.

25
**

*
0.

60
14

.0
6*

**

W
as

hi
ng

55
.3

 (
9.

6)
47

.9
 (

9.
4)

8.
12

**
*

0.
78

26
.8

2*
**

O
C

-r
el

at
ed

 p
he

no
m

en
a

In
co

m
pl

et
en

es
s

54
.4

 (
9.

4)
48

.3
 (

9.
7)

6.
67

**
*

0.
63

4.
62

D
is

gu
st

 –
 C

or
e 

di
sg

us
t

51
.0

 (
9.

2)
49

.6
 (

10
.3

)
1.

51
0.

14
0.

33

D
is

gu
st

 –
 A

ni
m

al
 r

em
in

de
r

51
.1

 (
9.

8)
49

.6
 (

10
.0

)
1.

65
0.

15
0.

81

D
is

gu
st

 –
 C

on
ta

m
in

at
io

n 
re

la
te

d
52

.0
 (

10
.1

)
49

.2
 (

9.
9)

2.
96

**
0.

28
2.

14

O
C

-r
el

at
ed

 d
ys

fu
nc

tio
na

l b
el

ie
fs

Im
po

rt
an

ce
 a

nd
 c

on
tr

ol
 o

f 
th

ou
gh

ts
53

.1
 (

10
.1

)
48

.8
 (

9.
7)

4.
57

**
*

0.
44

3.
19

Pe
rf

ec
tio

ni
sm

 a
nd

 in
to

le
ra

nc
e 

of
un

ce
rt

ai
nt

y
52

.9
 (

9.
1)

48
.9

 (
10

.1
)

4.
27

**
*

0.
41

1.
16

In
fl

at
ed

 r
es

po
ns

ib
ili

ty
 a

nd
ov

er
es

tim
at

io
n 

of
 th

re
at

53
.3

 (
9.

3)
48

.7
 (

10
.0

)
4.

88
**

*
0.

47
1.

64

G
en

er
al

 p
sy

ch
op

at
ho

lo
gy

H
ar

m
 a

vo
id

an
ce

54
.3

 (
9.

5)
48

.3
 (

9.
7)

6.
39

**
*

0.
59

--

D
ep

re
ss

io
n

53
.3

 (
10

.2
)

48
.7

 (
9.

6)
4.

93
**

*
0.

47
--

N
eg

at
iv

e 
em

ot
io

na
lit

y
53

.7
 (

9.
9)

48
.6

 (
9.

7)
5.

47
**

*
0.

52
--

* p 
<

 .0
1,

**
p 

<
 .0

05
,

Compr Psychiatry. Author manuscript; available in PMC 2015 July 01.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Taylor et al. Page 12
**

* p 
<

 .0
01

.

A
N

C
O

V
A

 =
 a

na
ly

si
s 

of
 c

ov
ar

ia
nc

e;
 O

C
 =

 o
bs

es
si

ve
-c

om
pu

ls
iv

e.

Compr Psychiatry. Author manuscript; available in PMC 2015 July 01.


