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INTERPERSONAL PROBLEMS AND EMOTIONAL
INTELLIGENCE IN COMPULSIVE HOARDING

Jessica R. Grisham, Ph.D.,1� Gail Steketee, Ph.D.,2 and Randy O. Frost, Ph.D.3

There is some evidence that compulsive hoarding is associated with social
impairment, which may contribute to poor functional outcomes among hoarding
patients. In this study, individuals with compulsive hoarding (n 5 30) were
compared to nonhoarding anxious or depressed patients (n 5 30) and nonclinical
community participants (n 5 30) with respect to clinical characteristics,
interpersonal difficulties, and emotional intelligence. All participants were
diagnosed using a semi-structured interview and completed self-report
measures. Participants with compulsive hoarding endorsed more depression
and schizotypal personality disorder symptoms than participants in both
comparison groups. Hoarding participants also reported more interpersonal
difficulties than community volunteers, but they did not differ significantly from
nonhoarding participants with an anxiety or mood disorder. Multiple regression
analyses demonstrated that hoarding-related beliefs were marginally related to
increased interpersonal problems over and above the effect of depression and
anxiety. The groups did not differ significantly with respect to emotional
intelligence. Depression and Anxiety 25:E63–E71, 2008. r 2007 Wiley-Liss, Inc.
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INTRODUCTION
Compulsive hoarding is associated with serious
health and safety risks and significant interference with
occupational and social functioning [Frost et al., 2000;
Steketee et al., 2001]. It is characterized by the
accumulation of and failure to discard a large number
of seemingly useless possessions, resulting in living
spaces too cluttered to be used for their intended
purposes [Frost and Hartl, 1996]. Despite its poten-
tially incapacitating consequences, compulsive hoard-
ing is poorly understood.

Although hoarding is listed as one of the eight
criteria for obsessive–compulsive personality disorder
(OCPD) in the fourth edition of the Diagnostic and
Statistical Manual of Mental Disorders [DSM-IV, Amer-
ican Psychiatric Association, 2000], research has suggested
that the defining features of OCPD are not strongly nor
specifically associated with the personality characteristics
of those with compulsive hoarding [Frost et al., 2000;
Mataix-Cols et al., 2000; Seedat and Stein, 2002; Winsberg
et al., 1999]. Most contemporary investigators presume
that hoarding is a symptom or subtype of OCD [Saxena
et al., 2004; Steketee and Frost, 2003; Winsberg et al.,

1999]. Some researchers, however, have challenged this
classification [Wu and Watson, 2005]. Indeed most factor
analyses of OCD symptoms have found that hoarding
constitutes a separate factor from other obsessions and
compulsions [e.g., Grisham et al., 2005].

Hoarding is also associated with poor treatment
response to both pharmacological [e.g., Black et al.,
1998] and behavioral [e.g., Abramowitz et al., 2003]

Published online 26 March 2007 in Wiley InterScience (www.

interscience.wiley.com).

DOI 10.1002/da.20327

Received for publication 31 October 2006; Revised 16 February

2007; Accepted 20 February 2007

�Correspondence to: Dr. Jessica R. Grisham, School of Psychol-

ogy, Mathews Building, The University of New South Wales,

Sydney, NSW 2052, Australia. E-mail: jessicag@unsw.edu.au

1School of Psychology, University of New South Wales,

Sydney, NSW, Australia
2School of Social Work, Boston University, Boston, Massa-

chusetts
3Department of Psychology, Smith College, Northampton, Massa-

chusetts

rr 2007 Wiley-Liss, Inc.



treatments. Clinical characteristics of compulsive
hoarding patients such as poor insight may contribute
to the inadequate treatment response of this population
[Christenson and Greist, 2001; Frost and Gross, 1993;
Frost and Hartl, 1996; Steketee et al., 2001]. Frost et al.
[1996] reported that hoarding participants had lower
ratings on the Yale-Brown Obsessive–Compulsive
Scale supplementary insight item compared to non-
hoarding participants. In addition, Frost and Gross
[1993] found that only 42% of a sample of hoarding
participants reported that their behavior was proble-
matic or bothersome. The authors noted that most
participants described their hoarding as ‘‘the way I am,’’
and although many had tried to change, they did not
consider their behavior alien. In contrast, 63% of their
relatives reported that they often found the hoarding
behavior problematic.

