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OZET

Obsesif Kompulsif Bozukluk tanili hastalarda Obsesif Inanclar, Obsesyon Alttipleri ve
Dini Tutum arasindaki iliski
Hazirlayan:Nurdan AKCIT
Ekim, 2015

Bu aragtirmanin amaci Obsesif Kompulsif Bozukluk tanisi alan hastalarin obsesif inanglari,
obsesyon alttipleri ile dini tutumlar1 arasindaki 1ligki ve saglikli kontrol grubu ile
kargilagtirilmasidir. Aragtirmada 18-65 yag grubu hedef alinarak, 50 OKB tanisi almig hasta
grubu ve 50 saglikli kontrol grubu olmak iizere toplamda 100 katilime: ile gergeklestirilmigtir.
Katilimcilara ilk olarak, Goniillii Olur Formu verilerek arastirmanin amaci anlatilmig ve onay
alinmistir. Sonrasinda ise Demografik Bilgi Formu, Obsesif Inanglar Olgegi (OI0), Padua
Envanteri (PE), Maudsley Obsesif Kompulsif Olgegi (MOKO) ve Dini Tutum Olgegi (DTO)
kullanilarak veriler toplanmigtir. Verilerin toplanmasi sonrasinda elde edilen verilerin
istatistiksel analizleri gergeklestirilmigstir. Veriler SPSS programinda T-Test ve Korelasyon

uygulanarak sonuglar elde edilmistir.

Yapilan arastirma sonucunda sosyodemografik bilgiler ve dlgek alttipleri hasta ve kontrol
grubu arasinda karsilastirilarak yapilan daha 6nceki benzer aragtirma sonuglariyla benzerlik
gostermistir. OIO alt6lgek degerleri birbirleri ile karsilastiriimis yiiksek bir korelasyon tespit
edilmistir. OIO altslgekleri ile MOKE arasinda bazi altélgeklerde zayif negatif korelasyon
bulunurken, baz alttl¢eklerde giiclii negatif korelasyon goriiliirken, ruminasyon alt6lgegi
OIO0 altélgeklerinin hepsi ile giiglil bir korelasyon oldugu tespit edilmistir. OI0 altélcekleri ile
PE altdlgekleri arasinda zayif ve giiglii korelasyon oldugu gériilmiistiir. MOKE altélcekleri
ve PE altolgekleri arasinda zayif ve giiglii korelasyon tespit edilmistir. PE alt6lcekleri ile
kendisi karsilasgtirilarak zayif ve giiglii korelasyon bulunurken, PE alttipleri ve DTO alttipleri
arasinda zay1f ve orta korelasyon tespit edilmistir. DTO alttipleri ise kendi alttipleriyle

kargilagtirilarak gii¢lii korelasyon oldugu tespit edilmistir.

Anahtar Sézciikler: Obsesif Inanglar, Obsesyon Altélgekler, Dini tutum, Obsesif Kompulsif
Bozukluk
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ABSTRACT
The Relationship Between Obsessive Beliefs,Obsession Subtypes and Religious Acttitudes
Among Obsessive Compulsive Disorder Patients
Prepared by: Nurdan AKCIT
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.



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 “ObsessiQe-Compulsive
Disorder” title and involved to ICD-10 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:



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



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).If 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.



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).



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



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 10 — 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.



1.1.4 OTHER MENTAL DISORDERS SEEN WITH OBSESSIVE-COMPULSIVE
DISORDER (COMORBIDITY)

As distress disorders, co-morbidity rates are mentioned to be high. It’s stated that OCD
has a close relationship with depression and frequency of being seen together with depression

or dysthymia is 30 to 50 percent (Clark, 2004).

To ECA studies, two-third of people who has OCD also has another psychiatric disorder.
They have agoraphobia (39 %), bad alcohol use (34 %), major depression (32 %), dysthymia
(26 %), social phobia (19 %), panic disorder (14 %) and bipolar disorder (10 %)
respectively.OCD and co-morbid disorder rates in Rasmussen and Eisen’s research were
reported as: major depression (67 %), simple phobia (22 %) and social phobia (18 %). There

are some studies in which anorexia nervosa is seen beside OCD at the rate of 10 to 17 percent.

Personality disorder could be seen with OCD. An individual personality disorder which
belongs to OCD doesn’t exist. Okasha and oth. mentioned that the most seen co-morbid
diagnosis is “undefined personality disorder”. After that; borderline personality disorder,
obsessive-compulsive personality disorder, avoidant personality disorder, histrionic personel

disorder come respectively.

1.1.5 SUBTYPES OF OBSESSIVE-COMPULSIVE DISORDER

Symptoms of obsessive-compulsive disorder vary and two different persons may have
symptoms in many different ways. The most common obsessions are aggression, damaging,
getting dirty, symmetry, religion and neat. And the most seen compulsions are washing

rituals, cleaning, checking, organizing, counting and hoarding behaviors (Pigott, 1998)

Because of the fact that the obsessive-compulsive symptoms have a wide variety,
scientific studies have begun to be done for specifying their subtypes. Hence, for forecasting
clinical course and developing effective therapeutic approaches it’s been required to make the
communication between specialists stronger and develop etiologic theories (McKay and oth.,
2004).



Obsessive beliefs have been specified with OBQ-44 which was developed by OCCWG.
Within this questionnaire, there are 44 items that are assessed as 7-point likert and that scales
OCD and related beliefs of it. To assess the framework of the scale with factor analysis,
related beliefs have been separated into three groups. A good internal consistency for this
scale which consists of “Inflated responsibility/perceived threat of harm”,
perfectionism/intolerance of uncertainty” and “importance of thoughts/controlling thoughts”

have been reported (3,12). OBQ-44 has been adapted to Turkish by Boysan and oth.

Four subscales have been found in a study in which normal sample was used. Those are
“contamination, checking, deterioration in controlling mental activities and unrestrained
motor behaviors” (Sanavio, 1988). On the other hand, it’s been reached to five subscales in a
study, using clinical subscales. Those subscales were “washing, checking, rumination, urges

and precision” (Van Oppen, Hoekstra and Emmelkamp, 1995).

Four subscales were obtained by the factor analysis done in Maudsley Obsessive-
Compulsive Inventory which was developed by Hodgson and Rachman (1977). Those are
“cleaning, checking, doubting and slowness”. While adapting it in Turkish three factors were
found which were “cleaning/neatness, obsessive thoughts and checking/slowness” by adding

7 more questions (Erol and Savasir, 1998).

1.2 ETIOLOGY OF OBSESSIVE-COMPULVE DISORDER
1.2.1 Genetic Factors

Proofs that genetic factors lead to occurrence of obsessive-compulsive disorder have been
increasing. As results of the twin studies for OCD, higher rates have been detected among
monozygotic twins than dizygotic twins. In family studies, effects of the disorder were found

at 35 percent of the patients’ first degree relatives.
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It’s suggested that genetic factors play a bigger role in having disorder at early ages
(Bellodi L. ve oth. 1992, Pauls D.L ve oth. 1995).

To family studies, it’s been stated that obsessive-compulsive disorder is seen among the
patients’ biologic relatives at a higher frequency than coincidence. Thus, family characteristic

is considered to be feature of the disorder.

1.2.2 Biological Factors

Number of studies on the subject of neurobiology of OCD which was formerly considered
to be a disease that has rather psychological etiology has been increased within the last years;

and significant findings have been presented.
Especially studies are conducted in two fields

1. Brain screening studies support that there is orbitofrontal-limbic-basal
ganglion malfunction at the disease.
2. Neuropharmacological studies give rise to thoughts that serotonergic

system abnormalities are important for physiopathology of the disease.

1.2.3 Neurochemical Studies

Success of SSRI and clomipramine which is also successful serotonin on treatment of
OCD, arising of antiobsessional effect independent from antidepressant effect and presence of
relationship between 5-Hydroxyindoleacetic acid (5-HIAA) which is metabolite of serotonin
as reaction to the drug and its level in cerebrospinal fluid give rise to thought that serotonergic

system disorder lies behind.
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1.2.4 Personality Factors

Premorbid obsessive characteristics have been detected among 15 — 45 percent of OCD
patients. Nevertheless, personality characteristics are neither requisite nor sufficient for

progress of OCD.

1.3 OBSESSIVE COMPULSIVE DISORDER DESCRIBING DIFFERENT THEORIES
1.3.1 Psychodynamic Theory

The person regresses to anal stage in the oedipal position instead of suppressing the
anxiety, turning it into somatic syndrome as in hysteria or reflecting it as in phobia. While
sexual urges and aggression combine with each other in oedipal stage, they separate from
themselves with the regression of anal stage. Love and hate are not combined. The person
feels strong ambivalence. Existence of two opposite emotions paralyzes the person how to

move. Existence of anal fixations eases to regress into the anal stage.

Freud handled the situation as obsessive neurosis which is named OCD at the present
time. To psychodynamic theory, OCD symptoms occur as a result of suppressed subliminal
urges. It’s been regressed to anal phase, which is related to strong ambivalence emotions,
from oedipal phase as the product of anxiety created by those suppressed urges. Many of
OCD patients might reject to participate in the treatment. Psychodynamic mean of that is

about adherence to the secondary acquisitions with their symptoms.

The main issue in OCD is the effort of gaining control over the pressure of opposite
urges. The person constantly fight against the thoughts and tendencies which come from
inside. They never confess to those thoughts and tendencies, and perceive as if they can affect

something with its magical power.

Psychoanalytic theory connects obsessive-compulsive neuroses with regression of psychic
item to defensive pre oedipal anal-sadistic phase. Main defense mechanisms are suppression,

isolation and undoing (Kéroglu E., 1997; Oztiirk O., 2001).
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1.3.2 Behavioral Theory

According to the behavioral model, thoughts, which are not scary intrinsically indeed and
may come to everyone’s mind (i.e. infection, getting ill), are connected with the person’s
anxiety emotions and gain disturbing characteristics. Occurrence of those thoughts in mind
gets the person have anxiety. The person develops escape and avoidance behaviors to protect
themselves from anxiety. Those escape and avoidance behaviors act a role as a reinforcer by
reducing the anxiety. In addition, they try to reduce their anxiety by developing a range of
compulsive behaviors. Owing to the fact that compulsive behaviors also reduce anxiety by
acting as reinforcers, they give rise to augmentation of the same behaviors. By the reason of
that strategies like escape, avoidance and compulsion are utilized only for handling with the
anxiety; by rising of anxiety (frequency and strength of obsessive thoughts and belief in those
thoughts) these strategies occur more often also (Rachman 1976, Rimm D.C 1977, Sungur
M.Z 1990).

In behavioral approach, it’s aimed to expose the person to the stimulus that stimulates the
obsession and prevent escape and compulsion. When they can’t do their compulsion they
suppose that their anxiety will go on and on. However, even tough it takes a long time the

anxiety disappears over time. Exposure is an effective method in behavioral theory.

1.3.3 Cognitive Theory

Cognitions are oral or pictographic events in the stream of consciousness. In
psychopathologic cases, cognitions get sided systematically depending on distorted working
of information processing system of the person who has mental problem. This case brings
about nonfunctional behaviors. It’s detected that a distortion of attention is discussed

especially for the people with anxiety disorder (Blackburn, [.M., 1998).

According to cognitive theory, cognitive structure is comprised of three main layers.
Automatic thoughts which take part within the person’s daily life exist on the upper surface.

Automatic thoughts are the special type cognitions that especially are important at emotional
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disorders, though they appear in normal cases also. They are the person’s expressions about
themselves, their environment and setting or are their internal dialogues. These thoughts
generally don’t pass through a reasonable and systematic analysis and are spontaneous. They
aren’t reflection or products of motivated thoughts and are combined with certain senses
depending on their meanings or scopes. Often they aren’t noticed, only comorbid emotions

are noticed. Automatic thoughts are accepted by the person without examining.

Automatic thoughts are uncovered with recording by focusing on cognitive stream at the
moments when they have trouble because of the fact that they are connected with emotions.
Every patient may have numerous automatic thoughts depending on their cognitive stream

context (Wright J.H., 1988).

1.3.4 Cognitive-Behavioral Theory and Basic Approach

Obsessions are challenging cognitions. The person feels responsible for the content and
appearance of them. They suppose that they might harm themselves or other people, unless
they take action to prevent that situation. In other words, they struggle to neutralize the
obsession to get rid of the responsibility. So, those neutralizing behaviors are compulsions.
On the other hand, neutralizing behaviors increase obsession. Consequently, anxiety rises and

symptoms intensify in a vicious circle by stimulating each other.

