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ÖZET

Obsesif Kompulsif Bozukluk tanılı hastalarda Obsesif İnançlar, Obsesyon Alttipleri ve

Dini Tutum arasındaki ilişki

Hazırlayan:Nurdan AKÇİT

Ekim, 2015

Bu araştırmanın amacı Obsesif Kompulsif Bozukluk tanısı alan hastaların obsesif inançları,

obsesyon alttipleri ile dini tutumları arasındaki ilişki ve sağlıklı kontrol grubu ile

karşılaştırılmasıdır. Araştırmada 18-65yaş grubu hedef alınarak, 50 0KB tanısı almış hasta

grubu ve 50 sağlıklı kontrol grubu olmak üzere toplamda 100 katılımcı ile gerçekleştirilmiştir.

Katılımcılara ilk olarak, Gönüllü Olur Formu verilerek araştırmanın amacı anlatılmış ve onay

alınmıştır. Sonrasında ise Demografik Bilgi Formu, Obsesif İnançlar Ölçeği (OİÖ), Padua

Envanteri (PE), Maudsley ObsesifKompulsif Ölçeği (MOKÖ) ve Dini Tutum Ölçeği (DTÖ)

kullanılarak veriler toplanmıştır. Verilerin toplanması sonrasında elde edilen verilerin

istatistiksel analizleri gerçekleştirilmiştir. Veriler SPSS programında T-Test ve Korelasyon

uygulanarak sonuçlar elde edilmiştir.

Yapılan araştırma sonucunda sosyodemografık bilgiler ve ölçek alttipleri hasta ve kontrol

grubu arasında karşılaştırılarak yapılan daha önceki benzer araştırma sonuçlarıyla benzerlik

göstermiştir. OİÖ altölçek değerleri birbirleri ile karşılaştırılmış yüksek bir korelasyon tespit

edilmiştir. OİÖ altölçekleri ile MOKE arasında bazı altölçeklerde zayıf negatif korelasyon

bulunurken, bazı altölçeklerde güçlü negatif korelasyon görülürken, ruminasyon altölçeği

OİÖ altölçeklerinin hepsi ile güçlü bir korelasyon olduğu tespit edilmiştir. OİÖ altölçekleri ile

PE altölçekleri arasında zayıf ve güçlü korelasyon olduğu görülmüştür. MOKE altölçekleri

ve PE altölçekleri arasında zayıf ve güçlü korelasyon tespit edilmiştir. PE altölçekleri ile

kendisi karşılaştırılarak zayıf ve güçlü korelasyon bulunurken, PE alttipleri ve DTÖ alttipleri

arasında zayıf ve orta korelasyon tespit edilmiştir. DTÖ alttipleri ise kendi alttipleriyle

karşılaştırılarak güçlü korelasyon olduğu tespit edilmiştir.

Anahtar Sözcükler: Obsesifİnançlar, Obsesyon Altölçekler, Dini tutum, ObsesifKompulsif

Bozukluk
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ABSTRACT

The Relationship Between Obsessive Beliefs,Obsession Subtypes and Religious Attitudes

Among Obsessive Compulsive Disorder Patients

Prepared by: Nurdan AKÇİT

October, 2015

The goal of this study is to investigate the relationship between obsessive beliefs, obsession

subtypes and religious attitudes of OCD patients and to compare them with healthy controls.

50 patients diagnosed with OCD and 50 healthy controls were taken in the study . They were

between the age range of 18 to 65.

First, a form of voluntariness was given to the participants, they were informed about the

purpose of the study and their approvals were received. Afterwards, the data was collected,

making them fill Demographic Information Form, Obsessive Beliefs Questionnaire (OBQ),

Padua Inventory (PI), Maudsley Obsessive Compulsive Scale (MOCS) and Religious Attitude

Scale (RAS). After the data collection, acquired data was analyzed statistically. The data was

analysed with SPSS software, with the applications of T-Test and Correlation.

Sociodemographic information and research results on the scale subscales were similar to the

results from previous similar study comparing the patient and control groups. Correlations

between subscales score were examined by comparing with each other. OBQ subscales have

been identified itself with a high correlation is compared. OBQ weak negative correlation was

found between some subscales of subscales with the MOCI, some subscales of strong

negative correlation was seen it was found that rumination is a strong correlation between all

the subscale of OBQ subscales. OBQ between PI subscales were found to be weak and strong

correlation. MOCI subscales between PI subtypes weak and strong correlation was detected is

found. PE subscales compared with each other weak and strong correlation was found. PI

subscales between RAS subscales weak and moderate correlation is found. RAS subscales

comparing with each other was strong correlation was found.