Poor insight demonstrated by hoarding patients may
reflect a more general deficit in self-awareness.
Among OCD patients, a recent study has demonstrated
a relationship between poor insight and alexithymia,
which involves difficulty recognizing and verbalizing
emotions [De Berardis et al., 2005]. Anecdotal
clinical evidence suggests that individuals with
compulsive hoarding often present with a disorganized,
tangential, or detached style of interaction and have
difficulty with perspective-taking [e.g., Fitzgerald,
1997]. Possible social impairment is also suggested
by the association between hoarding and Axis II
disorders, including avoidant, dependent, paranoid,
and schizotypal personality disorders [Frost et al.,
2000; Mataix-Cols et al., 2000; Samuels et al., 2002].
Finally, several studies have reported a low rate of
marriage in their hoarding samples compared to
community participants and individuals with non-
hoarding OCD [Frost and Gross, 1993; Samuels
et al., 2002], as well as isolation and limited social
networks among elders who hoard [Steketee et al.,
2001]. Collectively, these findings suggest that indivi-
duals who hoard may exhibit impaired sensitivity to
their own and others’ emotions and problematic
interpersonal relationships.

These interpersonal difficulties may be related to the
excessive emotional attachment to possessions dis-
played by individuals who hoard [Frost and Gross,
1993] and their extreme beliefs about their possessions
[Steketee et al., 2003]. Fromm [1947] suggested that
individuals who hoard relate to the world around them
by forming attachments to possessions rather than to
other people. From this perspective, hoarding beliefs
and emotional attachment to possessions may develop
as an attempt to compensate for an impoverished or
problematic social environment. Conversely, hoarding-
related beliefs and behaviors may negatively impact
interpersonal functioning and lead to social isolation.
Steketee and colleagues [2003] have identified several
categories of beliefs associated with compulsive hoard-
ing, including memory-related concerns, desire for
control, and excessive responsibility for possessions.

One of the aims of present study was to explore the
association between these hoarding-related beliefs and
social impairment.

Emotional abilities, including the ability to perceive,
use, understand, and manage emotion, contribute to
optimal social functioning [Savage, 2002]. Poor insight,
difficulties with emotion-based decision-making, and
impaired interpersonal relationships in compulsive
hoarding patients suggests possible deficits in the
processing and interpretation of social and emotional
information. Clinical populations with well-documen-
ted difficulties with emotional functioning include
schizophrenia patients [e.g., Kring and Neale, 1996]
and individuals with autism [Baron-Cohen, 2001].
These types of deficits may be important contributors
to poor outcome in compulsive hoarding, as they are
in schizophrenia [Brune, 2005]. Emotional intelligence
(EI) is a cohesive individual-differences construct
that embodies the competencies integral to social
functioning.

Salovey and colleagues described four aspects of EI,
including (a) perception, appraisal, and expression
of emotion, (b) emotional facilitation of thinking,
(c) understanding, analyzing, and employing emotional
knowledge, and (d) reflective regulation of emotions
[Mayer and Salovey, 1997]. Research has found links
between levels of EI and indices of interpersonal
functioning, such as peer ratings of relationship and
emotional success [Mehrabian, 2000]. Such findings
suggest that the abilities captured by the EI construct
may be valuable in understanding any impairment in
social functioning associated with hoarding. Lower
emotional intelligence among hoarding patients may
also impact on their ability to discard and organize
their possessions by interfering with their ability to
utilize emotion for flexible planning, redirecting
attention, and motivation. There is recent evidence
that hoarding behavior is associated with decreased
ability to use emotions to make decisions in a gambling
task [Lawrence et al., 2006]. Hoarding may also be
associated with more generalized executive functioning
deficits in self-regulation and response inhibition
[Grisham et al., in press].