Taking responsibilities of obsessive thoughts increase anxiety and depression. The person
struggles too much to control their thoughts, and this prompts the patients to spend their time

and energy with obsession and compulsive behaviors continuously.

e  Basic Approach
1. To tell the unnecessity of trying to control the thoughts.
2. To show that obsession doesn’t reflect the reality about the life.
3. To provide not undertaking the content of the obsession.
4. To make them notice that halting cognitions reduces obsessions over

time.
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Within the context of cognitive models which express the etiology of OCD, six mistaken
evaluation and belief domains have been produced. These are inflated responsibility, giving
too much importance to thoughts, inflated threat of harm, giving importance to controlling of

thoughts, intolerance to uncertainty and perfectionism.
Inflated Responsibility

Inflated responsibility can be explained as that the person believes themselves to prevent
significant negative consequences. People who have the inflated responsibility perception
have thoughts like failing in preventing a probable negative result is as mistaken as causing
harm morally in an active way. Or they think like that ignoring a thought about a possible

harm is unacceptable, no matter how less probable it is.
Importance of Thoughts

Another belief domain that is seen in OCD is importance of thoughts (thought-action
fusion). It’s defined as the belief that existence of a thought proves its importance. For
instance, beliefs like “having a thought which is immoral is the same thing with doing it”, “if
I’m thinking of something I want it to happen”, “thinking of a case enhances the probability
of its happening”, “if it didn’t have a meaning that thought wouldn’t come to my mind” are in

controlling thoughts category.
Controlling Thoughts

Third belief domain that plays a role in OCD is controlling thoughts. Controlling thoughts
can be defined as giving importance to controlling compulsive thoughts, images and urges
extremely and believing that controlling those are possible and necessary. Controlling
thoughts is based on the belief of the person needs to control their unwilling thoughts such as
“if I could gain more control over my thoughts, I’d be in a better situation”, “I can have a full

control over my mind if I represent enough willpower”, “going out of control of my thoughts

may make me really sick”.
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Intolerance of Uncertainty

Intolerance of uncertainty is another type of belief domain seen in OCD. The belief of
necessity of being certain, in other words the belief of absence of handling ability with
unpredictable changes and difficulty of functioning in uncertain statements are defined as
intolerance of uncertainty. Typical thoughts are sorted as “if I feel something uncertain, there
is something going wrong.”, “unless it’s precise that I'm not a pedophilic, murderer or
transgressor it would be mistake to continue as a normal person.”, “anything which don’t have

absolute precision are unacceptable.”.
Perfectionism

A different type of belief that plays a role in OCD is perfectionism. Perfectionism means
tendency to supposing that every problem has a perfect solution and it’s explained as the
belief of doing something perfectly is both possible and necessary and even minimal faults
can cause serious consequences. Perfectionism is supported by the belief that “if a perfect

situation happened once, people should always try to reach to that situation”.

1.4 OBSESSIVE COMPULSIVE COGNITIONS WORKING GROUP

Study of Obsessive Compulsive Cognitions Working Group that has conducted

comprehensive studies on obsessive compulsive beliefs and developed scales was researched.

In Denmark, 1995, a group of researchers in World Cognitive Behavioral Therapy
Congress came together with the purpose of evaluating cognitive theories about OCD and
developing tools for specifying and measuring cognitive properties which can be effective in

treatment.

Obsessive Compulsive Cognitions Working Group consists of 46 researchers from 9
nations. By meeting up many times, they have developed “Obsessive Beliefs Questionnaire”
which measures obsessive beliefs and also developed “The Interpretations of Intrusions

Inventory” which evaluates interpretations (Obsessive Compulsive Cognitions Working
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Group, 1997). Obsessive Compulsive Cognitions Working Group has split cognitive bias
which is supposed to be significant in OCD into three levels: intrusive thoughts, beliefs and

interpretations.

Intrusive thoughts are unwilling thoughts, images and urges. When its severity reaches to
clinical level it’s qualified as obsessions. Beliefs are premises which are long standing and not
situational. Beliefs might be peculiar to OCD; on the other hand, general beliefs of the
person’s own or their identity could be related to obsessive-compulsive symptoms. Besides,
those beliefs may be seen in other disorders as well. And evaluations are about putting
interpretation on a conclusive thought to emerge. Evaluations can be related to interpretation,

expectation and other judgments (Obsessive Compulsive Cognitions Working Group, 1997).

Obsessive Compulsive Cognitions Working Group has specified belief domains from the
viewpoints of being peculiar to OCD and their etiologic significance by reviewing the

literature and defined 6 belief domains:

o Inflated Responsibility: Believing in the fact that the person has the power of
emerging or preventing bad results

e Giving Importance to Thoughts Too Much: The belief that if a thought just
exists even that fact shows its importance

o Inflated Threat of Harm: Inflating probability of occurrence or severity of a
harm or danger

e Giving Importance to Controlling of Thoughts: To believe that controlling over
intrusive thoughts, images and urges are important as well as possible

e Intolerance to Uncertainty: The necessity of being certain, the belief that
handling with unpredictable changes is impossible and having difficulty against
uncertain statements

e Perfectionism: Believing that every problem has a perfect solution, doing
something perfectly is not only possible but also necessary and even tiniest faults may

cause severe results
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In the latest study of Obsessive Compulsive Cognitions Working Group, a shortened form
of The Obsessive Beliefs Questionnaire has been produced. Discriminant validity of the scale
was detected at significant level (OCCWG, 2005). Within this thesis, mentioned scale has
been handled in detail because of the fact that it’d been used.

The scale, which was developed by Obsessive Compulsive Cognitions Working Group,
has begun to be used in many studies. Taylor and oth. (2004) mentioned that the sample
which consists of OCD patients split in two parts as scored high and low. They conclude that
the people who had high scores and low scores don’t differ in certain subtypes as cleaning or
checking; on the other hand, they differ from each other in subtypes about harm. They
interpreted the results as that the nonfunctional beliefs might have a role in only certain
subtypes of OCD.

Calamari and oth. discussed the decidability of subtypes of OCD as to nonfunctional
beliefs in their studies at which they examined Obsessive Beliefs Questionnaire. In that study,
they reached to some results as that symmetry symptom group is relevant to
perfectionism/certainty beliefs subtype. In addition, they mentioned that this fact needs to be
supported by further researches to understand heterogeneity of OCD.

Tolin, Worhunsky and Malthy utilized the Obsessive Beliefs Questionnaire. They deduced
that this scale could distinguish the patients in subscales of beliefs perfectionism/certainty and
controlling thoughts from the ones who has anxiety disorder but doesn’t have OCD. In
contrast, they realized there is no distinctiveness in terms of sense of danger and inflated

responsibility.
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1.5 RELIGIOUS ATTITUDES

Religiousness scale presented in this study has been developed as dependent on “attitude”
doctrine. Simply, attitude is evaluating (as good or bad) humans, objects or thoughts (Aroson
and oth., 2010). It’s known that attitudes are related to genes indirectly and they emerge or die
down within the frame of teaching principals (classical and operant conditioning). There are
three different components of attitude as one of the fundamental subjects of social
psychology: thoughts/knowing (thoughts and beliefs towards attitude object), emotion
(emotional reactions towards attitude object) and behavior (behavioral patterns towards
attitude object). These components are also named as cognitive, emotional and behavioral
grounded attitudes. To illustrate, someone’s behavioral scale of attitudes towards attitude
object is evaluated with their behaviors which they had shown until that time (Aronson and
oth., 2010). Normally it’s presumed that those three components are related to and matching
with each other (Myers, 1990). As an illustration, if someone thinks positive about the

religion, it’s supposed that they have positive emotions towards it.

Conducted researches have demonstrated that an attitude towards a general attitude object
(e.g. religion itself) doesn’t presume a more specific behavior about religion (e.g. salaat in
Islam) widely; nevertheless, an attitude towards a specific attitude object does presume that
attitude object widely (Myers, 1990). Thus, Myers mentions about three significant features

for attitudes to presume behavior:

a) Decreasing the expression of attitude and the other effects on the behavior (e.g.
environmental)

b) The attitude is to be specifically related with observed behavior

c) Attitude that would presume the behavior is to be important.

Another important point on the subject is the fact that attitude is designated by behavior.
In other words, as attitudes may presume our behaviors, behavior may also specify our
attitudes on a certain subject. Broadly speaking, “unless you live as you believe, you start
believing as you live”. Even when humans speak what they don’t believe, they start believing

in them by time to be consistent (or to avoid themselves being contradicted) (Myers, 1990).
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Besides, attitudes split in two as implicit and explicit attitudes. Explicit attitudes include
directly and consciously acted attitudes; in contrast, implicit attitudes are the ones of which
the person is unaware and they include opposite of explicit attitudes. As an example, a person
may have a negative attitude to some aspects of religionists even though they have a positive

attitude to them normally.

1.6 TREATMENT OF OBSESSIVE-COMPULSIVE DISORDER

It’s been mentioned that medication and cognitive-behavioral therapy are effective on

treatment of obsessive-compulsive disorder.
1.6.1 Psychopharmacotherapy
Primarily used drugs are serotonin reuptake inhibitors.
Stages of the treatment

*  As the first choice, cognitive therapy with a SSRI is applied.

. Second option is to apply cognitive therapy together with clomipramine that
is a serotonergistic antidepressant or with another SSRI.

«  If the respond to the treatment is not exact, enrichment therapy with lithium,
buspirone, trazodone, clonazepam, alprazolam or levotiroxyn sodium together with
cognitive therapy is applied.

e If there is no respond again a second SSRI is tried and cognitive therapy is
applied.

. At patients with severe obstructive disease whose functionality is very low, if
at least two drugs and enrichment therapy with cognitive therapy is unsuccessful for
five years and unless the patient have severe personal disorder, neurosurgery can be

applied.
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1.6.2 Cognitive-Behavioral Therapy

The purpose of Cognitive-Behavioral Therapy is to provide the obsessive-compulsive
disorder patients with facing their fears without acting their rituals and reducing their anxiety.
This therapy focuses on reducing the inflated or catastrophes containing thoughts commonly

seen at obsessive-compulsive disorder patients.

The purpose of the behavioral treatments is to make the patients face their thoughts which
causes anxiety and avoidance behaviors and to prevent repetitive behaviors that are activated
to diminish the anxiety caused by facing. The aim is to stop the anxiety which is generated by
annoying thoughts and to make the patient get used to it. This treatment is also named as
habituation.

Besides, the target of behavioral treatments is reducing the responsibility sensations which
are caused by disturbing thoughts. When there aren’t any feelings of responsibility, they
won’t require repetitive behaviors to neutralize and deactivate the disturbing thoughts. The
purpose is to reduce the sense of thinking the thoughts as real and to investigate to what
extent the threats, dangers and inflated responsibilities are true and to investigate the
appearance of inflated senses of danger or threat as a result of which thought errors together
with the patient. After detecting those cognitive errors transposing those thoughts which are
non-functional with the functional ones is ensured. The patients who suppose that there will
be a disaster as a result of their thoughts are to bring those thoughts to their minds instead of
forgetting them, so once doing that it’s quite helpful to see that there aren’t any disasters that

were dreaded.

Cognitive and behavioral therapies are a very important stage of the treatment. They
occupy a significant place in preventing repetitive symptoms. Sometimes they can be

practiced by oneself or together with medication.
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1.7 RESEARCH OBJECTIVE

The objective of this study is examining (1) the obsessive beliefs supposed to have roles in
Obsessive-Compulsive Disorder by theories and (2) subtypes of OCD; in addition, religious
attitudes were discussed. The survey was conducted with 100 subjects who are comprised of
50 individuals diagnosed with OCD and 50 randomly chosen individuals with no diagnosis as
control group. The relation between obsessive beliefs, subtypes and religious attitude among
the patient group has been researched; on the other hand, symptoms of OCD were compared

between the patients and the control group.



22

METHODS

2.1 PARTICIPANTS

Randomly chosen 50 voluntary patients who had obsessive compulsive disorder (OCD)
and were getting treatment in Marmara Training and Research Hospital and 50 other healthy
volunteers who would be the control group were taken as subjects of the preliminary study in
which validity and reliability of Turkish forms of four scales was going to be used for the
study. Disordered people participated to the study as voluntarily. The only reason for not
being taken into the study as patients was being illiterate. The only criteria for participants to
be included in the control group was that they had not been diagnosed with obsessive
compulsive disorder. 32 percent of subjects were women on the contrary 78 percent were

mern.

2.2 PROCEDURE

The validity and reliability of Obsessive Beliefs Questionnaire, Maudsley Obsessive
Compulsive Inventory, Padua Inventory and OK-Religious Attitude Scale were examined.
First, the participants were asked to read and confirm the Form of Voluntariness. Then,
Demographic Information Form was given to them to be filled. And next, the three scales
developed for Obsessive-Compulsive Disorder and one scale for religious attitude were given
to them to be filled non-sequentially. Given time to participants for filling the scales was

about 50 minutes.

Research was directly conducted by the researcher. For conducting the survey, required
permissions were taken from the relevant departments. With the confirmation of the Ethics
Committee, 50 volunteer patients who had diagnosed with OCD were interviewed one by one
in Marmara Research and Education Hospital. Other 50 subjects in the control group were

chosen randomly.
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2.3 INSTRUMENTS FOR COLLECTING DATA

Subjects were informed about the study, a form of voluntariness was presented to them
and they were expected to submit it. For collecting personal data Demographic Information
Form, furthermore, with the purpose of gathering data related to OCD Obsessive Beliefs
Questionnaire, Padua Inventory, Maudsley Obsessive Compulsive Questionnaire and OK

Religious Attitude Scale were used.

2.3.1 FORM OF VOLUNTARINESS

As the beginning, topic and purpose of the study were expressed within the context of the
form. Thereafter, required information about subjects was notified. Finally, notifications

about voluntariness and privacy were included.

2.3.2 DEMOGRAPHIC INFORMATION FORM

Demographic data among the specialties which is supposed to be relevant to the study was

collected with this form subsequent to “Form of Voluntariness™.
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2.3.3 OBSESSIVE BELIEFS QUESTIONAIRE (OBQ)

Obsessive Belief Questionnaire was created by “Obsessive Compulsive Cognitions
Working Group (OCCWG)” which was formed to specify the cognitive characteristics on the
basics of OCD. In the 87-item scale which is for determining not only among clinical samples
but also normal samples that are vulnerable to the disease consists of 6 belief domains. These
are “perceived threat of harm, intolerance to uncertainty, importance of thoughts, controlling

thoughts, responsibility and perfectionism”.