KeyWords: Obsessive Beliefs, Obsession Subscales, Religious Attitude, Obsessive

Compulsive Disorder.
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INTRODUCTION 

Obsessive-Compulsive Disorder (OCD) is an anxiety disorder which effects patients'

lives considerably. With reference to conducted researches, it's the fourth prevalent mental

disorder. This disorder has been qualified as one of the most significant disorders which

disables daily performance and cause feelings of inadequacy by World Health Organization

(Doron ve Kyrios, 2005). Additionally, OCD was frequently diagnosed in recent years, which

has brought about a rise in the number of researches on this issue. Therefore, within the scope

of this study the literature about Obsessive-Compulsive Disorder has been examined.

In this chapter; firstly specifications of Obsessive-Compulsive Disorder, obsessive

beliefs, obsession subtypes, religious attitudes have been researched. Results were compared

with ones of the control group to explain dynamic and cognitive theories about arising of

indications and to clarify the relation with OCD. Thereafter, obsessive beliefs, obsession

subtypes, religious attitude definitions which take active roles in Obsessive-Compulsive

Disorder have been included. Finally, purposes of the study and researching questions have

been given.

1.1 OBSESSIVE-COMPULSIVE DISORDER (OCD) 

Obsessive-Compulsive Disorder (OCD) is a disease that has come to be known for

nearly three hundred years. Despite being diagnosed for the first time in medical literature in

early 1900s, it's been discussed as an individual clinical syndrome in early 2000s (Steketee

GS, 1993).

The word "obsession" comes from Latin "obsideratum/obsidere" words that means

siege. Obsession is repetitive thoughts and images. Besides, compulsion is ritual motions or

behaviors that are exhibited to prevent the anxieties caused by obsession. Most seen

obsessions are cleaning obsessions. There are control and symmetry/neat obsessions later than

that. The probability of having the disorder among every twenty people is 2 percent.
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In subsections, Obsessive-Compulsive Disorder diagnosis, its epidemiology

(prevalence), its dispersion between genres, beginning age, comorbid of the disorder, its

subtypes and etiology were explained.

1.1.1 OCD DIAGNOSIS 

Diagnostic And Statistical Manual Of Mental Disorders (DSM-V, 2014) defines

Obsessive-Compulsive Disorder as a disorder which includes obsessions and compulsions.

Obsessions are repetitive thoughts, impulses and images that causes significant distress

for the individual. On the other hand, compulsions are repetitive behaviors or mental actions

that the person feels forced to act in reaction to obsessions or some rules to which they feel

obliged. The disorder is involved to DSM 5 (APA 2013) below "Obsessive-Compulsive

Disorder" title and involved to ICD-1O under "Neurotic, stress-related and somatoform

disorders" category as a different diagnosis from the other anxiety disorders.

To be diagnosed with OCD, the person must have obsessions, compulsions or both and

those symptoms must take their time too much or cause impairment in their functionalities.

DSM-V and ICD-10 criterion for OCD diagnosis are shown below:
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DSM-V Diagnostic Criteria for OCD 

A. Either obsessions or compulsions

Obsessions as defined by (1) and (2)

1. Recurrent and persistent thoughts, urges, or images that are experienced, at

some time during the disturbance, as intrusive and unwanted and that usually cause

marked anxiety or distress.

2. The person attempts to ignore or suppress such thoughts, urges, or images, or

to neutralize them with some other thought or action (i.e., by performing a

compulsion).

Compulsions as defined by (1) and (2)

1. Repetitive behaviors (e.g., hand washing, ordering, checking) or mental acts

(e.g., praying, counting, repeating words silently) that the person feels driven to

perform in response to an obsession, or according to rules that must be applied rigidly.

2. The behaviors or mental acts are aimed at preventing or reducing anxiety or

distress, or preventing some dreaded event or situation; however, these behaviors or

mental acts either are not connected in a realistic way with what they are designed to

neutralize or prevent, or are clearly excessive.

B. The obsessions or compulsions are time consuming (for example, take more than 1

hour a day), or cause clinically significant distress or impairment in social, occupational, or

other important areas of functioning.

C. The disturbance is not due to the direct physiological effects of a substance (e.g., a drug

of abuse, a medication) or a general medical condition.