In summary, accumulating evidence suggests that
hoarding patients have difficulties relating effectively to
other people [Frost et al., 2000; Mataix-Cols et al.,
2000; Samuels et al., 2002]. Improved understanding of
social and interpersonal impairment associated with
compulsive hoarding will influence our understanding
of the disability associated with the disorder and guide
efforts to improve treatment for hoarding. To our
knowledge, however, no empirical studies have directly
compared hoarding patients to individuals in the
community and those with other psychiatric disorders
with respect to interpersonal problems and emotional
intelligence. The current investigation was part of a
larger study of neuropsychological functioning in
compulsive hoarding patients [Grisham et al., in press].
The purpose of this study was to evaluate whether

E64 Grisham et al.

Depression and Anxiety



individuals who compulsively hoard differ from non-
hoarding anxiety and mood disorder patients and
community participants with respect to clinical and
interpersonal characteristics. The clinical comparison
group was included to clarify whether any social
deficits demonstrated by the hoarding group were
associated with psychopathology in general, or speci-
fically with compulsive hoarding. We hypothesized that
hoarding participants would have lower emotional
intelligence and increased interpersonal problems
relative to comparison participants. In addition, we
hypothesized that hoarding beliefs and cognitions
would be associated with increased social impairment.

METHODS
PARTICIPANTS

A total of 90 participants were recruited for this
study from the community and from an anxiety and
mood disorders specialty clinic. Diagnoses for clinical
participants were established by trained clinicians using
the anxiety disorders interview schedule for DSM-IV
[ADIS-IV; Brown et al., 1994].

The hoarding group consisted of 30 individuals
whose most prominent, distressing, and impairing
psychiatric symptom was compulsive hoarding. Be-
cause no DSM-IV criteria exist for compulsive hoard-
ing, these participants were diagnosed based on criteria
proposed by Steketee and Frost [2003]: (a) a large
amount of clutter (possessions kept in a disorganized
fashion) in the majority of living areas of the home, (b)
difficulty discarding items, even those of apparently
useless or limited value, (c) current or past compulsive
acquiring through excessive buying or collecting free
items that are not needed and/or not affordable, (d) the
behaviors or clutter caused either marked distress or

interference with functioning (e.g., occupational/
school, family and social activities, or significant health
or safety risk), (e) clutter persisting for at least 6
months, and (f) hoarding behaviors not better
accounted for by another mental disorder (e.g.,
dementia, bipolar disorder, major depressive disorder).

Because hoarding is listed as an OCD symptom in
the ADIS-IV, all of the hoarding participants received a
principal diagnosis of OCD according to this interview,
with hoarding endorsed as the most severe symptom.
Among these participants, 56.7% (n 5 17) reported at
least one clinically significant obsession or compulsion
in addition to compulsive hoarding. Two-thirds
(n 5 20) of the compulsive hoarding group received
one or more additional axis I diagnoses, which are
displayed in Table 1. The most common comorbid
conditions were social phobia (33.3%, n 5 10), major
depression (26.7%, n 5 8), and generalized anxiety
disorder (13.3%, n 5 4). The clinical comparison group
consisted of 30 individuals with a current principal
anxiety (83.3%, n 5 25) or mood (16.7%, n 5 5)
disorder other than OCD. The most common princi-
pal diagnosis for this group was social phobia (43.3%,
n 5 13), and a majority of individuals in the group
(63.3%, n 5 19) had one or more additional axis I
diagnoses. Table 1 lists the primary and additional Axis
I diagnoses for the hoarding and clinical comparison
groups.

Exclusionary criteria for all participants were active
psychosis, substance or alcohol abuse or dependence,
suicidality, and homicidality. In addition, individuals
with a current or past diagnosis of OCD were excluded
from both the community comparison and the clinical
comparison groups. Comparison groups were matched
to the hoarding group with respect to age and gender.
The three groups did not differ significantly on other
relevant demographic characteristics, including race

TABLE 1. Current Axis I diagnoses for clinical comparison and hoarding groups

Diagnosis
Clinical group
principal n %

Clinical group
additional n %

Hoarding group
additional n %

Social phobia 13 (43.3) 4 (13.3) 10 (33.3)
Major depressive disorder 5 (16.7) 5 (16.7) 8 (26.7)
Panic disorder with agoraphobia 4 (13.3) 4 (13.3) 3 (10.0)
Generalized anxiety disorder 3 (10.0) 2 (6.7) 4 (13.3)
Posttraumatic stress disorder 2 (6.7) 2 (6.7) 2 (6.7)
Panic disorder without agoraphobia 1 (3.3) 0 0
Agoraphobia without panic 1 (3.3) 1 (3.3) 1 (3.3)
Anxiety disorder NOS 1 (3.3) 0 0
Dysthymic disorder 0 2 (6.7) 2 (6.7)
Specific phobia 0 3 (10.0) 2 (6.7)
Bipolar disorder 0 0 2 (6.7)
Cyclothymic disorder 0 0 1 (3.3)
Impulse control disorder NOS 0 0 1 (3.3)
Somatoform NOS 0 0 1 (3.3)
None — 11 (36.7) 10 (33.3)