The participants are asked to indicate how much they agree with the statements which

represent the obsessive compulsive beliefs in a seven point likert scale.

Although the scale’s reliability and internal consistency were satisfying in the studies on
its psychometric properties, an overlapping was revealed on symptoms and belief domains

(Obsessive Compulsive Cognitions Working Group / OCCWG, 2001, 2003).

Tolin and oth. (2006) have indicated a good internal consistency for these three factor
structures. In this study, a form (OI0-44) which has been translated into Turkish from OBQ-
44 by Boysan and oth. was used.

Forty four questions in obsessive beliefs questionnaire make 7 point likert type
measurement. Total score of the questions numbered “2, 3, 4, 9, 10, 11, 12, 14, 18, 20, 25, 26,
31, 37, 40 and 43” forms “perfectionism/intolerance to uncertainty” subscale; while questions
“7, 13, 21, 24, 27, 28, 30, 32, 35, 38, 42, 44” forms “importance of thoughts, controlling
thoughts”, questions “1, 5, 6, 8, 15, 16, 17, 19, 22, 23, 29, 33, 34, 36, 39, 41” forms “inflated

responsibility/perceived threat of harm” subscale.

It’s revealed that the scale is capable of differentiating OCD patients from the patients
who have anxiety disorder and don’t have OCD and from the normal samples, predicting
severity of obsessive compulsive symptoms and distinguishing the different symptoms of
OCD.
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2.3.4 PADUA INVENTORY (PI)

PI consists of 60 items. Those items were chosen amongst 200 different symptoms which
the patients diagnosed with OCD had defined. Each question comprises five answers and one
of them is to be chosen. Every item is scored between 0 and 4. These five choices are “not at
all”, “a little”, “quite a lot”, “a lot” and “very much”. While “0” score in every test item
represents not having the symptom at all or not being disturbed, “4” scores correspond to

being disturbed or having the symptom extremely.

Psychometric features of the original 60-question and the modified 41-question forms of
Padua Inventory which estimates dispersion and severity of obsessive-compulsive symptoms
have been researched. Internal consistency of the scale, test-retest reliability, factor structure,

synchronous and distinctive validity were researched.

All subscales and items of both forms have shown high internal consistency and test-retest
reliability. Total test and all subscales except impulses subscale represent a significant

correlation with Yale Brown obsession-compulsion and its total scores.

Subscales and total scores for OCD patients were higher than healthy control subjects
significantly. Results of both forms for OCD patients in subscales of “checking” and
“cleaning” were higher than other groups’. In contrast, a significant difference couldn’t be
found in “impulses” subscale. Consequently, results of Turkish sample of Padua Inventory

demonstrate that it’s a reliable and valid scale.
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2.3.5 MAUDSLEY OBSESSIVE-COMPULSIVE INVENTORY (MOCI)

MOCI is a self-report scale containing 30 items which was developed for estimating
different obsessive-compulsive symptoms with binary answer choices (Yes/No) (Rachman
and Hodgson, 1980). The original study consists of four factors that are “checking, cleaning,
slowness and doubting”. While adapting it in Turkish, Erol and Savasir (1998) added 7 more
items on rumination to it with the opinion that it wasn’t sufficient to detect the obsessions and
made the 37-item version. In the factor analysis of the Turkish version of the inventory, it’s
reported that there are three factors as cleaning/neatness (5, 6, 9, 15, 21, 23 and 35. items),
checking/slowness (4, 10, 12, 20, 28 and 31. items) and obsessive thoughts ( 2, 8, 33, 34 and
37. items).

2.3.6 OK-RELIGIOUS ATTITUDE SCALE (RAS)

OK-Religious Attitude Scale has been prepared by considering three factors (knowledge,
emotion and attitude) which are underlined by social psychology of attitude.

The author named the scale with his own surname with the purpose of being
distinguishable from other religious attitude scales. It’s been aimed to find out how the
person’s general view on religion was with the cognitive scale and how their attitudes were
affected by religious values with the emotional scale. In addition to these three components of
attitude , the attitude of the object to be measured by the fact that religion and faith in God
also a central dimension in the relationship with God in a place this size because it has been

added .

OK-Religious Attitude Scale has been designed for comprehending four subscales. Within
the frame of these four subscales, the implementation has been begun with a pool which
contains 16 items, as each subscale contains 4 of them, by utilizing the relevant studies in the

literature for understanding the religious attitude. A religious attitude was developed that
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consists of 8 items by deciding 2 items estimates each subscales the best in consideration of

both confirmatory factor analysis and reliability item analysis.

Each of the items except demographic variables was measured by five point likert scale.

2 &k LRI 1)

This was made as submitting “strongly disagree”, “somewhat disagree”, “neither agree or

disagree”, “somewhat agree” and “strongly agree” statements as the answer of the question

“How much do you agree or disagree with the following statements?”.

2.4 ANALYSES PERFORMED

The data collected from the participants were coded on SPSS software. The data entries
were rechecked before the analysis and premises of the analyses which were going to be done

were tested.

Before the analyses of the main study, the analyses about reliabilities and validities of the
scales were made and their factor structures were examined. After seeing that the results of
the preliminary study were satisfying, it’s proceeded to the analyses of the main research.
Within the context of main study; first, T-Test was done in order to find a connection and
correlation was done to make comparison. To start with, sociodemographic data;
subsequently, the patient group and the control group were compared. Last of all, the relation

of the scales to each other was researched.



28

RESULTS

In this study, the relation between obsessive beliefs, obsession subtypes and religious
attitude was researched by comparing results with those of control group. In accordance with
that purpose, T-Test and correlation were conducted by reporting the results of the statistical

analyses.

3.1 STATISTICAL ANALYSIS OF SOCIODEMOGRAPHIC DATA COMPARED
BETWEEN PATIENTS AND THE CONTROL GROUP

In this analysis, comparing the answers of the questions in Demographic Information Form
was aimed. The analysis was carried out by evaluating the data of age, educational status, job,
employment, marital status, number of children, living place, family structure, income level

and religious attitude, which were asked in the form, of the patients and the control group.

Table 1. The Comparison Of Mean Score Of Age Between Groups.

n (%) m=+sd t(p)
Patient 50 (50.0) 32.30+9.38 -1,868
Control 50 (50.0) 36.34+12.08 (,065)

*p<0.05 **p<0.001

When the mean of age of the patient and control group is compared with T-test analysis, no

significant difference was found.




29

Table 2. The Comparison Of Gender Between Groups.

Patient ' Control Xz
n (%) n (%) ()
Female 34 (68.0) 29 (58.0)
1.073
Male 16 (32.0) 21 (42.0) e
Total 50 (100) 50 (100)

*p<0.05 **p<0.001

When the mean of gender of the patient and control group is compared with Chi-square

analysis, no significant difference was found.

Table 3. The Comparison of Educational Status between Groups

Patient Control Total X
n(%) n(%) n(%) ®)
Literate 1(2.0) 0(0) 1(1.0)
Elementary school 15(30.0) 0(0) 15(15.0)
Middle school 8(16.0) 3(6.0) 11(11.0)
High school 10 (20.0) 13(26.0) 23(23.0) 2(?63}3?**
College/University 15(30.0) 29 (58.0) 44 (44.0)
Other 1(2.0) 5(10.0) 6(6.0)
Total 50 50 100
100.0 100.0 100.0
*p<0.05 **p<0.001

When education level of the patient and control group is compared with Chi-square analysis,

control group was found to have significantly higher educational level.
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Table 4. The Comparison Of Marital Status Between Groups

Patient Control Total X2
n(%) n(%) n(%) ®)

Married 26 (52.0) 22(44.0) 48 (48.0)
Single 21 (42.0) 24(48.0) 45 (45.0)
Widow 2(40) 4(80) 6(6.0) 2200
Live separately 1(2.0) 0(0) 1(1.0) (,532)
Total 50 50 100

100.0 100.0 100.0
*p<0.05 **p<0.001

When the mean of marital status of the patient and control group is compared with Chi-square

analysis, no significant difference was found.

Table 5. The Comparison Of Family Structure Between Groups

Patient Control Total X2
n(%) n(%) n(%) ®)
Nucear families 39(78.0) 45(90.0) 84 (84.0)
Extended families 11(22.0) 4(8.0) 15(15.0) 4,695
Broken families 0(0) 1(2.0) 1(1.0) (,096)
50 50 100
100.0 100.0 100.0

*p<0.05 **p<0.001

When the mean of family structure of the patient and control group is compared with Chi-

square analysis, no significant difference was found.
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Table 6. The Comparison Of Living Place Between Groups

Patient Control Total X2
: n(%) n(%) n(%) ®)
Center / District 48 (96.0) 44 (88.0) 92(92.0)
Village / Rural areas 2(4.0) 6(12.0) 8(8.0) 2174
Total 50 50 100 (,140)
100.0 100.0 100.0

*p<0.05 **p<0.001

When the mean of living place of the patient and control group is compared with Chi-square

analysis, no significant difference was found.

Table 7. The Comparison Of Job Between Groups

Patient Control Total X2
n(%) n(%) n(%) ®)
Housewife 25(50.0) 3(6.0) 28 (28.0)
Officer 3(6.0) 10(20.0) 13 (13.0)
Employee 11(22.0) 23(46.0) 34 (34.0)
Student 6(12.0) 6(12.0) 12(12.0) 33,090
(,000)**
Tradesman 1(2.0) 1(2.0) 2(2.0)
Retired 0(0) 6(12.0) 6(6.0)
Unemployed 4(8.0) 1(2.0) 5(5.0)
Total 50 50 100
100.0 100.0 100.0

*p<0.05 **p<0.001

When job of the patient and control group is compared with Chi-square analysis, control

group was found to have significantly higher job.
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Table 8. The Comparison Of Employment Status Between Groups

Patient Control Total X2
n(%) n(%) n(%) ®)

Working 14 (28.0) 36(72.0) 50 (50.0)
Unemployment 10 (20.0) 5(10.0) 15(15.0)
Retired 0(0) 6(12.0) 6(6.0) 35,588
Housewife 26 (53.0) 3(60) 29(29.0) (,000)**
Total 50 50 100

100.0 100.0 100.0
*p<0.05  **p<0.001

When employment status of the patient and control group is compared with Chi-square

analysis, control group was found to have significantly higher employment status.

Table 9. The Comparison Of Income Status Between Groups

Patient Control Total X2
n(%) n(%) n(%) ®)

850 and lower 8(16.0) 1(2.0) 9(9.0)
850-1500 14(28.0) 7(14.0) 21(21.0)
1500-2000 15(30.0) 10 (20.0) 25 (25.0) 16,818
2000-3000 7(14.0) 18 (36.0) 25(25.0) (,002)*
3000 and higher 6(12.0) 14 (28.0) 20 (20.0)
Total 50 50 100

100.0 100.0 100.0
*p<0.05 **p<0.001

When income status of the patient and control group is compared with Chi-square analysis,

control group was found to have significantly higher income status.
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Tablo 10. The Comparison Of Religious Attitude Between Groups

Patient Control Total X2
0(%) n(%) n(%) ®)

Muslim 48 (96.0) 44 (88.0) 92 (92.0)
Other 1(28) 0(0) 1(1.0)
Idonotbelongtoany |1(2.0) 6(12.0) 7(7.0) 4,745
religion (,093)
Total 50 50 100

100.0 100.0 100.0
*p<0.05 **p<0.001

When the mean of religious attitude of the patient and control group is compared with Chi-

square analysis, no significant difference was found.

Tablo 11. The Comparison Of Groups Between Number Of Children

Patient Control Total Xz

n(%) n(%) n(%) ®)
No children 23 (46.0) 33 (66.0) 56 (56.0)
One children 9(18.0) 6(12.0) 15(15.0)
Two children 10 (20.0) 9 (18.0) 19(19.0) 6,038
Three childrenand | 8 (16.0) 2 (4.0) 10 (10.0) (,110)
older
Total 50 50 100

100.0 100.0 100.0

*p<0.05  **p<0.001

When the mean of number of children the patient and control group is compared with Chi-

square analysis, no significant difference was found.
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3.2 The Compared Statistical Analyses Of The Scales Which Were Given To The
Patients And The Control Group

Obsessive Beliefs Questionnaire, Maudsley Obsessive Compulsive Scale, Padua
Inventory and Religious Attitude Scale, which were given to the subjects, have been

compared. Following subscales were compared among the patients and the control groﬁp:

Obsessive Belief Questionnaire = Responsibility / Threat Foresight
Perfectionism / Certainty

Importance of thought and control

Maudsley Obsessive compulsive Scale=  Checking
Cleaning
Rumination
Doubt

Padua Inventory = Cleaning

Being caught up in thoughts
Repetitive behaviors
Counting

Checking

Impulses
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Religious attitude = Cognition
Feeling
Behavior

God

Table 12. Comparison Of Mean Score Of OBQ Subscale Of Responsibility And Threat
Foresight Between Groups

n (%) m+tsd t(p)
Patient 50 75.02 £ 17.70 4.434
Control 50 60.08 + 15.95 (0.000)**

*p<0.05 **p<0.001

In the present study the mean score of obsessive belief question, responsibility and
threat foresight subscale and groups were compared by Independent Sample T-Test. It was
found that there was statistically significant differences between the mean score of

responsibility and threat foresight subscale and groups (p=0.000)**

The participant whose in patient group had higher responsibility and threat foresight mean

scores than control group.
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Table 13. Comparison Of Mean Score Of OBQ Subscales Of Perfectionism / Certainty

Between Groups

n (%) m=tsd t(p)
Patient 50 79.50 + 18.48 3.631
Control 50 66.22 + 18.09 (0.000)**

*p<0.05 **p<0.001

In the present study the mean score of obsessive belief question, perfectionism / certainty
subscale and groups were compared by Independent Sample T-Test. It was found that there
was statistically significant differences between the mean score of perfectionism / certainty

subscale and groups (p=0.000)**

The participant whose in patient group had higher perfectionism / certainty subscale mean

scores than control group.