D. The content of the obsessions or compulsions is not restricted to the symptoms of

another mental disorder (e.g., excessive worries about real life problems in Generalized

Anxiety Disorder; preoccupation with food or ritualized eating behavior in an Eating
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Disorder; hair pulling in Trichotillomania; stereotypes in Stereotypic Movement Disorder;

preoccupation with appearance in Body Dysmorphic Disorder; preoccupation with drugs in a

Substance Use Disorder; preoccupation with having a serious illness in Hypochondriasis;

preoccupation with sexual urges or fantasies in a Paraphilia or compulsive sexual behavior;

preoccupation with gambling or other behaviors in behavioral addictions or impulse control

disorders; guilty ruminations in Major Depressive Disorder; paranoia or thought insertion in

a Psychotic Disorder).lf Hoarding Disorder and Skin-Picking Disorder are added to DSM-V,

they will also need to be mentioned in criterion C.

Specify whether OCD beliefs are currently characterized by

1. Good or fair insight: Recognizes that OCD beliefs are definitely or probably not true, or

that they may or may not be true

2. Poor insight: Thinks OCD beliefs are probably true

3. Delusional beliefs: Completely convinced OCD beliefs are true

Specify if: Tic-related OCD: The individual has a personal life time history of a chronic

tic disorder.
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ICD-10 Obsessive-Compulsive Disorder Criterion 

A. Either obsessions or compulsions (or both), present on most days for a period of at least

two weeks.

B. Obsessions (thoughts, ideas or images) and compulsions (acts) share the following

features, all of which must be present:

(1) They are acknowledged as originating in the mind of the patient, and are not imposed

by outside persons or influences.

(2) They are repetitive and unpleasant, and at least one obsession or compulsion must be

present that is acknowledged as excessive or unreasonable.

(3) The subject tries to resist hem (but if very long-standing, resistance to some obsessions

or compulsions may be minimal). At least one obsession or compulsion must be present

which is unsuccessfully resisted.

(4) Carrying out the obsessive thought or compulsive act is not in itself pleasurable. (This

should be distinguished from the temporary relief of tension or anxiety).

C. The obsessions or compulsions cause distress or interfere with the subject's social or

individual functioning, usually by wasting time.

D. Most commonly used exclusion criteria: not due to other mental disorders, such as

schizophrenia and related disorders (F2), or mood [affective] disorders (F3).
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The diagnosis may be specified by the following four character codes

• Predominantly obsessional thoughts and ruminations

• Predominantly compulsive acts

• Mixed obsessional thoughts and acts

• Other obsessive-compulsive disorders

• Obsessive-compulsive disorder, unspecified

1.1.2 PREVALENCE OF OCD (EPIDEMIOLOGY) 

In 1980s the studies about OCD reported that the disorder was rarely seen and

refractory to treatment.

In contrast, referring to today's epidemiologic study findings OCD has been classified

as the fourth most seen mental disorder. Phobia, substance-use disorders and depression are

the three most seen disorders beyond OCD, respectively.

Conducted studies have shown that prevalence rate of obsessive-compulsive

indications is higher than the prevalence rate of OCD (Fullana ve oth., 2010; Grabe, Meyer,

Hapke, Rumpf, Freyberger ve Dilling 2000). To the study of Fullana and others which was

conducted with 2804 participants in 2010 lifelong prevalence rate for any obsessive­

compulsive indication scale (dirtiness/washing, harm/control, symmetry/neat,

sexual/religious, somatic obsessions, morals obsessions) was found as 13 percent. At the same

study prevalence rate for non-clinical samples was calculated as 9,6 percent. Besides, it's

been seen that prevalence rate of OCD was 0,5 percent and prevalence rate of indication
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scales is 2 percent, as a result of a study which was performed with non-clinical samples

(Grabe and oth., 2000).

Lifelong prevalence varies depending on the countries. The lowest rates were found in

Taiwan (0,5 % - 0,9 %) and India (0,6 %), while the same rate was found between 2,6 % and

3,2 % across the North and Central Europe. Not being precise, it's been mentioned that

lifelong frequency of the disorder is around 1 - 2 percent (Clark, 2004).

1.1.3 DISTRIBUTION OF OCD BETWEEN GENDERS AND BEGINNING AGE 

Average beginning age of the disorder is between 21,9 and 35,5. However, the disease

could emerge at any age, especially ages between 1 O - 24 are the most risky ones. For 65

percent of the patients, beginning age is below 25. In contrast, it's over 35 for 15 percent of

the patients.

In large amount of studies, it's been found that OCD is seen among females more than

males. On the other hand, beginning age of the disorder for males is smaller than the age of

females (Clark, 2004).

Although the effect of genre on the process of the disease is unclear, depending on

some findings females tend to have washing and cleaning behaviors more than males; on

contrary, male show more sexual obsessions than females (Lensi and oth.).

Millet and oth. (2004) have found that the disease progresses gradually at the early

ages while at later ages it arises suddenly related to stressful lifestyle in their study in which

they researched into the relation between phenomenology of the disease and beginning age.