Note. NOS, not otherwise specified.
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(w2(6, n 5 90) 5 8.29, P 5.22), employment status
(w2(10, n 5 90) 5 15.84, P 5.10), years of education
completed (F(2, 87) 5 1.08, P 5.35, Z2 5 .02), or
marital status (w2(6, n 5 90) 5 6.23, P 5.40). See Table 2
for demographic information by group.

DIAGNOSTIC ASSESSMENT

Anxiety Disorders Interview Schedule for DSM-
IV. The ADIS-IV is a semi-structured interview
designed to diagnose anxiety, mood, somatoform, and
substance use disorders and to screen for the presence
of other conditions (e.g., psychosis) [Brown et al.,
1994]. The ADIS-IV has produced good-to-excellent
reliability estimates for the majority of anxiety and
mood disorders [Brown et al., 2001]. All of the
diagnosticians who participated in this study under-
went extensive training and met strict certification
criteria in the administration of the ADIS [see Brown
et al., 2001 for a detailed description of these
procedures].

Five questions specifically addressing the compulsive
hoarding criteria were added as a supplement to
the ADIS-IV. Symptoms are scored on a nine-point
Likert-type scale that ranges from 0 (none) to 8
(extreme).

1. Due to the clutter or number of possessions, how
difficult is it for you to use the rooms in your home?

2. To what extent do you have difficulty discarding
(or recycling, selling, giving away) ordinary things
that other people would get rid of?

3. To what extent do you have a problem with
collecting free things or buying more things than
you need or can use or afford?

4. To what extent do you experience emotional distress
due to the clutter, difficulty discarding, or problems
with buying or acquiring things?

5. To what extent do you experience impairment in
your life (daily routine, job, social activities, family
activities, financial difficulties) due to the clutter,
difficulty discarding, or problems buying or acquir-
ing things?

SELF-REPORT QUESTIONNAIRES

Saving Inventory-Revised. The Saving Inven-
tory-Revised [SI-R; Frost et al., 2004] is a 23-item
questionnaire with three factor analytically defined
subscales for difficulty discarding, excessive clutter,
and compulsive acquisition. It has shown good
internal consistency and test–retest reliability,
as well as known-groups validity and concurrent
and divergent validity in clinical and nonclinical
samples.

Saving Cognitions Inventory. The Saving Cog-
nitions Inventory [SCI, Steketee et al., 2003] is a 24-
item measure of hoarding beliefs and emotional
reactions. Factor analysis of this scale yielded four
factors: emotional attachment to possessions, memory
concerns about possessions, desire for control over
possessions, and responsibility for possessions. Sub-
scales derived from these factors showed good internal
consistency, known groups validity, and convergent and
discriminant validity.

Emotional Intelligence Scale. The Emotional
Intelligence Scale [EIS; Schutte et al., 1998] is a 33-
item scale used to measure the domains of emotional
intelligence based on the model of Salovey and Mayer
[1990]. Scale items represent each of the following
categories: appraisal and expression of emotion in self
and others, regulation of emotion in the self and others,
and utilization of emotions in solving problems.
Previous studies suggested it has good internal
consistency, test–retest reliability, and discriminant
validity [Schutte et al., 1998].