Table 14. Comparison Of Mean Score Of OBQ Subscale Of The Importance Of
Thoughts And Control Between Groups

n (%) msd t()
Patient 50 50.16+ 15.54 5,228
Control 50 36.04 + 11.10 (0.000)**

*p<0.05 **p<0.001

In the present study the mean score of obsessive belief question, importance of thoughts
and control subscale and groups were compared by Independent Sample T-Test. It was found
that there was statistically significant differences between the mean score of importance of

thoughts and control subscale and groups (p=0.000)**

The participant whose in patient group had higher importance of thoughts and control mean

scores than control group.
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Table 15. Comparison Of Mean Score Of MOCI Subscale Checking Between Groups

n (%) m=+sd t(p)
Patient 50 12.60 +1.85 -10.446
Control 50 16.28 £ 1.67 (0.000)**

*p<0.05 **p<0.001

In the present study the mean score of maudsley obsessive compulsive scale, checking
subscale and groups were compared by Independent Sample T-Test. It was found that there
was statistically significant differences between the mean score of checking subscale and
groups (p=0.000)**

The participant whose in control group had higher checking mean scores than patient group.

Table 16. Comparison Of Mean Score Of MOCI Subscale Of Cleaning Between

Groups

n (%) msd t(p)
Patient 50 16.44 +£2.93 -5,464
Control 50 19.08 £ 1.76 (0.000)**

*p<0.05 **p<0.001

In the present study the mean score of maudsley obsessive compulsive scale, cleaning
subscale and groups were compared by Independent Sample T-Test. It was found that there
was statistically significant differences between the mean score of cleaning subscale and

groups (p=0.000)**

The participant whose in control group had higher cleaning mean scores than patient group.
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Table 17. Comparison The Mean Score Of MOCI Subscale Of Doubt Between Groups

n (%) m=sd t(p)
Patient 50 8.76+1.25 -8,186
Control 50 10.76 £ 1.19 (0.000)**

*p<0.05 **p<0.001

In the present study the mean score of maudsley obsessive compulsive scale, doubt
subscale and groups were compared by Independent Sample T-Test. It was found that there

was statistically significant differences between the mean score of doubt subscale and groups
(p=0.000)**

The participant whose in control group had higher doubt mean scores than patient group.

Table 18. Comparison Of Mean Score Of MOCI Subscale Of Rumination Between

Groups

n (%) msd t(p)
Patient 50 5,52+ 1,25 -10,822
Control 50 7,62 £ 0,57 (0.000)**

#p<0.05 **p<0.001

In the present study the mean score of maudsley obsessive compulsive scale, rumination
subscale and groups were compared by Independent Sample T-Test. It was found that there
was statistically significant differences between the mean score of rumination subscale and

groups (p=0.000)**

The participant whose in control group had higher rumination mean scores than patient

group.
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Table 19. Comparison Of Mean Score Of PI Subscale Of Cleaning Between Groups

n (%) m=sd t(p)
Patient 50 25.80+10.72 3,310
Control 50 19.72+ 7.34 (0.001)**

*p<0.05 **p<0.001

In the present study the mean score of padua inventory, cleaning subscale and groups were
compared by Independent Sample T-Test. It was found that there was statistically significant

differences between the mean score of cleaning subscale and groups (p=0.000)**

The participant whose in patient group had higher cleaning mean scores than control group.

Table 20. Comparison Of Mean Score Of PI Subscale Of Being Caught Up In
Thoughts Between Groups

n (%) m=sd t (p)
Patient 50 54.04 £ 15.32 9,944
Control 50 29.84 +7.84 (0.000)**

*p<0.05 **p<0.001

In the present study the mean score of padua inventory, being caught up in thoughts
subscale and groups were compared by Independent Sample T-Test. It was found that there
was statistically significant differences between the mean score of being caught up in

thoughts subscale and groups (p=0.000)**

The participant whose in patient group had higher being caught up in thoughts mean scores

than control group.
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Table 21. Comparison Of Mean Score Of PI Subscale Of Repetitive Behaviors

Between Groups

n (%) m+sd t (p)
Patient 50 22.68 +7.07 7,742
Control 50 13.98 +3.62 (0.000)**

*p<0.05 **p<0.001

In the present study the mean score of padua inventory, repetitive behaviors subscale
and groups were compared by Independent Sample T-Test. It was found that there was
statistically significant differences between the mean score of repetitive behaviors subscale

and groups (p=0.000)**

The participant whose in patient group had higher repetitive behaviors mean scores than

control group.

Table 22. Comparison Of Mean Score Of PI Subscale Counting Between Groups

n (%) mesd ()
Patient 50 5.16 = 3.05 3,707
Control 50 3.48£0.97 (0.000)**

*p<0.05 **p<0.001

In the present study the mean score of padua inventory, counting subscale and groups were
compared by Independent Sample T-Test. It was found that there was statistically significant

differences between the mean score of counting subscale and groups (p=0.000)**

The participant whose in patient group had higher counting mean scores than control group.
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Table 23. Comparison Of Mean Score Of PI Subscale Of Checking Between Groups

n (%) mzsd t(p)
Patient 50 23.26 £ 8.15 51525
Control 50 15.74 £5.12 (0.000)**

*p<0.05 **p<0.001

In the present study the mean score of padua inventory, checking subscale and groups
were compared by Independent Sample T-Test. It was found that there was statistically

significant differences between the mean score of checking subscale and groups (p=0.000)**

The participant whose in patient group had higher checking mean scores than control group.

Table 24. Comparison Of Mean Score Of PI Subscale Of Impulses Between Groups

n (%) m=sd t (p)
Patient 50 18.40 +8.38 4,258
Control 50 13.12+2.58 (0.000)**

#p<0.05 **p<0.001

In the present study the mean score of padua inventory, impulses subscale and groups
were compared by Independent Sample T-Test. It was found that there was statistically

significant differences between the mean score of impulses subscale and groups (p=0.000)**

The participant whose in patient group had higher impulses mean scores than control

group.
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Table 25. Comparison Of Mean Score Of RAS Subscale Of Cognition Between Groups

n (%) m+sd tp)
Patient 50 9.62+1.24 2215
Control 50 8.80 £2.30 (0.030)*

*p<0.05 **p<0.001

In the present study the mean score of religious attitude scale, cognition subscale and
groups were compared by Independent Sample T-Test. It was found that there was
statistically significant differences between the mean score of cognition subscale and groups
(p=0.030)*

The participant whose in patient group had higher cognition mean scores than control

group.

Table 26. Comparison Of Mean Score Of RAS Subscale Of Feeling Between Groups

n (%) masd t(p)
Patient 50 7.78 £2.26 5,237
Control 50 5.34+239 (0.000)**

*p<0.05 **p<0.001

In the present study the mean score of religious attitude scale, feeling subscale and groups
were compared by Independent Sample T-Test. It was found that there was statistically

significant differences between the mean score of feeling subscale and groups (p=0.000)**

The participant whose in patient group had higher feeling mean scores than control group.
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Table 27. Comparison Of Mean Score Of RAS Subscale Behavior Between Groups

n (%) m=sd t(p)
Patient 50 7.38+£2.28 4,649
(0.000)**
Control 50 5264227

*p<0.05 **p<0.001

In the present study the mean score of religious attitude scale, behavior subscale and
groups were compared by Independent Sample T-Test. It was found that there was
statistically significant differences between the mean score of behaviour subscale and groups
(p=0.000)**

The participant whose in patient group had higher behavior mean score than control group.

Table 28. Comparison Of Mean Score Of Religious Attitude Scale Subscale Of God

And Groups

n (%) m+sd t(p)
Patient 50 8.80+1.68 2,678
Control 50 7.64 +£2.56 (0.009)*

*p<0.05 **p<0.001

In the present study the mean score of religious attitude scale, god subscale and groups
were compared by Independent Sample T-Test. It was found that there was statistically

significant differences between the mean score of god subscale and groups (p=0.009)*

The participant whose in patient group had higher god mean scores than control group.




44

3.3 Results Of Correlation Analysis

In this section; scales, which were given to the patients, were examined by making

correlations between themselves.

Table 29. Correlation of Subscales of OBQ with Each Other

OBQ
OBQ
Responsibility/Theat | Perfectionism/Certainty | Importance of
Foresight thought and
Control

Responsibility/Theat - r:,728 r:,802
Foresight p: ,000* p: ,000*
Perfectionism/Certainty | r: ,728 - r: ,698

p: ,000% p: ,000%*
Importance of thought | r: ,802 r: ,698 -
and Control p: ,000* p: ,000*
*p<0.05 **p<0.001

When the relation between the mean scores of subscales of OBQ is investigated with

Person correlation analysis;strong positive correlation is found.
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Table 30. Correlation of Subscales of OBQ with MOCI

OBQ
MOCI Responsibility/Theat | Perfectionism/Certainty | Importance of

Foresight thought and Control
Checking r: -,240 r: -,257 r: -, 184

p: ,094 puT2 p: ,200
Cleaning r: -,247 r: -,351 r: -,278

p: ,084 pr.012* p: 051
Rumination r: -,408 r: -,382 r: -,387

p: ,003** p: ,006** p: ,005%*
Doubt r:-,384 r: -,391 r:-,339

p: ,006** p: ,005%** p:,016*
*p<0.05 **p<0.001

When the relationship between the mean score of OBQ subscales with MOCI subscales

is investigated with Person correlation analysis, mild negative correlation is found between

Cleaning and Doubt subscales of MOCI with other 2 subscales of OBQ and also strong

negative correlation is found between ‘Rumination’ subscales of with all other 3 subscales

OBQ and strong negative correlation is found between > Doubt’ subscales with

‘Responsibility/Theat Foresight’ and ‘Perfectionism/Certainty’ subscales OBQ.
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Table 31. Correlation of Subscales of OBQ with PI

0OBQ
PI Responsibility/Theat | Perfectionism/Certainty | Importance of

Foresight thought and Control
Cleaning r:,315 r:,212 r:,136

p: ,026* p:,139 p: ,345
Being caught up in | 1: ,670 318 L 529
thought p: ,000%* p: ,000** p: ,000**
Repettive behavior | r: ,465 r: ,471 r:,310

p: O01** P O] = p: ,028*
Counting r: ,318 r: ,405 r: ,318

p: O25% pi . D05%* p: ,024*
Checking r: 444 r: ,339 r: ,189

p: ,001%* p: ,016* p:,188
Impulses r: ,499 Tz ;333 r: ,495

p: ,000%* p: ,018* p: ,000%*
*p<0.05 **p<0.001

When the relation between the mean scores of OBQ subscales with PI subscales is

investigated with Person correlation analysis, mild positive correlation is found between

Cleaning and Counting with ‘Responsibility/Theat Foresight’ , ‘Repettive behavior,

Counting’ subscales with ‘Importance of thought and Control’ of with OBQ subscale and

‘Checking ,Impulses’ subscales with Perfectionism/Certainty with of OBQ subscale. Strong

positive correlation is found between OBQ subscale ‘Responsibility/Theat Foresight’ with

‘Being caught up in thought, Repettive behavior, Checking and Impulses’ ,

‘Perfectionism/Certainty’ with ‘Being caught up in thought, Repettive behavior and

Counting’ and ‘Importance of thought and Control’ with ‘Being caught up in thought and

Impulses’ is found.
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Table 32. Correlation of Subscales of OBQ with RAS

OBQ
RAS Responsibility/Theat | Perfectionism/Certainty | Importance of
Foresight thought and Control
Cognition r: ,168 r: ,095 r: ,083
p: ,243 p:,510 p:,564
Feeling r:,203 r: ,095 A s
p:,157 P12 p:,388
Behavior 211 r:-,272 r:-,278
p:,141 p: ,056 p:,050
God r: ,019 r: -,101 r:-,132
p: ,897 p: 484 p:,362

#p<0.05 **p<0.001

When the relation between the mean scores of OBQ subscales with RAS subscales is
investigated with Pearson correlation analysis,not found between correlation.

Table 33. Correlation of Subscales of MOCI with Each Other

MOCI
MOCI Checking Cleaning Rumination Doubt
Checking -- r: ,026 r: 433 e 371
p: ,860 p: ,001%* p: DO8**
Cleaning r: ,026 - r: -,041 r:,263
p: ,860 p..773 p: ,065
Rumination r: ,453 r: -,041 -- r: ,433
p: OO ** Pl p: ,002%*
Doubt r: ,376 r:,263 r:,433 --
p: ,008** p: ,065 pr,00Z**

*p<0.05 **p<0.001

When the relation between the mean scores of subscales of MOCI is investigated with
Pearson correlation analysis, strong positive correlation Rumination, Doubt and Checking is

found.
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Table 34. Correlation of Subscales of MOCI with PI

MOCI
PI Checking Cleaning Rumination Doubt
Cleaning r: ,069 T; =025 r:,011 r. -,222
p: ,635 p: ,000%** p: ,940 p:,212
Being caught up | r: -,254 r: -,142 r: -,492 r: -,435
in thought p: ,075 p: ,324 p: ,000** p: ,002%*
Repettive r: -,222 r: -,271 r: -, 133 r. -,416
behavior pi 122 p: ,057 D357 p: ,003%**
Counting r: -,335 r: ,099 r:-,199 r: -,400
p: O1T* p: ,493 p:,166 p: ,004**
Checking r: -,493 r: -,042 r:-,278 r:-,341
p: ,000%* p: ,050 p: ,050 p: ,015%
Impulses r: -,188 r:-,311 r:-,311 r: -,334
' p:,191 p: O28* p: ,028* p: ,018*

*p<0.05 **p<0.001

When the relation between the mean scores of MOCI subscales with PI subscales is
investigated with Pearson correlation analysis, strong negative correlation is found between
‘Cleaning — Cleaning , Checking-Checking , Being caught up in thought — Rumination’ and
‘Doubt’” MOCI subscale with Being caught up in thought, Repettive behavior and Counting
PI subscales is found. Mild negative correlation is found between ‘Impulses’ PI subscale with
‘Cleaning, Rumination, Doubt’ and ‘Checking’ MOCI subscale with ‘ Counting , Doubt PI

subscales .




49

Table 35. Correlation of Subscales of MOCI with RAS

MOCI
RAS Checking Cleaning Rumination Doubt
Cognition r: -,058 r: -,060 r: -,002 r: ,006
p: ,687 p: ,681 pe.. 991 p: ,968
Feeling r: -,026 r:-,192 r: -,031 I - 127
p:,856 p:,183 pr B3l p: ,380
Behavior r:-215 r: -,093 r; 2ol r: 161
p:,133 P32l p: 079 p:,265
God r: ,000 r:-,131 r:,197 r: ,093
p: 1,000 p: ,364 p:,171 p:,520

*p<0.05 **p<0.001

When the relation between the mean scores of MOCI subscales with RAS subscales is
investigated with Pearson correlation analysis, not found between correlation.
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Table 36. Correlation of Subscales of PI with Each Other

Pl
PI Cleaning | Being Repetitive | Counting | Checking | Impulse
caught up | behavior
in thought
Cleaning -— r; ;356 r: ,497 r: ,014 r: ,310 r:,167
0L p: ,000*¥* | p:,923 p: ,028* p: ,245
Being r: ,356 r:,574 r:,324 r: ,653 r: ,596
caughtup |p:,011% - p: ,000%¥* | p: ,022% p:,,000%* | p; 000%*
in thought
Repetitive | r:,497 r: ,.574 - r: ,428 r:,560 r: 418
behavior p: ,000* p: ,000* p: 002%* | p2.000%* | p: 003%™
Counting r: ,014 r:,324 r: ,428 --- r:,189 r: ,382
p: 923 p: O22* P, Q02 == p:,188 p: ,006**
Checking | r:,310 r: ,653 r: ,560 r: ,189 - r:,342
p: ,028* p: ,000%* | p: ,000** | p:,188 0,015
Impulses r:,167 r: ,597 r: 418 r: ,382 r:,342 -—-
p: ,245 o ,000%% | p:.000% | p: .006%* | D:,015%

*p<0.05 **p<0.001

When the relation between the mean scores of subscales of PI is investigated with Pearson
correlation analysis; mild positive correlation between ‘Cleaning with Being caught up in
thought, Checking, Repettive behavior’ , ‘Impulses with Checking’ , ‘Repettive behavior with
Cleaning ,Being caught up in thought’ and ‘Counting with Being caught up in thought’ is
found. Strong positive correlation between is found ‘Counting with Impulses’ , ‘Being caught
up in thought with Checking , Impulses’ and ‘Reppettive behavior with all other 6 subscales

of PIL.
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PI
RAS Cleaning Being Repettive | Counting | Checking | Impulses
caught up | behavior
in thought
Cognition | r: ,008 =115 r:-,121 r:-,161 r: ,042 r:-,212
p: ,956 p: ,427 p: ,403 p: ,264 p:,771 p:.319
Feeling r:,159 i ,012 r: -,096 r: -,075 r: ,082 r: -,141
p:,270 p:,934 p: ,506 p: ,607 p: 572 p:,330
Behavior 132 r:,310 r: -,341 r: -,296 r:-,179 r: -,326
p: ,360 p: ,029* p: ,015% D 037* pt 215 p:,021%
God r:,110 r: -,162 r: -,012 r: -,205 r: 031 r-,321
p: ,447 S p: 932 p:,154 p: ,832 pip23*

*p<0.05 **p<0.001

When the relation between the mean scores of PI subscales with RAS subscales is
investigated with Pearson correlation analysis; mild negative correlation is found between
Being caught up in thought, Repettive behavior and Impulses subscales of PI with Behaviour
subscale of RAS and moderate negative correlation is found between Counting subscale of PI
with Behavior subscale of RAS.

Table 38. Correlation of Subscales of RAS with Each Other

RAS
RAS Cognition Feeling Behavior God
Cognition --- r: ,499 r: ,368 1:,598
p: ,000%** p: ,009%* p: ,000**
Feeling r: ,449 --- r: ,570 r: ,644
p: ,000%** p: ,000** p: ,000%**
Behavior r: -,368 I 370 - r: ,473
p: ,009** p: ,000** p: DOTH™
God r: ,598 r: ,644 r. 473 -—-
p: ,000%* p:,000 p: 001 **

#p<0.05 **p<0.001

When the relation between the mean scores of subscales of RAS is investigated with
Pearson correlation analysis; strong positive correlation is found but Behavior with Cognition
between strong negative correlation is found.
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DISCUSSION

This study was maintained to examine the relationship between obsessive beliefs and

religious attitude and to compare with the control group.

Fifty patients diagnosed with Obsessive-Compulsive Disorder (OCD) and 50 healthy
people, as the control group, were involved in the study, voluntarily. Results of the
Epidemiologic Catchment Area (ECA) Survey conducted in the USA and within the context
of which subjects were chosen from houses and corporations were submitted by Crum and
Anthony in the literature. As a result of this study, significant correlations were not found
with sociodemographic factors such as race, ethnic group, education, marital status, job or

age.

Similarly, significant correlations were not found with sociodemographic factors such as
age, gender, family structures, marital status, religious attitude, number of children and
accommodation in this study. On the other hand, significant correlations were detected with
certain sociodemographic factors such as educational status, job, working and income level.
Reason of this was thought to be a significance caused by the inequality in the patient group

and the control group.

Among more than one-third of the adult patients, symptoms begin before fifteen.
Although symptoms which begin before 5 years old have been reported, average starting age
of OCD is the age range of 7 to 12 among children according to the researches in this area. To
another study, it is proposed that OCD mostly onsets early adulthood. It is mentioned that
average disease onset of OCD is between 20 and 24 and that approximately eighty per cent of
the patients have the symptoms before their thirty five (Jenike, 2001).

However, they can be seen in childhood and adolescence also. It has adverse affects on their
educational successes as their relationships between their peers and families (Carter and

Pollock, 2000). The average age has been estimated as 32,30 in this study.
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While some studies mention that OCD is more common among females, there are other
studies which claim that there is no difference between the both sexes. Yigittiirk and others
notified the female/male ratio as 1,52; Okasha and others as 0,45; Tezcan and others as 2,75
in their studies. In this study, women comprised sixty eight per cent of the patients, whereas

thirty two per cent for men.

In the studies from the literature, any significances or differences with subjects’
educational status were not mentioned. But in this study, the fact that the patients group
comprised primary school graduates more than the control group while there were more

college and university graduates among the control group is supposed to lead to that result.

Although marital status was not demonstrated as significant in many follow-up studies,
the fact that being married is increasing the remission probability significantly was stated in a
more recent study which was conducted with 107 OCD patient participants (Steketee G.S ve
oth., 1999). Likewise, statistically significant correlation wasn’t detected by comparing

patient and control groups in this study.

Family structure, which wasn’t often questioned, had also been examined in former
studies and no notified differences observed in those. Too, any affect or significant difference
of marital status related with obsessive-compulsive disorder wasn’t found between the control

group and the patient group as a result of this study.

Any information or notification of difference wasn’t found among the former relevant
studies and the literature about the living place. Also, statistically significant difference
wasn’t detected between obsessive-compulsive disorder and living place by comparing patient

and control groups in this study.

Any significant difference and especially any affect of jobs on OCD didn’t take place in
literature. As a consequence of Epidemiologic Catchment Area (ECA) Survey conducted in
the USA, Crum and Anthony mentioned that they couldn’t find any significant correlation
with occupation. As far as this study is concerned, number of unemployed participants was

much higher in the control group in contrast to patients’.
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So, it’s supposed that the big difference between job status of the patient and the control
groups has given rise to the significant difference in this study.

As with job status, employment also didn’t take place in literature studies as an affective
factor for OCD. When it comes to this study, the fact that number of unemployed participants
was much higher in the control group in contrast to patients’ is supposed to have led to the
significant difference in this study. For the reason that this study wasn’t conducted with the
patients confined to bed, functionality isn’t expected to effect the employment. Therefore, it’s
thought that the significant differential of income status was caused by the vast inequality

between the two groups.

Conducted researches and literature studies show that religious distinctions don’t create
effective or significant differences on OCD. Religious variations didn’t indicate a significant

difference between the patient and the control groups.

Lastly among the demographic information, there isn’t any proof that number of children
makes effective or significant differences on OCD. Too, number of children didn’t differ

statistical significantly between the patient and the control groups.

The patients group and the control group have been compared with the subscales of the
performed scales in this study. It was expected that total scores of the subscales of OCD
patients to be higher than those of the control group.

First, scores of the three subtypes of Obsessive Beliefs Questionnaire
- “Perfectionism/Certainty”, “Importance of Thought and Control” and “Responsibility/Threat
Foresight” subscales - were compared between the two groups. Correspondingly, higher
scores from the participants in the patients group have been detected. High consistence has
been found between data of the study and the original three-factor structure tested by
performing confirmatory factor analysis in Obsessive Beliefs Questionnaire (OBQ-44)
Turkish reliability and validity practicing. OCD patients stated significantly high scores with
regard to the control group. Depending on this result, research outcomes have been supported
by ours. As a consequence of multi-group analysis, three-factor structure has been verified by
Obsessive-Compulsive Cognitive Working Group (OCCWG, 2005).
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Unexpectedly, total score of the participants from the control group were higher than the
patients’. It’s been proposed that the explanations of this result might be existence of only two
choices (“yes” or “no”) in this scale and answering by supposing them as more general
questions in contrast to other scales’ questions. Some facts were submitted that Maudsley
Obsessive Compulsive Scale has certain notable limits, such as some of the questions aren’t
aimed at obsessive-compulsive symptoms, “yes/no” questions don’t allow for assessing the
intensity of the answers and it gives a lot of importance to cleaning and checking compulsions
(Taylor, 1995).

In Padua inventory, the total result of the patients group was detected as higher than the
control group, as expected, by comparing them depending on its six different subscales. This
scale targeted to evaluate the severity of obsessions and compulsions, by grouping them.
Conclusion has verified the highness of the scores of the patient group, which had been
projected.

Finally, with comparison of the four subscales of Religious Attitude, although the total
score of the patient group was higher than the control group, it’s been observed that the
difference of the two groups was not much considerable with one another. This scale,
developed by considering notion of the attitude, assesses humans, objects or thoughts as

positive or negative (Aronson and oth.).

The fact that the distinction between OCD patients and the control group appears to be small

leads to the thought of the disease is not much connected with religion.

Obsessive  Beliefs Questionnaire consists of three subscales that are:
“Perfectionism/Certainty”, “Importance of Thought and Control” and “Responsibility/Threat
Foresight” subscales. To start with, “Perfectionism/Certainty” subscale has been compared to
other subtypes of this scale and a significant correlation has been found between them.
Significant correlation has been found with “Cleaning”, “Rumination” and “Doubt” subscales
of Maudsley Obsessive Compulsive Scale. With subscales of Padua Inventory, again,
significant correlation has been found with “Being Caught Up in Thoughts”, “Repetitive

LI 1 L 11

Behaviors”, “Counting”, “Checking” and “Impulses”.
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However, a significant correlation hasn’t been detected between “Perfectionism/Certainty”

subscale and any of Religious Attitude subscales.

When it comes to “Importance of Thought and Control” subscale, it’s been observed that
there was a significant correlation with the other subtypes of its own scale. In contrast, there
wasn’t significant correlation between it and any of Maudsley Obsessive Compulsive Scale
subtypes. With subscales of Padua Inventory, significant correlation has been found with
“Being Caught Up in Thoughts”, “Repetitive Behaviors”, “Counting”, and “Impulses”
subscales. As the previous subscale, significant correlation hasn’t been detected with
Religious Attitude subscales. With “Responsibility/Threat Foresight” subscale, significant
correlation of the other subtypes of its own scale was available. Significant correlation has
been found with “Rumination” and “Doubt” subscales of Maudsley Obsessive Compulsive
Scale. Significant correlation was seen between “Responsibility/Threat Foresight” subscale
and all subscales of Padua Inventory. On the contrary, significant correlation hasn’t been

detected with any subscale of Religious Attitude in this study.