TABLE 2. Demographic and clinical characteristics of sample

Demographics Hoarding (n 5 30) Clinical (n 5 30) Community (n 5 30) F

Age (years): M (SD) 55.0 (11.45) 51.5 (11.89) 52.1 (11.43) .80
% Female 66.7 66.7 70.0 .05
Education (years): M (SD) 16.8 (3.05) 17.6 (2.42) 16.8 (2.06) 1.08
BAI: M (SD) 16.4a (9.28) 14.8a (10.69) 3.1b (3.13) 22.50���

BDI: M (SD) 15.2a (10.85) 10.8b (7.19) 2.6c (3.01) 20.59���

OCI Total Score: M (SD) 53.6a (37.93) 19.6b (15.24) 8.6c (9.44) 28.17���

OCI: Hoarding 3.3a (.74) 1.0b (.85) .4c (.38) 153.47���

OCI: Washing .9a (.89) .4b (.42) .2b (.46) 8.86���

OCI: Checking 1.0a (.91) .4b (.40) .2b (.22) 18.41���

OCI: Doubting 1.2a (1.10) .5b (.64) .1b (.28) 17.01���

OCI: Ordering 1.3a (1.03) .7a (.80) .4b (.52) 10.28���

OCI: Obsessing .8a (.70) .5a (.44) .1b (.18) 13.84���

OCI: Neutralizing .8a (.79) .2b (.30) .2b (.21) 12.14���

Note. Means with different superscripts differ significantly at Po.05 by the Student–Newman–Keuls post hoc test. BAI, Beck Anxiety Inventory;
BDI, Beck Depression Inventory; OCI, Obsessive-Compulsive Inventory.
���Po.001.
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Inventory of Interpersonal Problems-Circum-
plex Version. The Inventory of Interpersonal Pro-
blems-Circumplex Version [IIP-C; Alden et al., 1990]
is a 64-item version of the Inventory of Interpersonal
Problems, a measure that has demonstrated the ability
to characterize predispositions that persons bring to
specific situations. This measure demonstrates strong
convergence between self, therapist, and peer-rating
profiles, has strong test–retest reliability (total r 5 .98;
average subscale r 5 .81) and good a (.72–.85) coeffi-
cients [Alden and Phillips, 1990; Horowitz et al., 1988].
Each of the eight subscales (domineering, vindictive,
cold, socially avoidant, nonassertive, overly nurturant,
exploitable, and intrusive) is the sum of eight items, and
a total score is calculated by summing the eight scales.
These scales were developed to indicate each octant of
the interpersonal problem circle based on the circum-
plex model, which depicts the variety of interpersonal
problems in terms of a circular continuum bisected by
two axes, Dominance (versus Submissiveness) and
Love/Nurturance (versus Coldness).

Personality Disorder Questionnaire-4, Schizoty-
pal Personality Disorder Subscale. The Personality
Disorder Questionnaire-4, Schizotypal Personality
Disorder subscale [PDQ-4 SPD; Hyler, 1997] is a
self-report inventory with a true/false response format
that assesses the personality disorders included in the
DSM-IV. The Schizotypal Personality Disorder sub-
scale comprises nine items from the PDQ that assess
schizotypal personality disorder. This measure was
included as part of the larger study due to findings
suggesting that certain neurocognitive deficits are
associated with schizotypy [for a review, see Park and
Lee, 2002]. It is included in this study as an indicator of
odd social behavior and difficulties interacting with
others.

Beck Anxiety Inventory. The Beck anxiety in-
ventory [BAI; Beck et al., 1988a] is a 21-item self-
report inventory of symptoms of anxiety. The BAI’s
reliability, convergence with other anxiety measures,
and discriminant validity have been well supported
[Beck and Steer, 1993].

Beck Depression Inventory. The Beck depres-
sion inventory [BDI; Beck, 1987] is a widely used
measure of depression that has been shown to be
internally consistent, reliable, and valid in both psychia-
tric and normal populations [Beck et al., 1988b].

Obsessive Compulsive Inventory. The obsessive
compulsive inventory [OCI; Foa et al., 1998] is a
42-item self-report measure of OCD symptoms con-
taining seven subscales: doubting, checking, hoarding,
neutralizing, obsessing, ordering, and washing. The
items are brief sentences that describe thoughts and
behaviors related to obsessions and compulsions.
Symptom frequency is scored on a five-point Likert-
type scale that ranges from 0 (never) to 4 (almost
always). Subscale scores range from 0 to 4 and
represent the mean rating for that subscale. Coefficient
a’s for these seven subscales ranged from .74 to .85 in

the original control sample; the total score a was .94.
Subscales showed good test–retest reliability and
convergent validity with other measures of OCD
symptoms in a clinical sample [Foa et al., 1998].