As to a study, significant correlations were detected between “Importance of Thought and
Control” with “Impulses” subscale; “Responsibility/Threat Foresight” with “Rumination”

subscale; “Perfectionism/Certainty” with “Checking”, “Rumination” and “Doubt” subscales.

Maudsley Obsessive Compulsive Scale is comprised of four subscales. These are
“Checking”, “Cleaning”, “Rumination” and “Doubt” subscales. Firstly, “Checking” subscale
was compared with the other subtypes of Maudsley Obsessive Compulsive Scale and
significant correlations have been found with “Rumination” and “Doubt”. Correlation wasn’t
found between “Checking” and subtypes of Obsessive Beliefs Questionnaire. Significant
correlations were found with “Counting” and “Checking” of Padua Inventory. But, significant

correlation hasn’t been detected with any subscale of Religious Attitude in this study.

As far as “Cleaning” is concerned, significant correlations have been found with three of
the of the other ones, “Checking”, “Rumination” and “Doubt” subscales. Significant
correlation has been detected with only “Perfectionism/Certainty” subscale of Obsessive

Beliefs Questionnaire.



57

In Padua Inventory, all of the subscales had a significant correlation with “Cleaning”, except
for “Cleaning” of Padua Inventory. Nevertheless, significant correlation hasn’t been detected

with any subscale of Religious Attitude.

Afterwards, “Rumination” subscale was compared with the other subtypes of Maudsley
Obsessive Compulsive Scale and significant correlations have been found with “Checking”
and “Doubt”. Significant correlations have been detected with all three subscales of Obsessive
Beliefs Questionnaire. Also, significant correlations were seen between “Rumination” with
both “Being Caught Up in Thoughts” and “Impulses” subscales of Padua Inventory. As
former ones, significant correlation hasn’t been detected with any of Religious Attitude

subscales in this study.

Finally, “Doubt” subscale was compared with the other subtypes of its own scale and
significant correlations have been found with “Checking” and “Rumination”. Significant
correlations have been detected with all three subscales of Obsessive Beliefs Questionnaire
and with also five of Padua Inventory subscales which are “Being Caught Up in Thoughts”,

“Repetitive Behaviors”, Counting”, “Checking” and “Impulses”. No significant correlation

has been found between “Doubt” and any of Religious Attitude subscales.

EL I 14

Padua Inventory is comprised of six subscales. These are “Cleaning”, “Being Caught Up
in Thoughts™ and “Repetitive Behaviors”, “Counting”, “Checking” and “Impulses” subscales.
At first, “Cleaning” subscale was compared with the other subtypes of Padua Inventory and
significant correlations have been found with “Being Caught Up in Thoughts”, “Repetitive
Behaviors” and “Checking”. There was a significant correlation just with
“Responsibility/Threat Foresight” among the subscales of Obsessive Beliefs Questionnaire.
Also, significant statistical correlation was detected with only “cleaning” subscale of
Maudsley Obsessive Compulsive Scale. However, significant correlation hasn’t been detected

with any subscale of Religious Attitude.

Being Caught Up in Thoughts subscale was compared with subscales of the other
subscales. It had significant correlation with all other subtypes of Padua Inventory. It’s been

found that there were significant statistical correlations between “Being Caught Up in
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Thoughts” subscale and all three subscales of Obsessive Beliefs Questionnaire subscales.
Significant correlation with “Rumination” and “Doubt” subscales were found by comparing
Being Caught Up in Thoughts subscale with subscales of Maudsley Obsessive Compulsive

Scale. Significant correlation hasn’t been detected with any subscale of Religious Attitude.

Then, “Repetitive Behaviors” subscale was compared with the other subtypes of Padua
Inventory and significant correlations have been found with “Cleaning” and “Being Caught
Up in Thoughts”, “Counting”, “Checking” and “Impulses”. Significant correlations have been
detected with all three subscales of Obsessive Beliefs Questionnaire. And, significant
correlations were seen with “Rumination” and “Doubt” subscales of Maudsley Obsessive
Compulsive Scale. Also, significant correlation has been detected with only “Behavior”

subscale among Religious Attitude subscales in this study.

»” &6

Significant correlations have been detected with “Cleaning”, “Being Caught Up in
Thoughts”, “Repetitive Behaviors”, and “Impulses” subscales, by comparing “Counting” to
the other subtypes of Padua Inventory. Again, significant correlations have been detected with
all three subscales of Obsessive Beliefs Questionnaire. Significant correlations were found
with “Checking” and “Rumination” subscales of Maudsley Obsessive Compulsive Scale.
Also, significant correlation has been detected with only “Behavior” subscale among

Religious Attitude subscales.

Next, “Checking” subscale was compared with the other subtypes of its own scale and
significant correlations have been found with “Cleaning” and “Being Caught Up in
Thoughts”, “Repetitive Behaviors” and “Impulses”. Significant correlations have been
detected with “Perfectionism/Certainty” and “Responsibility/Threat Foresight” subscales of
Obsessive Beliefs Questionnaire. Significant correlations were found between “Checking”
with “Checking” and “Rumination” subscales of Maudsley Obsessive Compulsive Scale.

Significant correlation hasn’t been detected with any subscale of Religious Attitude.

Last of all, “Impulses” subscale was compared with the other subtypes of its own scale
and significant correlations have been found with all of the other subscales. Too, significant

correlations have been detected with all three subscales of Obsessive Beliefs Questionnaire.
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Significant correlations with “Rumination” and “Doubt” subscales were found by comparing
“Impulses” subscale with subtypes of Maudsley Obsessive Compulsive Scale. And, a
significant correlation has been detected with only “Behavior” subscale among Religious

Attitude subscales in this study.

Making comparison in other studies, Julien et al (2006)

OCCWG(2005) Tolin et al(2008)
Responsibility / Threat Foresight Washing , Rumination | Washing , Rumination
Perfectionism / Certainty Precision , Checking Precision , Impulses
Importance of Thought and Control | = ---=-=n=n-n-- Impulses

Emmelkamp ve Aardema

Tolin et al (2003) (1999)
Responsibility/Threat Foresight Washing , Rumination Checking
Perfectionism / Certainty =~ | ===s===m—smem—ee- Washing

Importance of Thought and Control | Rumination, Impulses | Rumination,Checking,

Washing,Impulses

Religious Attitude consists of four subscales which are “Cognition”, “Feeling”,
“Behavior” and “God” subscales. To start with, “Cognition” subscale has been compared to
other subtypes of this scale and significant correlations have been found between all of them.
However, significant correlation hasn’t been found between “Cognition” and any subscales of

Obséssive beliefs Questionnaire, Maudsley Obsessive Compulsive Scale or Padua Inventory.

“Feeling” subscale has been compared to other subtypes of this scale and significant

correlations have been found with “Cognition”, “Behavior” and “God” subscales. However,
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again, significant correlation hasn’t been found between “Feeling” and any subscales of

Obsessive beliefs Questionnaire, Maudsley Obsessive Compulsive Scale or Padua Inventory.

“Behavior” subscale has been compared to other subtypes of Religious Attitude and
significant correlations have been found with “Cognition”, “Feeling” and “God” subscales.
Also, significant correlations were seen between “Behavior” with “Being Caught Up in
Thoughts”, “Repetitive Behaviors”, “Counting” and “Impulses” subscales of Padua Inventory.
Any significant correlations haven’t been found with any subscales of Obsessive beliefs

Questionnaire or Maudsley Obsessive Compulsive Scale.

To finish, “God” subscale has been compared to other subtypes of Religious Attitude and
significant correlations have been found with “Cognition”, “Feeling” and “Behavior”
subscales. There was a significant correlation with only “Impulses” subscale of Padua
Inventory. Significant correlations haven’t been found with any subscales of Obsessive beliefs

Questionnaire or Maudsley Obsessive Compulsive Scale.

Since any study has not been conducted concerning a relevant subject with this study, it

wasn’t possible to compare the results with any others.
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CONCLUSION

The relations between obsessive beliefs of the patients diagnosed with Obsessive
Compulsive Disorder, obsession subscales and religious attitude were investigated; in
addition, comparison of them with those of the healthy control group was made in this study.
For this purpose, comparison of performed scales was made for both voluntary participants

who are comprised of healthy people and OCD patients.

In the current study, hypothesis presentation supplies relation with specific belief
domains for OCD subtypes. In this study, performed statistical analysis methods supplies the
specific belief domains of OCD symptom subtypes but there aren’t equivalent results of these
methods. Since participants couldn’t be categorized in OCD symptom subtypes, assessing
specific belief domains in OCD symptom subtypes is not based on reality. It’s deduced that
main OCD symptom subtypes defined in literature can be conceptualized to at least one
category instead of some dimensional models. Any study has been never researched group
differences on belief domains by categorizing and making analysis of variance based upon
OCD symptom subtypes of participants. Still, methods and criterion to specify OCD symptom

subtypes remain unclear.

By comparing the results, it was observed that the patients group had higher scores than
the control group. Scores of OCD patients were found high as a result of the comparison of
Obsessive Beliefs Questionnaire, Padua Inventory and Religious Attitude Scale subtypes. On
the contrary, the control groups scores were higher in Maudsley Obsessive Compulsive Scale
subtypes. The reasons for this are supposed to be the facts that the scale (“yes/no™ questions)
don’t measure the intensity of the answers and the questions are not predictor adequately due
to their broadly asking styles instead of emphasizing the disease. It was detected that
subscales which can be assessed as interrelated showed significant correlations with each
other when the subtypes were compared among the patients diagnosed with obsessive-
compulsive disorder. Contrary to what was expected, significant correlations between
Religious Attitude Scale subtypes and the other subscales were smaller. Long term follow-up

studies are needed to reach more clarifying results on this point.
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First of the limitations of the study is related to its samples. Samples of the research
consisted of only people who is living in Istanbul as the control group and only patients from
Marmara Education and Research Hospital who had been diagnosed with obsessive
compulsive disorder as the patients group. Since they were chosen from only one city,
samples can be defined as limited. The inequality of numbers of male and female samples
may give rise to thought that there is a limitation. What’s more, taking only literate volunteers
into the study may be a limitation. Given that OCD is a heterogenic disease the questions in
the scales might be inadequately specific. Certain belief domains can be more resistant in
clinical researches. As a result of that, they may give rise to thought to be relation variety
between belief domain and its treatment. It’s thought to be important limitations about beliefs
to come into activity that assessment of belief with just one questionnaire could be a
drawback and the relation of OCD with researching nonfunctional thoughts. When the
findings that are not compatible with literature compared in terms of methods used it’s seen
that different data collection instruments were used also. Data was collected from the
participants via certain scales in the given study. If further studies include interview and

experimental methods, they will contribute to the literature.
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APPENDIX

GONULLU OLUR FORMU

Bu calisma, Yakin Dogu Universitesi Sosyal Bilimler Enstitiisii Klinik Psikoloji
Yiiksek Lisans Programi ¢ergevesinde diizenlenen bir ¢alismadir. Bu ¢alisma, Marmara
Universitesi Pendik Egitim Ve Arastirma Hastanesinde Obsesif Kompulsif Bozukluk (OKB)
tanis1 almis kisiler igerisinden rastgele segilen 50 hasta ve 50 saglikli kontrol grubu ile
yapilacaktir.

Bu ¢alismanin amaci; Obsesif Kompulsif Bozuklugu olan hastalardaki obsesif inanglari,
obsesyon alttiplerini ve dini tutumlar arasindaki iligkileri arastirmaktir. Calismada bir
demografik form ve dort tane dlgek kullanilacaktir. Demografik bilgi formu sizin yas, cinsiyet
gibi 6zellikleriniz hakkindaki sorulari igermektedir. Olgekler ise; obsesif inanglar, obsesyon
alttipleri ve dini tutum ile ilgili sorular igermektedir.

Géniillillerin bu calismadaki sorumluluklar vakit ayirarak Olgeklerini bos birakmadan
doldurmaktir. Bu ¢alisma goniilliilik esasna dayanmaktadir. Goniilliilerin arastirmaya
katilimm istege bagli olup, aragtirma herhangi bir risk tagimamaktadir. Goniilliiler istedikleri
zaman herhangi bir cezaya maruz kalmadan arastirmaya katilmayr reddedebilir veya
aragtirmadan ¢ekilebilirler. Aragtirmada ongoriilen siire 50 dk'dur.

Bu arastirmamin hi¢bir asamasinda isminiz kullamlmayacaktir. Arastirmada toplanan
bilgiler bireysel olarak degil , tiim katilimeilarin ortalama puanlar1 alinarak hesaplanacak ve
degerlendirilecektir. Aragtirma tamamen bilimsel amaglarla diizenlenmistir. Size ait bilgiler
kesinlikle gizli tutulacaktir. Sorularin dogru bir cevabi yoktur. Anketleri eksiksiz olarak
cevaplamak bu arastirma sonuglarmin toplum igin yararli bilgi olarak kullanilmasim
saglayacaktir. Calismayla ilgili herhangi bir  bilgi almak  isterseniz,
akcit.nurdan02@gmail.com veya 0533 580 24 56 numarali telefondan iletisime
gecebilirsiniz.”

" Bilgilendirilmis Goniillii Olur Formundaki tim agiklamalar1 okudum. Bana, yukarida konusu ve
amac belirtilen arastirma ile ilgili yazili ve sozlii agiklama asagida adi belirtilen psikolog tarafindan
yapildi. Arastirmaya goniillii katildigimi, istediim zaman gerekgeli veya gerekgesiz olarak
arastirmadan aynlabilecegimi biliyorum. S6z konusu arastirmaya, higbir baski ve zorlama olmaksizin
kendi rizamla katilmay1 kabul ediyorum."

PSIKOLOG
NURDAN AKCIT

Goniilliiniin Ady/ Soyady/ Tarih / imza
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SOSYODEMOGRAFiK VERI FORMU

Yasiniz:

Cinsiyet
a)erkek  b)kadmn

Egitim Durumu
a)Okur-Yazar

b)ilkokul

¢)Ortaokul

d)Lise

e)Yiiksekokul veya iiniversite

Medeni Durumunuz
a) evli

b) bekar

¢) dul

d) ayr yasiyor

Cocuk: SAYIBLE soswrinvisssvsmemssasns

Nasil bir ailede dogup biiylidiiniiz
a)Cekirdek Aile ( anne- baba- ¢ocuk(lar))
b)Genis Aile

c)Pargalanmig Aile( anne yada baba yok)

Su an yasadiginiz yer?
a)merkez/ilce
b)koy/kirsal bdlge

Meslek grubunuz:
a)Ev Hanimi
b)Memur
c)lsci
d)Ogrenci
e)Esnaf
f)Emekli

2)issiz



Calisma durumu:
a)Calistyor
b)issiz

c)Emekli

d)Ev Hanimi

Gelir diizeyiniz:
a) 850 ve alt1

b) 850-1500

¢) 1500-2000
d)2000-3000
€)3000 ve iisti

Dini tutumunuz
a) Miisliiman
b)Hiristiyan
¢)Yahudi/ Musevi
d) difer...coonen

e)Herhangi bir din mensubu degilim
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OBSESIF INANISLAR ENVANTERI

Her bir ifade i¢in, nasil diisiindiigiiniizii en iyi tanimlayan cevaba kargilik gelen rakami
seginiz. Insanlar birbirinden farkli oldugu i¢in envanterde dogru veya yanlis cevap yoktur.
Sunulan ifadenin, tipik olarak yagama bakis agimiz1 yansitip yansitmadigina karar vermek i¢in
sadece ¢gofu zaman nasil oldugunuzu géz oniinde bulundurunuz.

Derecelendirme i¢in asagidaki dlgegi kullanimiz:

1 2 3 4 5 6 7
Kesinlikle  Katilmiyorum Biraz Ne katiliyorum Biraz ~ Katiliyorum Tamamen
katilmiyorum katilmiyorum ne katilmiyorum Katiliyorum Katiliyorum

Derecelendirme yaparken, dlgekteki orta degeri isaretlemekten (4) kagmmaya
calisiniz; bunun yerine, inanmg ve tutumlarinizla ilgili ifadeye genellikle katilip katilmadigimizi
belirtiniz.

1. Siklikla ¢evremdeki seylerin tehlikeli oldugunu diisiiniiriim 1 2 3 4 5 6 7
2. Birseyden tamamiyla emin degilsem, kesin hata yaparim 1 2 3 4 5 6 7
3. Benim standartlarima gore, hersey miikkemmel olmalidir 1 2 3 4 5 6 7
4. Degerli biri olmam ig¢in yaptiim herseyde mitkemmel olmaliyim 1 2 3 45 6 7
5. Herhangi bir firsat buldugumda, olumsuz seylerin gergeklesmesini 1 2 3 4 5 6 7
Onlemek icin harekete gegmeliyim

6. Zarar verme/gorme olasilif1 ¢ok az olsa bile, ne yapip edip onu 1 2 3 45 6 7
engellemeliyim

7. Bana gore, kotii/uygunsuz diirtiilere sahip olmak aslinda onlar 1 2 3 45 6 7
gergeklestirmek kadar kotiidiir

8. Bir tehlikeyi 6nceden gérmeme karsin bir harekette bulunmazsam, 1 2 3 45 6 7
herhangi bir sonug i¢in suglanacak kisi konumuna ben diigerim

9. Birseyi milkemmel bigimde yapamayacaksam hi¢ yapmamaliyim 1 2 3 4 5 6 7
10. Her zaman sahip oldugum tiim potansiyelimi kullanmaliyim 1 2 3 45 6 7
11. Benim igin, bir durumla ilgili tiim olas: sonuglar1 diistinmek ¢ok 1 2 3 45 6 7
6nemlidir

12. En ufak hatalar bile, bir isin tamamlanmadig1 anlamina gelir 1 2 3 45 6 7
13. Sevdigim insanlarla ilgili saldirgan diigiincelerim veya diirtiilerim 1 23 45 6 7
varsa, bu gizlice onlan incitmeyi istedigim anlamna gelir

14. Kararlarimdan emin olmaliyim 1 2 3 4 5 6 7
15. Her tiirlii giinliik aktivitede, zarar vermeyi engellemede bagarisiz 1 2 3 4 5 6 7
olmak kasten zarar vermek kadar kétiidiir

16. Ciddi problemlerden (&rnegin, hastalik veya kazalar) kagmmak benim |1 2 3 4 5 6 7
acimdan siirekli bir caba gerektirir

17. Benim igin, zarar1 6nlememek zarar vermek kadar kotiidiir 1 2 3 45 6 17
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1 2 3 4 5 6 ¥
Kesinlikle  Katilmiyorum  Biraz Ne katihyorum  Biraz  Katihyorum Tamamen
katilmiyorum katilmiyorum ne katilmiyorum Katihyorum Katiliyorum
18. Bir hata yaparsam iiziintiilii olmaliyim 1 2 3 45 6 7
19. Digerlerinin, kararlarim veya davramiglarimdan dogan herhangi bir 1 2 3 45 6 7
olumsuz sonugtan korundugundan emin olmaliyim
20. Benim igin, hersey miikemmel olmazsa igler yolunda sayilmaz 1 2 3 45 6 7
21. Miistehcen diisiincelerin aklimdan gegmesi ¢ok kdtii bir insan 1 2 3 45 6 7
oldugum anlamina gelir
22. . Ilave 6nlemler almazsam, ciddi bir felaket yasama veya felakete 1 2 3 4 5 6 7
neden olma jhtimalim, diger insanlara kiyasla daha fazladir
23. Kendimi giivende hissetmek igin, yanlis gidebilecek herhangibirseye |1 2 3 4 5 6 7
kars1 olabildigince hazirlikh olmaliyim
24. Tuhaf veya igren¢ diigiincelerim olmamali 1 2 3 45 6 17
25. Benim i¢in, bir hata yapmak tamamen basarisiz olmak kadarkétiidiir |1 2 3 4 5 6 7
26. En 6nemsiz konularda bile hersey agik ve net olmalidir 1 2 3 45 6 7
27. Din karsit1 bir diisiinceye sahip olmak, kutsal seylere karg1 saygisiz 1 2 3 45 6 7
davranmak kadar kétiidiir
28. Zihnimdeki tiim istenmeyen diisiincelerden kurtulabilmeliyim 1 2 3 45 6 7
29. Diger insanlara kiyasla, kendime veya baskalarna kazara zarar 1 2 3 45 6 17
vermem daha muhtemeldir
30. Kotii diisiincelere sahip olmak tuhaf veya anormal biri oldugum 1 2 3 45 6 7
anlamina gelir
31. Benim i¢gin 6nemli olan seylerde en iyi olmaliyim 1 2 3 45 6 7

32. Istenmeyen bir cinsel diigiince veya goriintiiniin aklima gelmesi onu 1 2 3 4 5 6 17
gercekten yapmak istedigim anlamina gelir

33. Davraniglarimin olasi bir aksilik tizerinde en kiigiik bir etkisi varsa 1 2 3 4 5 6 7
sonugtan ben sorumluyum demektir

34. Dikkatli olsam da kétii seylerin olabilecegini siklikla diisiiniiriim 1 2 3 45 6 7
35. Istenmeyen bigimde zihnimde beliren diisiinceler, kontrolii 1 2 3 4 5 6 7
kaybettigim anlamina gelir

36. Dikkatli olmadigim takdirde zarar verici hadiseler yasanabilir 1 2 3 45 6 7
37. Birsey tam anlamiyla dogru yapilincaya kadar tizerinde cahismaya 1 2 3 4 5 6 7

devam etmeliyim

38. Siddet igerikli diisiincelere sahip olmak, kontrolii kaybedecegim ve 1 23 4 5 6 7
siddet gosterecegim anlamina gelir

39. Benim igin bir felaketi 6nlemekte basarisiz olmak ona sebep olmak 1 2 3 4 5 6 7
kadar kotiidiir

40. Bir isi miikemmel bicimde yapmazsam insanlar bana saygi1 duymaz 1 2 3 45 6 7
41. Yasamimdaki siradan deneyimler bile tehlike doludur 1 2 3 45 6 7
42. Kétii bir diisiinceye sahip olmak, ahlaki agidan kotii bir sekilde 1 2 3 45 6 7
davranmaktan ¢ok da farkli degildir

43. Ne yaparsam yapayim, yaptifim is yeterince iyi olmayacaktir 1 2 3 45 6 7

44. Diisiincelerimi kontrol edemezsem cezalandirtlirim 1 2 3 4 5 6 7
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PADUA ENVANTERI

Asagidaki ifadeler hemen herkesin giinliik yagaminda karsilagtig1 diistince ve davranislar:
tantmlamaktadir. Liitfen her bir ifade i¢in size en uygun goriinen ve bu tiir davrams ya da
diisiincelerin olusturabilecegi rahatsizlik derecesine en uygun olan tek bir segenegi
isaretleyiniz.

Hig Cok az Cok Epeyce Asirt
Cok

1 Paraya 0 1 2 3 4
dokundugumda
ellerimi
kirlenmis
hissederim

2 Viicut salgilar 0 1 2 3 4
ile ( ter,
tilkiiriik, idrar ,
v.b. gibi) Hafif
bir temasla bile
giysilerim
kirlenebilecegini
veya bir sekilde
zarar
gorebilecegimi

03 Yabancilarin 0 1 2 3 4
veya belirli
insanlarin
dokundugunu
biliyorsam, bir
nesneye
dokunmakta
zorlanmirim.

4 Copeveyakirli | 0 1 2 3 4
seylere
dokunmakta
zorlanirim.
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Mikrop
kapmaktan ve
hastaliklardan
korktugum i¢in
umumi
tuvaletleri
kullanmaktan
kaginirim.

Bulasici
hastaliktan
korktugum igin
halka agik
telefonlar
kullanmaktan
kagimirim.

Ellerimi
gereginden daha
sik ve daha uzun
siire yikarim.

Bazen sadece
kirlendigim ya
da mikrop
kaptigim1
diisiinerek
derhal yikanir
veya
temizlenirim

Bir seye
dokundugumda
“mikrop
kaptigimi”
diistinerek,
derhal yikamr
veya
temizlenirim.

10

Bir hayvanin
bana dokunmasi
halinde,
kendimi kirli
hisseder ve
derhal
yikanmam veya
istimdeki
giysileri
degistirmem
gerekir.




7is

11

Kaygilar ve
{iziintiler
aklima
geldiginde,
onlar hakkinda
giivenebildigim
birisiyle
konusmadan
rahat edemem.

12

Konusurken
aym seyleri
veya ayni
climleleri birkag
kez tekrarlama
ihtiyaci
duyarim.

13

Insanlarm
soyledikleri ilk
seferinde
anladigim halde
birkag kez tekrar
ettirme ihtiyaci
duyarim.

14

Giyinirken,
soyunurken ve
yikanirken, 6zel
bir siray1 takip
etme
zorunlulugu
hissederim.

15

Yatmadan 6nce
belirli seyleri
belirli bir sirayla
yapmak
zorundayim.

16

Yatmadan 6nce
giysilerimi 6zel
bir sekilde
asmak veya
katlamak
zorundayim.

17

Belirli sayilarn
nedensiz yere
tekrarlama
zorunlulugu
hissederim.
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18

Bir seyleri
dogru olarak
yapildigindan
emin olana
kadar, birkac
kez tekrarlamak
zorundayim.

19

Bir seyleri
gereginden daha
sik konirol etme
egilimindeyim.

20

Ocag,
musluklar1 ve
elektrik
dijgmelerini
kapattiktan
sonra tekrar
tekrar kontrol
ederim.

21

Tam olarak
kapah
oldugundan
emin olmak
i¢in, kapilar,
pencereleri,
cekmeceleri
kontrol etmek
ugruna eve geri
donerim.
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MAUDSLEY OBSESIF KOMPULSIF OLCEGI

Asagidaki ciimleleri dikkatle okuyunuz. Size uygunsa ‘DOGRU’ yu eger uygun degilse
“YANLIS’1 daire igine aliniz. Liitfen sorularin hepsini cevaplandirimiz.