PROCEDURE

Compulsive hoarding and clinical comparison parti-
cipants were recruited shortly after they completed an
intake or follow-up assessment at an anxiety and
mood disorders specialty clinic. Community partici-
pants and additional hoarding participants were
recruited through advertisements in several local
newspapers and through Internet advertisements on a
free community website. Participants recruited from
the community underwent a brief phone screening
process and a diagnostic assessment. All participants
completed self-report questionnaires.

RESULTS
Comparisons among the three groups were con-

ducted using analysis of variance (ANOVA) followed
by Student–Newman–Keuls post hoc testing. Before
conducting data analyses, the data were inspected to
ensure they met the necessary preconditions for
utilizing multiple regression and ANOVA. Tests of
skewness and kurtosis conducted with all variables
indicated no evidence of significant departures from
normality.

Groups were compared on measures of anxiety (BAI),
depression (BDI), and OCD (OCI). ANOVA revealed a
significant main effect on the BAI, F(2, 87) 5 22.5,
Po.001, Z2 5 .34, the BDI, F(2, 87) 5 20.59, Po.001,
Z2 5 .32, and the OCI, F(2, 87) 5 28.17, Po.001,
Z2 5 .39. Post hoc tests indicated that the hoarding
and clinical comparison groups reported significantly
more anxiety than the community comparison group
but did not differ from each other. With respect to
depression, post hoc tests revealed significant differ-
ences between each of the three groups on the BDI.
The hoarding patients were the most symptomatic,
followed by the anxiety/depression patients and the
community volunteers. The hoarding group also
reported significantly more overall OCD symptoms
than both comparison groups on both the OCI total
score and on each of the OCI subscales. See Table 2 for
clinical information by group.

As expected, the compulsive hoarding group also
reported significantly more hoarding symptoms than
the comparison groups on the compulsive hoarding
self-report measures, the SI-R, F(2, 87) 5 154.18,
Po.001, Z2 5 .78 and the SCI, F(2, 87) 5 63.45,
Po.001, Z2 5 .59 (see Table 3). The hoarding group
mean score on the SI-R was similar to mean scores
(53.7 and 62.0) for other samples reporting compulsive
hoarding problems [Frost et al., 2004].

Table 4 summarizes the results from ANOVAs
comparing groups on psychological and interpersonal
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difficulties. Although an ANOVA revealed a significant
main effect of groups for the EIS, F(2, 87) 5 3.18,
Po.05, Z2 5 .07, post hoc tests revealed no significant
between-group differences. A significant main effect
was detected for the total score on the IIP-C,
F(2, 87) 5 14.11, Po.001, Z2 5 .25. A post hoc test,
however, revealed that the difference between the
hoarding and clinical groups was not significant,
although both reported significantly higher levels of
interpersonal problems than community participants.
The hoarding and anxiety/depression groups also had
significantly higher scores than the community com-
parison group on each of the eight IIP-C subscales, but
did not differ from each other on any of the subscales.
Finally, an ANOVA revealed a significant main effect of
groups on the PDQ-4 SPD, F(2, 87) 5 13.88, Po.001,
Z2 5 .24. Post hoc testing showed significant differ-

ences between each of the three groups, with the
hoarding group reporting the most symptoms of
schizotypy, followed by the anxiety/depression group,
and then the community group.

Although the hoarding and clinical groups did not
differ on the level of interpersonal difficulties or
emotional intelligence, it remained possible that
hoarding-related beliefs moderated interpersonal pro-
blems and emotional intelligence. To examine hoard-
ing-related beliefs on a continuum, we combined
hoarding and clinical groups (n 5 60) to provide a
range of SCI-R scores. We computed Pearson correla-
tions to test the relationships between interpersonal
problems, emotional intelligence, and hoarding beliefs.
We included depression and anxiety in our correlations
due to evidence of their association with interpersonal
distress [e.g., Alden and Phillips, 1990] and decreased

TABLE 3. Questionnaire measures of compulsive hoarding (N 5 90)

Hoarding Clinical Community

Variable M (SD) M (SD) M (SD) F

SI-R: total 60.7 (14.95) 20.8 (11.77) 11.0 (6.58) 154.18���

SI-R: discarding 19.1 (4.84) 6.7 (4.15) 3.2 (2.70) 131.37���

SI-R: clutter 22.4 (5.45) 7.8 (4.05) 5.0 (2.61) 148.59���

SI-R: acquisition 19.3 (5.32) 6.3 (4.37) 2.8 (2.18) 129.11���

SCI: total 105.0 (25.36) 60.9 (27.54) 39.3 (13.80) 63.45���

SCI: emotion 40.6 (15.27) 21.6 (12.63) 14.6 (6.11) 37.83���

SCI: memory 23.7 (7.33) 14.4 (8.47) 9.7 (5.05) 30.00���

SCI: control 15.3 (4.50) 11.3 (4.98) 6.4 (3.54) 30.84���

SCI: responsibility 25.5 (6.42) 13.7 (8.12) 8.5 (3.88) 55.71���

Note. Student–Newman–Keuls post hoc testing was conducted to examine group differences. For all measures, hoarding group means were
significantly higher than clinical group means, which were significantly higher than community group means. SI-R, Saving Inventory–Revised;
SCI, Saving Cognitions Inventory-Revised.
���Po.001.

TABLE 4. Self-report questionnaires of interpersonal/social difficulties (N 5 90)

Hoarding Clinical Community

Variable M (SD) M (SD) M (SD) F

EIS 109.64 (16.51) 110.17 (19.60) 118.92 (10.54) 3.18�

IIP-C total score 95.37a (45.27) 86.66a (40.79) 43.11b (35.92) 14.10���

IIP-C domineering 8.03a (5.00) 6.50a (5.27) 4.18b (4.77) 4.49���

IIP-C vindictive 8.93a (6.39) 7.67a (6.81) 3.60b (3.97) 6.87���

IIP-C cold 11.30a (7.27) 9.99a (8.14) 5.20b (6.66) 5.68���

IIP-C socially avoidant 11.70a (8.48) 13.13a (9.15) 4.53b (4.69) 10.77���

IIP-C nonassertive 19.07a (9.57) 17.38a (9.18) 8.93b (6.91) 11.87���

IIP-C overly nurturant 14.30a (7.84) 14.30a (6.75) 6.73b (5.02) 12.98���

IIP-C exploitable 15.03a (6.82) 12.27a (6.09) 6.73b (5.19) 14.54���

IIP-C intrusive 9.23a (6.82) 7.62a (5.38) 4.37b (4.46) 5.81���

PDQ-4: SCHIZ 2.90a (1.52) 1.97b (2.04) .77c (.97) 13.88���

Note. Student–Newman–Keuls post hoc testing was conducted to examine group differences. EIS, Emotional Intelligence Scale; IIP-C, Inventory
of Interpersonal Problems-Circumplex; PDQ-4: SCHIZ 5 Personality Disorder Questionnaire-4, Schizotypal Personality Disorder subscale.
Means with different superscripts differ significantly by the Student–Newman–Keuls post hoc test.
�Po.05, ���Po.001.
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emotional intelligence [e.g., Ciarrochi et al., 2002].
These correlations are presented in Table 5. The IIP-C
total score was significantly positively correlated with
the SCI-R total score, the BDI, and the BAI, whereas
the EIS was only significantly (negatively) correlated
with the BDI.

To examine whether hoarding-related beliefs would
predict interpersonal problems independent of mood
and anxiety, multiple regression analyses were con-
ducted. We limited the number of predictors per
equation to 3 to ensure sufficient sample size for these
analyses [see Altman, 1991]. The IIP-C total score was
the dependent variable and SCI-R, BAI, and BDI were
entered simultaneously as independent variables. The
intercorrelations among predictors suggested that
multicollinearity was not a problem for the multiple
regression analyses (see Table 5). The model contain-
ing all of these variables explained 40% of the variance
in IIP-C total score (F(3, 56) 5 12.58, Po.001). BDI
was the strongest predictor of interpersonal problems
(B 5 .23, b5 .39, t 5 3.21, Po.01) and SCI-R was a
marginally significant predictor (B 5 .04, b5 .22,
t 5 1.81, P 5.05). BAI did not contribute significantly
to the model. These results suggested a unique
relationship between hoarding beliefs and interperso-
nal problems, over and above the effect of depression
and anxiety.