1. Bana bir hastalik bulasir korkusuyla herkesin kullandig: telefonlar1 kullanmaktan

kagmnirim. DOGRU YANLIS
2. Sik sik hosa gitmeyen seyler diisiiniir, onlan zihnimden uzaklagtirmakta giigliik

cekerim. DOGRU YANLIS
3. Diiriistliige herkesten ¢ok 6nem veririm. DOGRU YANLIS

4. Isleri zamaninda bitiremedigim i¢in ¢ogu kez geg kalirm. DOGRU YANLIS
5. Bir hayvana dokununca hastalik bulagir diye kaygilanirim. DOGRU YANLIS

6. Sik sik havagazim, su musluklarini ve kapilar birkag kez kontrol ederim.
DOGRU  YANLIS

7. Degismez kurallarim vardir. DOGRU  YANLIS

8. Aklima takilan nahos diisiinceler hemen her giin beni rahatsiz eder.
DOGRU YANLIS

9. Kaza ile bir bagkasina ¢arptigimda rahatsiz olurum. DOGRU  YANLIS

10. Her giin yaptizim basit giinliik islerden bile emin olamam. DOGRU YANLIS
11. Cocukken annem de babam da beni fazla stkmazlardi. DOGRU YANLIS

12. Bazi seyleri tekrar tekrar yaptigim igin isimde geri kaldigim oluyor.
DOGRU YANLIS

13. Cok fazla sabun kullanirim. DOGRU YANLIS
14. Bana gore baz1 sayilar son derece ugursuzdur. DOGRU YANLIS

15. Mektuplar1 postalamadan 6nce onlari tekrar tekrar kontrol ederim. DO(:}RU YANLIS
16. Sabahlar1 giyinmek i¢in uzun zaman harcarim. DOGRU YANLIS
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17. Temizlige asir1 diiskiiniim. DOGRU YANLIS
18. Ayrintilara gereginden fazla dikkat ederim. DOGRU YANLIS
19. Pis tuvaletlere giremem. DOGRU YANLIS
20. Esas sorunum bazi seyleri tekrar tekrar kontrol etmemdir. DOGRU YANLIS

21. Mikrop kapmaktan ve hastalanmaktan korkar ve kaygilanirim. DOGRU YANLIS

22. Bazi seyleri birden fazla kontrol ederim. DOGRU YANLIS
23. Gunliik iglerimi belirli bir programa gdre yaparim. DOGRU YANLIS
24. Paraya dokunduktan sonra ellerimi kirli hissederim. DOGRU YANLIS
25. Alistigim isi yaparken bile kag kere yaptigimi sayrim. DOGRU YANLIS
26. Sabahlari elimi yiiziimii yikamak ¢ok zamanimi alir. DOGRU YANLIS
27. Cok miktarda mikrop 6ldiiriicii ila¢ kullanirim. DOGRU YANLIS

28. Her giin baz1 seyleri tekrar tekrar kontrol etmek bana zaman kaybettirir DOGRU YANLIS
29.Geceleri giyeceklerimi katlayip asmak uzun zamanimi alir. DOGRU YANLIS
30. Dikkatle yaptigim bir isin bile tam dogru olup olmadigina emin olamam._

DOGRU YANLIS
31. Kendimi toparlayamadigim igin giinler, haftalar, hatta aylarca hi¢bir seye el siirmedigim
olur. DOGRU YANLIS
32. En biiyiik miicadelelerimi kendimle yaparim. DOGRU YANLIS
33. Cogu zaman bilyiik bir hata ya da kétiilikk yaptigim duygusuna kapilinm.

DOGRU YANLIS
34.S1k sik kendime birseyleri dert edinirim. DOGRU YANLIS
35.0nemsiz ufak seylerde bile karar verip ise girigmeden &nce durup diistiniiriim.

DOGRU YANLIS
36.Reklamlardaki ampuller gibi 6nemsiz seyleri sayma aligkanligim vardir DOGRU YANLIS

37.Bazen dnemsiz diisiinceler aklima takilir ve beni giinlerce rahatsiz eder. DOGRU YANLIS
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Ok-Dini Tutum Olcegi

Asagidaki sorular1 okuyarak size en yakin olan climlenin isaretlenmesi
istenmektedir.

* Dinin gereksiz oldugunu diisiintiyorum.

a)Hi¢ Katilmiyorum b)Az Katilhiyorum c)Yar: Yarrya Katiliyorum d)Coguna
Katiliyorum e)Tamamina Katiltyorum

 Dini inancin insanlara yararindan ¢ok zarar1 oldugunu diisiintiyorum.

a)Hi¢ Katilmiyorum b)Az Katiliyorum c)Yar1 Yariya Katiliyorum d)Coguna
Katiliyorum e)Tamamina Katiliyorum

« Ezan, dua veya ayet gibi dini okumalar: dinledigimde duygulanirim.

a)Hi¢ Katilmiyorum b)Az Katiliyorum c)Yar1 Yariya Katiltyorum d)Coguna
Katiliyorum e)Tamamina Katiliyorum

» Dini etkinliklere katildigimda gercekten zevk alirim.

a)Hi¢ Katilmiyorum b)Az Katiliyorum c)Yar1 Yariya Katiliyorum d)Coguna
Katiliyorum e)Tamamina Katiliyorum

* Yasantimin dini degerlere uygun olup olmadigina dikkat ederim.

a)Hi¢ Katilmiyorum b)Az Katiliyorum c)Yar Yariya Katiliyorum d)Coguna
Katiliyorum e)Tamamina Katiliyorum
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* Inandigim dinin gereklerini yerine getirmeye ¢aligirim.

a)Hi¢ Katilmiyorum b)Az Katiliyorum c)Yar1 Yariya Katiliyorum d)Coguna
Katiliyorum e)Tamamina Katiliyorum

e Zor zamanlarda Allah'in bana yardim ettigini diisiiniiyorum.

a)Hi¢ Katilmiyorum b)Az Katiliyorum c)Yar1 Yariya Katiliyorum d)Coguna
Katiliyorum e)Tamamina Katiliyorum

» Allah'in bana ¢ok yakin oldugunu hissediyorum

a)Hi¢ Katilmiyorum b)Az Katiliyorum c)Yar: Yariya Katiliyorum d)Coguna
Katiliyorum e)Tamamina Katihyorum
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ARASTIRMANIN ACIK ADI,

“Obsesif Kompulsif bozukluk (OKB) tanili
inanglar, obsesyon alttipleri ve dini tutum arasindaki iligki”

hastalarda obsesif

VARSA ARASTIRMANIN PROTOKOL KODU

. ZEYNEP KAMIL KADIN VE GCOCUK HASTALIKLARI EGITIM VE
=L SN AURULUN AL ARASTIRMA HASTANES! KLINIK ARASTIRMALAR ETiK KURULU
g ,—_j ACIK ADRESI: ?:gggp Kamil Mah. Op.Dr.Burhanettin Ustiinel Sok. No:4/3 Uskiidar
5
28 TELEFON 0216391 06 80
o,

B = FAKS 0216 343 92 51
E-POSTA www.etikkurulsekretarva@zeynepkamil.gov.tr
KOORDINATOR/SORUMLU ] ,
ARASTIRMACI Psikolog Nurdan AKCIT
UNVANI/ADI/SOYADI .
KOORDINATOR/SORUMLU
ARASTIRMACININ UZMANLIK | Klinik Psikoloji
ALANI
KOORDINATOR/SORUMLU -
ARASTIRMACININ Yakin Dogu Universitesi
BULUNDUGU MERKEZ
VARSA IDARI SORUMLU
UNVANIADI/SOYADI
DESTEKLEYICI
E PROJE YURUTUCUSU
= UNVANFADI/SOYADI
b (TUBITAK vb. gibi kaynaklardan
E‘: destek alanlar igin)
R DESTEKLEYICININ YASAL
A TEMSILCIst
= :
= FAZ | O
E FAZ2 0
(@ * FAZ3 O
=]
FAZ4 O
ARASTIRMANIN FAZIVE | Gozlemsel ilag caligmas: (|
L Tibbi cihaz klinik arastirmasi O
In vitro tibbi tani cihazlari ile
yapilan performans ) 3
degerlendirme ¢alismalari
Tlag disi klinik arastirma &
Diger ise belirtiniz
AMSTZ\IAE{EIMRQE.%L%[:TILAN TEK z\gmuzz COK MERKEZLI %JLl[J:SIAL ULUSLARARASI [J
Etik Kurul Bagkamnn

Unvani/Adv/Soyadi: Dog.Dr

Imza:

urat H

Not: Etik kurul bagkan, imzastnn yer almadig her sayfapa imza atmalidir.

By
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KLINIK ARASTIRMALAR ETIK KURULU KARAR FORMU

ARASTIRMANIN ACIK ADI

“Obsesif Kompulsif bozukluk (OKB) tanili hastalarda obsesit
inanclar, obsesyon alttipleri ve dini tutum arasindaki iliski®

VARSA ARASTIRMANIN PROTOKOL KODU

BELGELER

DEGERLENDIRILEN

Belge Adi

Tarihi

Versiyon
Numaras)

Dili

ARASTIRMA PROTOKOLO

Tarkee []

Ingilizee [J

Diger []

BILGILENDIRILMIS GONULLU OLUR
FORMU

Tirkee X

Ingilizee [

Diger (1

OLGU RAPOR FORMU

Torkge [

Ingilizee O3

Diger [

ARASTIRMA BROSURD

Tiirkee ]

Ingilizee [

Diger [J

Belge Adi

Aciklama

| SIGORTA

ARASTIRMA BUTCESI

BIYOLOJIK MATERYEL TRANSFER
FORMU

0 ®O

ILAN

YILLIK BILDIRIM

SONUC RAPORU

[

GOVENLILIK BILDIRIMLERI

DEGERLENDIRILEN
DGER BELGELER

DIGER:

Karar No: 20

Tarih: 06.03.2015

KARAR
BILGILERI

Yukanda bilgileri vcnlcn bagvuru dosyas: ile ﬂgﬁ.
incelenmis ve uygun b

o!up

.

yer alan

Jealigmalar igin Torkiye lag ve Tibbi

bctgclu aragtirmanu/cahsmanim gerckee, amag, yaklagim ve yontemleri dikkote alinarak

§ bagvuru dosyasmda belirtilen merkezlerde gergeklestiriimesinde etik ve bilimsel
sakinca bulunmadifina mpianliya katilan etik kurul Oye tam sayismin salt qop,unlugu ile karar wnlmasur
liag ve Biyolojik Uronlerin Klinik Aragtirmalan Hakkimda Yonetmelik k
Cihaz Kurumu'ndan izin alimmas: gerekmektedir,

KLINIK ARASTIRMALAR ETIK KURULU

ETIK KURULUN CALISMA ESASI

Kilavuzu

Tiag ve Biyolojik Urtinlerin Klinik Am;:nrm-ﬂan Hakkinda Yénetmelik, lyi Klinik Uygulamalars

BASKANIN UNVANI/ADI/ SOYADI:

Dog.Dr. Murat MUHCU

Unvan/AduSoyadi Uzmanhik Alam Kuorumu Cinsiyet An,':::;'r: aile Katihm * imza
Dog.Dr, Mars MUHCU Kad s ve Dogom | i eneiees = |e0[x0 [ =0 |wp |em [wD g
Dos.Dr. Murat APl Kad. Hast, ve Dogum | £300 il bnweContetiien | g | KO | EOD | v (EA (WO D) |
Prof. Dr. Aysenur CELAYIR Gocuk Cerrahisi Zosgledkaneom e |20 | %0 [50 | =3 [BE] [BD % '
Praf. Dr. Arif Ak ERTEKIN Kad. Hast. ve Dopum | Uskodar Universitesi EQ (kO |0 |H w E w HO y M
Dos. Dr. Goner KARATEKIN - | Neonatoloji Zepe Ko babmmcek b, | g | ] | 50 | D | P | RO 3 X, Chod.
Dog. Dir, Getin GAM Kad, Hast ve Dogum | Zomriemi i noorieitin B0 | %O |0 [ MO [EQ (8O
Uzm. Dr. Handan GETINER Patoloji fomkaliimetasieeise 1601 (kDO (B0 |0 JEO (RO | @
Uzm. Dr. Meral INALHAN Goc.SapveHust | ZomerkaeiKednisConktssiin g | kO | €O |l |E@ |HO }/‘O?
SEBETEAom | b | mpmeameneees |og|x@ |60 | npf| e@{u0 |
Dos.Dr. Hillya CABADAK Bivofizik Masmara Universitesi EQ|(k® |ed |HO |EO |HO e
Dos. Dr. Fulya ligin GONENG | Hukuk - Medipol Universitesi ED|k® |0 |HBL|E HQ I’A >
Dog. Dr. Goinay CAN Halk Saplip Cerrahpaga Tip Fakaktesi ER (kDO |0 |HO |0 (8O
;’g;}-&;ﬂr- Ahmet Ozez Formakoloji Marmara Oniversitesi ER kO [EO |vA |e@ |w0O J ('}7"\:_
Yard Dog.Dr. Ayten ARIKAN ﬁi'g““""‘ walp Yeni Yozyil Oniversitesi E0 kB |e0 | HB. | @~ | v -
Huriye OLGE Emekli Emekli ED | k@ |e0 |u@E | EBAT0 Sl
*:Toplantida Bulunma C—"-——a
Etik Kurul Baskaninim .

t ICU

Unvam/Ady/Soyadi: Dog.
Imza:

NN

Not: Etik kurul bagkam, imzasoun yer almadigt her sayfaya imza atmalrdir.
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Personal Information
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Place of birth and date: Kibris, 28.06.1990
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