DISCUSSION
The present investigation examined hypothesized

relationships between compulsive hoarding and social,
emotional, and interpersonal difficulties. Hoarding was
assessed using reliable and valid measures of hoarding
symptoms and beliefs and the hoarding sample was
typical in demographics and severity of other such
clinical samples reported in the literature [Frost et al.,
2004]. Results related to our predictions that hoarding
would be associated with increased social impairment
were mixed. Contrary to prediction, on most measures

the hoarding patients did not demonstrate greater
social deficits and interpersonal impairment than
nonhoarding patients with an anxiety or mood
disorder. For example, although the hoarding group
reported significantly more interpersonal problems
than a nonclinical comparison group, the overall
amount and types of interpersonal problems reported
by the hoarding group did not differ from those
endorsed by the mixed anxiety and depression group.
In addition, the level of interpersonal problems in the
hoarding group appeared similar to previously reported
IIP-C total scores for individuals with depression
[Alden and Phillips, 1990] and GAD [Crits-Cristoph
et al., 2005]. Further, although hoarding-related beliefs
were associated with interpersonal difficulties, the
relationship was not strong, and mood was a more
powerful predictor. Finally, contrary to prediction, the
hoarding and comparison groups did not differ with
respect to self-reported emotional intelligence.

The finding that hoarding patients may not have
more interpersonal difficulties than those with other
anxiety and depressive disorders challenges the long-
standing assumption that compulsive hoarding patients
are socially dysfunctional and form attachments to
possessions in lieu of attachments to people [Fromm,
1947]. Results from this study must be reconciled,
however, with substantial evidence that hoarding is
associated with a variety of negative personality traits
[Steketee and Frost, 2003] and social isolation. This
study did replicate previous findings that hoarding is
associated with increased schizotypy and depression
[Frost et al., 2000]. Schizotypy may be an important
factor in the poor prognosis of compulsive hoarding, as
positive schizotypal personality disorder symptoms are
predictors of treatment failure in OCD [Baer et al.,
1992; Jenike et al., 1986; Moritz et al., 2004]. Further,
the IIP, EIS, PDQ-4 are all self-report measures, and
studies have demonstrated the importance of multiple
sources of information in assessing interpersonal
problems [Clifton et al., 2005]. Due to the poor insight
associated with hoarding [Frost et al., 1996], additional
sources of information to assess interpersonal function-
ing (e.g., collateral reports) may be particularly
important with this population. The lack of significant
differences between the hoarding and clinical compar-
ison group may also have been due to the high
prevalence in the clinical comparison group of social
phobia (57%), which is known to be associated with
interpersonal problems [Alden and Phillips, 1990].

Another limitation to this study was the lack of a
nonhoarding OCD comparison group. Future studies
would benefit from comparing levels of social impair-
ment of hoarding and nonhoarding OCD, in addition
to comparing the interpersonal functioning of compul-
sive hoarding patients to individuals with other anxiety
and mood disorders. Finally, only the Schizotypal
Personality Disorder subscale of the PDQ-4 was
included in this study. Administration of a complete
assessment of Axis II disorders would more thoroughly

TABLE 5. Correlations among hoarding, emotional
intelligence, interpersonal problems, depression, and
anxiety (N 5 60)

SCI-R BDI BAI EIS IIP-C GE

SCI-R — .39�� .22 �.12 .42��

BDI — .43�� �.51��� .57���

BAI — �.19 .43��

EIS — �.58���

IIP-C GE —

Note. SCI-R, Saving Cognitions Inventory-Revised; BDI, Beck
Depression Inventory; BAI, Beck Anxiety Inventory; EIS, Emotional
Intelligence Scale; IIP-C, Inventory of Interpersonal Problems-
Circumplex version total score.
��Po.01, ���Po.001.
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investigate personality pathology associated with com-
pulsive hoarding. Despite these limitations, this study
is the first to assess interpersonal functioning and
emotional intelligence among individuals who compul-
sively hoard, and thus represents an important con-
tribution to our understanding of social and
interpersonal functioning within this population.
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